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Objective: This study explored how smiles and laughter unfolded in five psychotherapy training processes, comprising two psychodynamic, two metacognitive, and one integrative.

Methods: Using a multimodal approach, video observations from naturalistic therapy and supervision sessions served as a springboard for Interpersonal Process Recall interviews with therapists, clients, and supervisors. Transcripts from supervision sessions and interviews were analyzed with Reflexive Thematic Analysis.

Findings: The analysis yielded four themes: 1. Smiles and laughter sometimes served to strengthen the therapeutic alliance, while at other times they functioned as emotion-regulating strategies or carried profound personal significance; 2. The therapists intuitively tended to downregulate their responses to clients’ expressions of laughter, to modulate and contain the clients’ underlying emotions; 3. The way therapists handled laughter and smiles in the therapeutic setting seemed to be related to their degree of security and the quality of the therapeutic relationship; and 4. In supervision, smiles and laughter were not explicitly addressed as a distinct theme but occasionally surfaced spontaneously during sessions.

Conclusion: By showing how clinical practice unfolds on observable and inferred emotional levels, the study highlights the importance of empirical grounding and the difficulty of verbalizing subtle nonverbal processes.
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Introduction

In psychotherapy research, therapeutic competence has traditionally been explored through verbal relational skills. Yet, a growing body of research highlights the essential role of embodied and nonverbal processes in effective therapeutic practice (Atzil-Slonim et al., 2023; Bar-Kalifa et al., 2023; Deres-Cohen et al., 2021; Hill et al., 2025; Norcross and Wampold, 2011; Zilcha-Mano, 2024). In a previous paper, we defined nonverbal relational competence as the therapist’s ability to perceive and respond sensitively to nonverbal expressions and interactional patterns, while simultaneously regulating their own bodily signals and using this awareness to guide clinical interventions that promote therapeutic change (present authors, submitted study).

Within psychoanalysis, nonverbal competence has long been regarded as foundational to emotional attunement and containment (e.g., Bion, 1962; Freud, 1923; Winnicott, 1971). However, such competence is rarely examined at the level of observable behavior. For example, in Tuckett’s (2005) seminal paper “Does Anything Go?,” the topic is addressed only implicitly, referring shortly to “what is sensed,” before quickly moving on to theoretical interpretation. This tendency to bypass the descriptive level raises important questions about how clinicians perceive, reflect upon, and make use of nonverbal cues in real therapeutic interactions.

In this study, we examine in detail the expressions of smiles and laughter in psychotherapy training. Although smiles and laughter in psychotherapy remain underexplored, some empirical studies have examined them in clinical settings, underscoring their complexity. Studies by Benecke and Krause (2005) and Dreher et al. (2001) show that therapist smiling and mimicry are not inherently beneficial; rather, therapeutic progress depends on the therapist’s selective, emotionally attuned modulation of nonverbal responses. Excessive mirroring may hinder outcomes, while affective incongruence can undermine the therapeutic alliance. Other research has shown that shared laughter may strengthen the therapeutic bond (Bedi et al., 2005; Darwiche et al., 2008; Marci et al., 2004; Ramseyer and Tschacher, 2011; Seikkula et al., 2015), while also serving other interpersonal functions such as regulating affect (Koole, 2009), expressing disagreement with the therapist (Canestrari and Dionigi, 2018), managing distance, or masking vulnerability (Hill et al., 2025; Pomeroy and Weatherall, 2014; Bänninger-Huber and Salvenauer, 2022). Hill et al. (2025) found that clients with avoidant attachment styles tended to laugh more frequently as a distancing strategy, whereas anxiously attached clients laughed less, and typically in distress related contexts.

Beyond the clinical field, interdisciplinary research has developed a rich understanding of nonverbal phenomena in everyday interaction, which contributes significantly to our understanding of these expressions in clinical settings. Developmental and infant research, for example, has made major contributions to understanding these dynamics (e.g., Beebe et al., 2010; Feldman et al., 1996; Tronick and Beeghly, 2011). Pioneers such as Beebe and Lachmann (2002) demonstrated that the micro-coordination of gaze, gesture, and affect between infant and caregiver forms the foundation for later relational regulation. These insights have profoundly influenced psychotherapy theory, suggesting that therapeutic relationships may rely on similar moment-to-moment processes of affective attunement and repair. Moreover, conversation analytic and sociolinguistic studies (e.g., Glenn, 2003; Holt, 2016; Haakana, 2012) support that laughter functions not only as a marker of joy but as a nuanced communicative act, managing tension, aligning participants, or regulating intimacy and distance. Huron (2006), drawing on music psychology and affective neuroscience, proposes that laughter can arise from a violated expectation that is rapidly resolved as harmless, producing a physiological response of relief. This “relief laughter” highlights how seemingly simple expressions can emerge from complex emotional and cognitive processes.

Emotion theory also complicates any simplistic reading of these expressions. While Ekman’s (Ekman and Friesen, 1982; Ekman, 1992) categorical theory posits a small set of biologically hardwired universal emotions, constructionist perspectives (e.g., Barrett and Russel, 2015) argue that emotions are dynamically constructed in the moment, emerging from the integration of bodily sensations, contextual appraisals, and the brain’s implicit knowledge of past experiences. From this view, a smile or laugh is not merely an expression of inner states, but an active, meaning-making event shaped by relational context.

Together, these insights contribute to underscore the complexity of nonverbal behavior in clinical settings. Additionally, they have pedagogical implications, highlighting that the learning of nonverbal relational competence demands experience reaching far beyond theoretical knowledge. While clinical supervision is widely recognized as essential for developing therapeutic skills, we know considerably less about how supervision can be structured to facilitate the acquisition of embodied, nonverbal competencies. Hence, we need empirical studies that explore how such nonverbal abilities emerge, are discussed, and shaped within supervision processes (Hill and Knox, 2013; Knox and Hill, 2021). In line with this, Hill et al. (2025) call for research that illuminates how both clients and therapists experience nonverbal phenomena in therapy, including crying, silence, and laughter. By focusing specifically on two of the most emotionally and socially complex nonverbal expressions, smiles and laughter, this study allows an in-depth analysis of these significant phenomena in psychotherapy. Of relevance not only to psychoanalysis but to all psychotherapeutic traditions, we ask: What can be learned from an empirical training study about the role of smiles and laughter in psychotherapy? And how might such insights inform the cultivation of nonverbal relational competence in psychotherapy education and supervision?


Aims and research questions

In this study, we aim to illuminate the lived experiences of clients, therapists, and supervisors regarding how smiles and laughter were expressed, perceived, and understood throughout the psychotherapy processes. By foregrounding these subjective perspectives, we seek to deepen our understanding of the nuanced, interpersonal functions of smiles and laughter in clinical practice. Our aim is not to decode smiles and laughter as fixed emotional signals, but to understand how the clients and the therapists participate in the co-construction of meaning, affects, and relational dynamics, in line with Barrett and Russel’s (2015) argumentation. In doing so, we have undertaken to present a nuanced account of the embodied and relational textures of these phenomena in psychotherapeutic work. The object of the study is to answer three research questions: How did the dynamics of smiles and laughter unfold during the psychotherapy training processes? How did the therapists respond to clients’ expressions of smiles and laughter? How were smiles and laughter worked with in supervision?




Materials and methods


Design and study setting

This study represents an extension of a previous qualitative investigation exploring psychology students’ nonverbal relational skills in psychotherapy (present authors, submitted study). During the analytic work on the initial project, the first author gradually became aware of the distinctive and recurring presence of smiles and laughter in the data. These nonverbal expressions appeared to carry nuanced relational and affective significance that warranted further, dedicated exploration. The emerging focus led to the design of this study, which used the same data material as the previous study but aimed to specifically examine smiles and laughter systematically within the therapeutic interactions and the corresponding supervision sessions.

The study employed a naturalistic, multimodal qualitative design, combining two complementary approaches within each case: (1) micro-level observation of video recorded therapy and supervision sessions (e.g., Hoff et al 2024a), and (2) Interpersonal Process Recall (IPR) interviews (Elliot, 1986) with therapists, clients, and supervisors. Observations of the therapy sessions provided a detailed view of verbal dialogue and nonverbal exchanges within the therapeutic dyads, with an in-depth focus on smiles and laughter. Observation of the supervision sessions enabled an exploration of how smiles and laughter were addressed in reflective supervision dialogue.

From the video recorded material, the first author selected relevant video excerpts to guide the subsequent Interpersonal Process Recall (IPR) interviews (Elliot, 1986; see procedure for selection criteria). Transcripts from both the supervision sessions and IPR interviews were subjected to reflexive thematic analysis. The triangulation of participants’ reflections with observational data aimed to enhance interpretive robustness (Archibald, 2016; Levitt et al., 2017; Creswell and Poth, 2017). Five cases were selected to allow for exploration across therapeutic modalities and interpersonal contexts (Levitt et al., 2021; McLeod, 2010).

This study is part of a larger longitudinal research project called The Nordic Psychotherapy Study (NORTRAS), conducted at the Internal Clinic, Department of Psychology, University of (Oslo). The last year of a six-year profession-oriented degree program in psychology, student therapists provide individual psychotherapy under weekly three-hour group supervision. These students’ qualifications upon completion are comparable to doctoral-level training in clinical psychology (e.g., PsyD or PhD).



Participants

The therapist group included four females and one male. All had prior experience with brief therapies, but none had engaged in more intensive psychotherapeutic formats. The supervisors (four women and one man) were all seasoned clinicians and supervisors, and all clients in the five cases were women. All participants were of Caucasian descent.



Case selection and data material

To ensure diversity in therapeutic orientation, five cases were selected from the larger research project database: two metacognitive, two psychodynamic, and one integrative. Selection was informed by a prior study (present authors, submitted study) involving the same cases. In the original study, we chose these cases based on the richness of the video recorded material from both the therapy and the supervision.


	• Case 1 (metacognitive): 13 therapy sessions (1 missing), 10 supervision sessions

	• Case 2 (metacognitive): 13 therapy sessions (1 missing), 5 supervision session

	• Case 3 (integrative): 12 therapy sessions (1 missing), 8 supervision session

	• Case 4 (psychodynamic): 49 therapy sessions (4 missing), 18 supervision sessions

	• Case 5 (psychodynamic): 45 therapy sessions (3 missing), 5 supervision sessions



The missing therapy sessions were, for instance, caused by technical issues and were distributed evenly throughout the duration of the training process. Since supervision was conducted in a group format, it was not feasible to precisely track the exact number if missing supervision sessions. However, the overall distribution of missed sessions appeared to be consistent over time, with no significant clustering or gaps at specific periods.



The interviews

IPR interviews were conducted using selected video excerpts to evoke participant reflections on relevant therapeutic moments (Elliot, 1986; Meekums et al., 2016). For each interview, the first author prepared 4–6 therapy and 2–4 supervision excerpts. Clients only viewed therapy segments. The interviews followed a semi-structured guide (see Appendix), beginning with open-ended questions before gradually directing attention to the nonverbal dimensions of the selected material. As the interviews were originally prepared for a study of nonverbal relational competence in general, the interview guides did not include questions about smiles and laughter. However, when observing the video recorded material, the interviewer became aware of and interested in how smiles and laughter were expressed in the therapy sessions, and in the interviews later, she asked questions about this when considered relevant. When participants did not spontaneously reflect on nonverbal aspects, the interviewer employed gentle, reflective probing. These interventions were informed by clinical experience and aimed at fostering awareness rather than steering interpretation. The goal was to support participants in discovering their own meaning-making processes, while maintaining their agency and sense of ownership over the narrative.

For instance, in one interview, a therapist had not commented on her own non-response to a client’s laughter in a session excerpt. Rather than directly highlighting the omission, the interviewer asked, “What do you notice about how you responded there?,” leaving space for the therapist’s own observation. When this did not elicit further elaboration, a follow-up question was offered: “I noticed that the client laughed. Was there anything going through your mind in that moment?” This opened for a reflective dialogue about the therapist’s internal state, her decision not to mirror the laughter, and her intent to stay grounded in the client’s underlying emotional experience. Such interactions illustrate how the interviewer sought to gently attune to moments of potential clinical significance while trying to avoid imposing interpretative frameworks.

All interviews were video recorded, except for one therapist interview due to technical failure; to compensate, the interviewer immediately afterwards wrote a note documenting the content, which the participant later reviewed and approved. One client declined to participate in the interview phase but remained part of the overall study.



Data analysis

Data were analyzed using reflexive thematic analysis (RTA; Braun and Clarke, 2006, 2013, 2019, 2023), emphasizing inductive, iterative engagement with the material. We drew on Finlay’s (2021) creative and embodied approach to reflexive thematic analysis, which we found particularly well-suited to exploring nonverbal phenomena. In line with Finlay’s perspective, we allowed our own embodied responses – moments of resonance, discomfort, or recognition – to inform how we constructed meaning. The analytic process proceeded through the following stages:


	1. Without knowledge of their content beforehand, nine therapy sessions per case were randomly selected and reviewed (to cover different phases, three in early, middle, and late phases), along with all available supervision sessions. When observing the video recorded data material, the authors gradually became interested in how smiles and laugher came to expressions with a range of different qualities, both within each case and across cases. It piqued our curiosity regarding the various underlying emotions and relational dynamics that appeared embedded within these expressions. In some of the cases, there seemed to be a repetitive pattern in which the way smiles and laughter were expressed during the therapy process. In one case, for example, the therapist tended to laugh during sessions in a way that made us wonder whether she was nervous or felt insecure. In another case, the client tended to smile to her therapist in a way we experienced as ambiguous. Was it flirtatious, friendly, or simply an expression of how she was pleased to see him? Our multimodal method, combining our observations with IPR interviews, made it possible to add the informants’ own perspectives and experiences of these expressions.

	2. All selected video content was transcribed using Whisper. Excerpts reflecting meaningful dynamics that were considered particularly relevant for the research questions were identified for use in IPR interviews. For the therapy sessions this included passages where the client and/or the therapist smiled or laughed in a way that made us curious about the underlying dynamics. For the supervision sessions the selected excerpts included passages where the supervision group discussed smiles and/or laughter. The selected passages were reviewed and discussed between both authors prior to interviews.

	3. The first author conducted the interviews, case-by-case. When the first two interviews were finished, the second author read the transcripts, and the two authors discussed the interview technique and use of probing. She then conducted the rest of the interviews.

	4. Following the interviews, rich and relevant transcript sections were selected for deeper analysis. This included passages where the informants gave detailed descriptions of their experience of nonverbal phenomena, including smiles and laughter.

	5. The first author coded the material in NVivo, working case by case and developing interpretively rich codes. For each case, she began by coding the supervision sessions, followed by the three corresponding interviews. This sequential, within-case approach allowed for a deepened understanding of the dynamics across data sources (for examples illustrating the coding process, see Table 1). The second author coded two interviews and one supervision session, and the two authors compared and adjusted the further coding process.

	6. Codes were grouped into initial theme candidates. Recurring patterns across cases informed theme refinement. The two authors discussed and modified the themes.

	7. Final themes were defined and illustrated with selected excerpts (see Table 2).

	8. First author completed a draft of the structure, which was subsequently approved by the second author. Afterwards, the first author wrote the final manuscript draft, incorporating refinements based on the second author’s contributions.




TABLE 1 Examples illustrating the coding process.


	Quote
	Code
	Reflections
	Theme

 

 	When I laugh it is as if I am devaluating myself. (Client) 	When I laugh it is as if I am devaluating myself. 	In the interview, the client seems to get in touch with how her laughter may cover some underlying feelings. 	Smiles and laughter sometimes served to strengthen the therapeutic alliance, while at other times they functioned as emotion-regulating strategies or carried profound personal significance


 	T: So there’s nothing that’s silly to say here. But it might still feel a bit scary (smiles).
 C: Yes (laughts).
 T: Yeah (smiles slightly more broadly). 	T: So there’s nothing that’s silly to say here. But it might still feel a bit scary (smiles).
 C: Yes (laughs).
 T: Yeah (smiles slightly more broadly). 	The therapist demonstrates a subtle yet attuned responsiveness to the client’s emotional state. By smiling gently, she offers a nonverbal cue of warmth and reassurance without dismissing the client’s potential vulnerability. 	The therapists intuitively tended to downregulate their responses to clients’ expressions of laughter, to modulate and contain the clients’ underlying emotions


 	It’s almost ironic how deeply she (the client) desired structure, while for me, offering it felt nearly impossible. (Therapist) 	It’s almost ironic how deeply she (the client) desired structure, while for me, offering it felt nearly impossible. 	The therapist seems to acknowledge how the dynamics in the therapeutic relationship may have affected her. 	The way therapists handled laughter and smiles in the therapeutic setting seemed to be related to their degree of security and the quality of the therapeutic relationship


 	What was that smile to you? (Supervisor) 	What was that smile to you? 	The supervisor directly addresses the underlying meaning of the smile. 	In supervision, smiles and laughter were not explicitly addressed as a distinct theme but occasionally surfaced spontaneously during sessions.




 


TABLE 2 Overview of the themes with quotes.


	Themes
	Quotes
	Quotes
	Quotes

 

 	Smiles and laughter sometimes served to strengthen the therapeutic alliance, while at other times they functioned as emotion-regulating strategies or carried profound personal significance 	I remember we smiled quit a lot to each other. There was a friendly tone between us. (therapist) 	When I laugh it is as if I am devaluating myself. (Client) 	It does not have to be a problem with humor, like smiling or…but here (I think) we problematized it because it covered up something else. (Supervisor)


 	The therapists intuitively tended to downregulate their responses to clients’ expressions of laughter, to modulate and contain the clients’ underlying emotions 	T: So there’s nothing that’s silly to say here. But it might still feel a bit scary (smil).
 C: Y.
 T: Yeah (smiles slightly more broadly). 	C: I told my father once, about the rape. It actually made him embarrassed (laugs).
 T: (Gazes directly at the client with a serious, tender facial expression). So your father felt embarrassed. 	C: Yeah, it’s exhausting to feel so unwell, so I’m hoping that I can… talk myself into calmness.
 T: Yeah (voice intonation rises).
 C: So I’m kind of hoping for some (laughs a little) tricks (laughs more loudly).
 T: Yeah (nods slightly, maintains eye contact with a serious but open facial expression).


 	The way therapists handled laughter and smiles in the therapeutic setting seemed to be related to their degree of security and the quality of the therapeutic relationship 	She seemed secure. How she sat down in her chair, poured herself some water, as if she was saying here I am. I think it made me feel more secure. Here you are, and I welcome you. (Therapist) 	I feel that I’m fairly secure in myself as a person (…). Not that I’m always like that. I do get nervous too. And when I watch myself here, I can see that at times I try to downplay things a bit. (Therapist) 	It’s almost ironic how deeply she (the client) desired structure, while for me, offering it felt nearly impossible. (Therapist)


 	In supervision, smiles and laughter were not explicitly addressed as a distinct theme but occasionally surfaced spontaneously during sessions. 	Several times, I have said to students: “Could it be that you do not need to be so cheerful all the time? Perhaps what is more important is just being present.” (Supervisor) 	What was that smile to you? (Supervisor) 	She cried, but then she started laughing. (Group member)




 



Research team and reflexivity

The team consisted of two Caucasian middle-aged female clinical psychologists and psychoanalysts. The first author, also a former choreographer and dancer, brought a heightened sensitivity to embodied expression. Both researchers’ psychoanalytic training influenced their attention to underlying emotional and relational processes. In line with a reflexive thematic analysis approach (Braun and Clarke, 2006, 2013, 2019, 2023; Finlay, 2021), we engaged actively and explicitly with our own subjectivities throughout the analytic process. Our professional backgrounds offered valuable resources for noticing and making sense of subtle, embodied, and relational aspects of the material. These perspectives allowed us to attune closely to nonverbal expressions, movement, and affective nuances.

Concurrently, we recognized that our common psychoanalytic orientation might influence, and at times, limit our interpretations. A central example of this reflexive work was our repeated discussions around what we came to describe as an “uncertain smile.” We asked ourselves: What leads us to perceive a smile as uncertain? Is it related to the patterns of facial muscle tension, a lack of alignment with verbal content, or something else entirely? These reflections prompted us to critically examine how our own clinical training might influence our perception and meaning making. To mitigate the risk of theoretical narrowing, we engaged in ongoing dialogue with a colleague from a different theoretical background. These conversations served as a productive counterpoint, challenging our assumptions and enriching our analytical process. In this way, reflexivity became both a methodological commitment and a dynamic practice of negotiating between our professional expertise and a genuine openness to alternative perspectives.



Ethical considerations

The study was approved by the university’s Data Controller and received exemption from the Regional Ethics Committee. All participants gave informed, written consent and had opportunities to review and comment on the material. No dual relationships were present in the analyzed cases.




Results

The RTA analysis of the supervision sessions and the IPR interviews yielded four themes: 1. Smiles and laughter sometimes served to strengthen the therapeutic alliance, while at other times they functioned as emotion-regulating strategies or carried profound personal significance; 2. The therapists intuitively tended to downregulate their responses to clients’ expressions of laughter, to modulate and contain the clients’ underlying emotions; 3. The way therapists handled laughter and smiles in the therapeutic setting seemed to be related to their degree of security and the quality of the therapeutic relationship; and 4. In supervision, smiles and laughter were not explicitly addressed as a distinct theme but occasionally surfaced spontaneously during sessions.

Due to the sensitivity of the data, we have masked the specific cases from which the clinical material is drawn to protect the anonymity of the informants. Furthermore, to preserve the complexity of the material and to highlight the triangulation of the three informants’ perspectives in each case, we have chosen to focus on fewer, in-depth examples rather than several shorter ones illustrating each theme. In what follows, we describe each theme and provide examples to illustrate them.


Theme 1. Smiles and laughter sometimes served to strengthen the therapeutic alliance, while at other times they functioned as emotion-regulating strategies or carried profound personal significance

When observing the video recorded therapy sessions, the authors were drawn to how smiles and laughter came to expressions in qualitatively different manners in different situations. Not unexpectedly, these affective expressions seemed to follow some regular patterns in each case. In one case, for example, the therapist and the client would smile at each other in a particularly friendly manner. These smiles appeared to express friendliness, empathy, openness, and a mutual interest. Moreover, we noticed that these smiles seemed to be congruent with the verbal content of the dialogue. The therapist in this case, in the beginning of her interview, spontaneously said I remember we smiled quit a lot to each other. There was a friendly tone between us.

The following example is from another case. In one session, the client and the therapist are discussing the client’s relationship to conflict. Here, the client recounts an argument with her partner:

C: It was… my partner and I had an argument. And then I lay down next to him and put my arms around him. He then said, “Could you move back a little?” and I thought he meant that I should move away from him again (laughs a little, with smiling eyes). But I had misunderstood, he just meant could I shift my position (laughs louder, with smiling eyes).T: Yes (laughs, with smiling eyes).C: And I got really annoyed (laughs, with smiling eyes).T: Yeah (laughs, with smiling eyes).C: And then we talked about it for a long time, down to the tiniest detail.T: Yeah (nods, looks directly at the client with a serious, empathetic facial expression).


In this brief exchange, the client and the therapist appear to be in strong emotional contact with each other. The client’s use of gentle laughter, suggests that she is emotionally present and at ease in sharing the patient’s experience, even when she is describing a challenging moment. The therapist responds with a matching emotional expression, laughing softly. This attuned mirroring clearly fosters a sense of mutual understanding and emotional resonance.

As the client moves from light humor into more detailed reflection, the therapist shifts her own nonverbal stance; she stops laughing, nods, and meets the client’s gaze with a serious, empathetic facial expression. This subtle transition indicates that the therapist is closely tracking the client’s emotional tone and content, adjusting her own emotional expression accordingly. Such responsiveness reflects a high degree of attunement, as the therapist fluidly shifts between resonating with the client’s light tone and creating a supportive space for deeper exploration. The moment illustrates how ongoing, modulated affective synchronization can support a sense of being seen, understood, and emotionally contained in the therapeutic encounter.

However, in the data material, we found several examples were smiles and laughter came to an expression with a different quality and seemed to us to regulate some underlying uncomfortable emotions, in the client, the therapist, or between them. One of the clients, for example, sometimes started to laugh during sessions, without something funny being said. In the interview with this client, she expressed that she in retrospect believe that during the therapy her laughter covered some difficult emotions: There were some difficult feelings underneath, but I was not aware of them. Things are not difficult when you laugh.

In another case, the following scene took place:

C: In gym class at school, I could faint easily, and the others thought it was funny (starts crying) now I just… I start crying so easily (starts laughing).T: Yes. That’s completely okay! (lips curve slightly upward in the hint of a smile).C: (Laughs) Yeah (smiles at the therapist).


In the interview, when we had watched this passage, the client commented on her laugher: I do not think I was aware of it then, but when I see this now, I think I was nervous. When I laugh it is as if I am devaluating myself. The therapist, in her interview, when we had watched the same excerpt, said I notice how she cries, but then she laughs as well. It is like she is defending herself. She starts laughing, but she is really scared. In her further associations, she reflected on her own way of being with the client: I think I was a bit overwhelmed. I can see that I almost try to ease the atmosphere. I noticed that I for a second almost smiled a bit. Here, the therapist demonstrates that she retrospectively recognized a tension in the therapy setting. She used her observation of her own tendency to smile to reflect on her own ability to tolerate the client’s emotional pain. Importantly, the therapist’s facial expression did not develop into a full smile in the actual situation. This may indicate that she was aware of her own emotional responses and was able to modulate them to better attune herself to her client’s emotional pain.

In another case, at the beginning of the first session, the client and the therapist enter the therapy room together. The therapist is holding some papers in her hand, and as she sits down, she places the papers on her lap. The client is carrying a bag, and as she sits down, she places the bag next to her chair, and bends over towards her bag, apparently looking for something. Now, the following dialogue takes place:

T: Hi there! (Looking down at her papers, starting to laugh at the end of the sentence).C: (Still bending over and facing her bag) Hi. (Sits back in the chair, meets the therapist’s gaze with a little laughter).


In the therapist interview, when we had seen this excerpt, the therapist immediately said I notice that I have these papers on my lap. I think that was a bit rejective, in a way. The client, after seeing the same scene, said:

I saw that she felt insecure about me, because I was not very present at the beginning. I was not sitting there waiting for her, I was doing my own things. It looks like she gets insecure, like when will I attune to her? She does not look at me, but I don't notice, because I am doing my own things (….) She did not offer much framing or containment of my emotional experience. But that may be because she does not understand how important that is for me. I am stressing around with everything, so…


The supervisor, having watched the same passage in his interview, said:

There is something about (the therapist’s) tolerance for negative affect that could be a bit challenging. Saying “Hi there”, contra sit down, calmly, set the agenda. It does not have to be a problem with humor, like smiling or…but here (I think) we problematized it because it covered up something else. (The client) is doing her own things with her cell phone. And (the therapist) is beginning the session saying “Hi there” without waiting for the contact to be established between them. She has not really started the session. What she could have done, was to wait for the client to put her phone away and then start the session. So, this is not the best beginning of a session. The premises are not set for the work they is supposed to do. To get an eye contact first or at least try to get an eye contact. But here one gets curios about what is going on between them.


In the same case, therapy session 4, there is a scene again in the very beginning of the session, where the therapist asks the client whether it is ok that they use this session to take a closer look at a (metacognitive) model. The client says yes and tells the therapist that she is more comfortable when the sessions have a clear structure, laughing while she talks. In the following scene, her facial expression is tense and anxious, and she gazes out at the room, glancing in the direction of the therapist, without meeting her gaze. At one point, she is pulling the arms of her sweater, looking uncomfortable. The therapist sits calmly in her chair. She is folding her hands, and gazes towards the client:

C: I can feel stressed and take a lot of responsibility to like… to come up with something that satisfies her (nonverbal signs indicate that she refers to the therapist).T: Mm.C: Yes, I can stress with that…that I don’t have enough to come up with.T: But do you think you would be able to tell me, if you felt it like that here? (appears not to pick-up that the client had referred to her)C: Yes… yes, yes (laughs). Sure, yes, sure (withdraws her gaze, leans back in her chair, away from the therapist).T: (Laughs) Yes.


The client, after seeing this passage in her interview, said Well, it seems to me that I do not feel free to do it (…) Here she could have said: “Are you not sure about it?” She could have explored it more. She laughs a little and I think she understands that I feel insecure about it. The therapist, after seeing the same scene, said:

T: She says yes, but at the same time she says no.I: What do you think of your way of responding to her?T: I am insecure whether I reached her.I: Do you believe you accurately captured the nuance of her simultaneous affirmation and negation in that moment?T: I think so. I don’t know if she felt more secure, I don’t think so.


In the supervisor interview, we watched the same passage, and the supervisor said:

When they started talking about the case formulation, you can see that the client is withdrawing. She pulls her sweater, and she is obviously nervous. So, she gives some signals related to the therapy, and (the therapist) captures this, and asks a very important question. The client is avoidant in her response, and then (the therapist) responds with laugher. It is not something to laugh about, and it is interesting that it happens. I don’t know how this developed further, but it would be best not to laugh and rather say: “I saw you were laughing when you said that, and I am not sure whether you meant yes”. This would be nice to comment on, but instead I think (the therapist) became nervous.


In another case, we noted that the therapist and the client often smiled to each other in a particularly warm way, especially at the beginning and ending of sessions. We were intrigued by the client’s smile, which came across as both flirtatious and inviting, yet at the same time somewhat shy and reserved. The therapist in this cased expressed in his interview that he felt the client smiled to him in a way that made him want to see her again.

Another repetitive pattern in this process was that the client ended each session by saying See you on Friday, while smiling in her idiosyncratic way. In every session, the therapist confirmed this by saying Yes, we do, or repeat Yes, see you on Friday. At one point during the therapy, they talked about this scenario, leading the client to reveal that she as little had a terrifying phantasy that her mother would kill her as she was asleep. She developed a strategy where she used to whisper See you tomorrow as her mother left her bedroom in the evening, believing that this would hinder her mother from taking her life.

In the interview with the client, the interviewer asked her about her way of ending the sessions and commented that it almost seemed like a ritual. The client was very moved by this, and seemed to discover, then and there, that she during the therapy had been afraid not to see her therapist again, in the same way as she had been terrified not to see her mother again as a child. Hence, one could ask whether her smile expressed several underlying meanings. She smiled in a way that made the therapist want to see her again. Underneath lied her fear of not being able to see her therapist again, which again reflected her child anxiety of not being able to see her mother again.

In sum, this theme underscores the complex role of smiles and laughter in psychotherapy. On one hand, they appeared to foster warmth, safety, and relational attunement—hallmarks of a strong therapeutic alliance. Simultaneously, they functioned as subtle regulators of emotional intensity, both for clients and therapists.



Theme 2. The therapists intuitively tended to downregulate their responses to clients’ expressions of laughter, to modulate and contain the clients’ underlying emotions

During the analysis, we were struck by how contagious smiles and laughter appeared to be within the therapeutic encounters. When one participant smiled or laughed, the other would almost invariably follow. However, we observed that smiles and laughter were most often initiated by the clients. When therapists responded with laughter, their expressions tended to be softer, more restrained, and less intense than those of the clients. This pattern gave us the impression that the therapists were actively modulating their own emotional expressions, as well as the clients’ expressions. Rather than fully matching the client’s affective display, they seemed to calibrate their responses in a way that maintained emotional connection while also preserving a sense of therapeutic containment.

In what follows, we will give a brief example from the beginning of a first session. The therapist and the client are discussing the therapy and how it will unfold:

T: So, there’s nothing that’s silly to say here. But it might still feel a bit scary (smiles).C: Yes (laughs).T: Yeah (smiles slightly more broadly).


In this exchange, the therapist demonstrates a subtle yet attuned responsiveness to the client’s emotional state. By smiling gently while acknowledging that speaking in therapy might feel “a bit scary,” she offers a nonverbal cue of warmth and reassurance without dismissing the client’s potential vulnerability. When the client responds with a laugh which seemed a bit insecure or uncomfortable, the therapist appears to register this nuance. Rather than mirroring the client’s laughter, she maintains a calm presence, smiling slightly more broadly but refraining from laughing herself. This modulation of her own nonverbal expression can be seen as an effort to contain the emotional tone of the moment and to remain anchored in the underlying affective meaning, rather than being drawn into a potentially defensive or disarming display. In doing so, the therapist provides a steadying and validating presence, signaling both acceptance and emotional containment, key elements in fostering a safe therapeutic space.

In examples like this, we got the impression that the therapists automatically modulated the quality of their laughter, and we questioned whether they sensed the clients’ underlying emotions in the same way as we understood them. Furthermore, we were curious about the therapists’ awareness of their modulation. During the therapist interviews, each participant supported this idea in various ways, noting that they believe their responses are a learned behavior. One said as a human being, I think it is very natural to respond by smiling when another person is smiling to you. So, I think it is a learned response. Another said I think it is learned. We were also interested in whether the therapists thought they had learned about this during the psychology study program. When asked about this in the interviews, none of the therapists remembered a concrete course or a concrete situation where this was discussed. One of the therapists stated I’m not sure. Sometime during the study program? Another said I do not remember exactly. But I have a feeling that we talked about it.

Two of the therapists were distinctive in that they did not necessarily respond to the client’s laughter by laughing themselves. For example, in one therapy session, the following dialogue took place:

C: I told my father once, about the rape. It actually made him embarrassed (laughing).T: (Gazes directly at the client with a serious, tender facial expression). So, your father felt embarrassed.


In the subsequent supervision session, the group watched this excerpt from the therapy. In the discussion afterwards, one of the group members commented the client’s laughter. The therapist immediately reacted, and asked the group What did I do? I hope I did not start laughing as well. Hence, in supervision, she did not remember this moment but was highly conscious of her own response, and afraid that she had met her client’s laughter with laughing herself. No one in the group had noticed the therapist’s reaction, but upon rewatching the excerpt, they concluded that she did not laugh in her response.

During our observations of this therapy session, we were particularly interested in whether the therapist’s response was a conscious decision. In the interview with the therapist, she was asked about this, and replied Well, it was not funny. I am glad I did not laugh; I believe that would have been inappropriate. I am not sure if I was fully aware of it at the time (…) I think I was.

In the second case, where the therapist often held back laughter when the client laughed, the following dialogue took place, in session 1:

C: Yeah, it’s exhausting to feel so unwell, so I’m hoping that I can… talk myself into calmness.T: Yeah (voice intonation rises).C: So I’m kind of hoping for some (laughs a little) tricks (laughs more loudly).T: Yeah (nods slightly, maintains eye contact with a serious but open facial expression).


In the interview with the client, when we had watched this excerpt, she said:

I feel that she takes me very seriously (…) whether I was thinking about that in the moment, I’m not sure. But one of my biggest fears is being laughed at. So, the fact that she is so steady and affirming… I mean, it’s not funny. It’s more a reaction on my part.


Hence, the client clearly experienced the therapist’s choice not to mirror her laughter as a sign of being genuinely taken seriously. In the interview with the therapist, we had watched the same excerpt, and the following dialogue took place:

T: What I notice is that she is a bit restless, and that she laughs. She is actually talking about something that is really important to her. And then she laughs.I: I notice that when she laughs, you do not laugh.T: Maybe I do not. I guess that is a good thing. It shows that there is nothing funny about it. I take what she is saying seriously.


The therapist shows an intuitive capacity to attune to the client’s underlying emotional state, choosing to respond to that level rather than simply mirroring the superficial affective display.

In sum, this theme emphasizes that the therapists typically downregulated their own laughter in situations where laughter seemed to conceal uncomfortable feelings. The analysis conveys that these responses were carried out intuitively, rather than as the result of a rational decision-making process. At the same time, the therapists expressed in their interviews that they think they were aware of what they were doing in the moment. Even though these responses seemed to occur automatically or intuitively, several therapists stated that they believed they had learned this during their psychology training. However, they were unable to pinpoint exactly when or where.



Theme 3. The way therapists handled laughter and smiles in the therapeutic setting seemed to be related to their degree of security and the quality of the therapeutic relationship

The data analysis conveyed a pattern in the material: The therapists who seemed more secure in the therapy setting also seemed to be more in control of how they responded to the clients’ laughter. The therapists who felt more insecure, on the other hand, tended to respond to the clients’ defensive or emotion-regulating laughter with a synchronized laughter, characterized by less modulation. Equally important, the therapists’ insecurity seemed very much to be related to the dynamics in the therapeutic relationship. Therefore, feelings of insecurity do not solely indicate something intrinsic to the therapist; rather, they may primarily reflect challenging or uncomfortable emotions arising from the therapeutic relationship itself.

In theme 2, we described that two of the therapists avoided to laugh in response to their client’s laughter, which to the therapists appeared as the client’s defensive and/or regulating reactions. In the very beginning of the interview with the therapist in the case first described, when she was asked about what comes first to her mind thinking back at the therapy, she said It is her. I remember her very well. Her way of being, how she entered the room, how we were in the room together. Later in her interview, after the topic of the study was introduced and we discussed the nonverbal interaction between herself and the client, she said she seemed secure. How she sat down in her chair, poured herself some water, as if she was saying here I am. I think it made me feel more secure. Here you are, and I welcome you. The therapist further told the interviewer that she worked deliberately with herself to increase her security both as a person and as a therapist during the psychology study program. She participated in a group of students that met regularly to talk about themselves and challenges they faced in their role as therapists.

In supervision, this therapist seemed particularly able to come forward with her own vulnerability. In the second supervision session, after the group had watched the second therapy session on video, she asked the group Am I too calm, too careful? Here, she demonstrates how she dared to expose her vulnerability. In her interview, when she reflected on her own feelings before the therapy process started, she said I remember thinking that she (the client) seemed to be so talkative and lively. And I though, oh, do I have to be like that as well? Or can I be more myself, a bit calmer, which is my natural way of being. And I said to myself, hopefully that (being myself) can be something in itself. Hence, this therapist appeared very intuitive in her thinking about how she could attune to the client in her own way on a bodily level. Furthermore, she gave the impression of being highly aware of how her own bodily presence and way of being might affect the client.

In the other case where the therapist also withheld to respond to the client’s laugher by laughing herself, the therapist expressed in her interview that she felt relatively secure as a person:

I feel that I’m fairly secure in myself as a person (…). Not that I’m always like that. I do get nervous too. And when I watch myself here, I can see that at times I try to downplay things a bit. But… I’m not particularly afraid of people feeling a lot, or of them crying. I also remember thinking that it could feel a bit overwhelming… I can almost feel it now as we watch (the excerpt) that it was intense. But at the same time, I don’t think I experienced it as dangerous. And as a psychologist, I think… I do think it’s our job to tolerate (the feelings of) the patient.


The therapist reflects on having a relatively stable sense of self, acknowledging both confidence and vulnerability. She recognizes moments where she attempts to downplay the emotional intensity of the situation yet also expresses a clear stance; she is not afraid of strong emotions or of clients crying. Although she recalls the experience as intense, she did not perceive it as threatening. Importantly, she articulates a professional ethic, that as psychologists, it is the task to tolerate and contain the client’s emotional expressions.

This stance may help explain her notable capacity to modulate her own nonverbal responses during the session. Rather than automatically synchronizing to the client’s laughter, she appears to remain attuned to the underlying emotional content and to respond in a grounded, containing manner. Her ability to hold emotional space without becoming emotionally overinvolved or defensive seems to reflect both personal stability and a well-developed sense of therapeutic presence. This, in turn, allows her to meet the client with seriousness and emotional availability, even when the affective expressions on the surface are ambiguous or potentially disarming.

In the case described in theme 1, where the therapist tended to respond in a synchronized way to the client’s emotion-regulating laughter, the therapeutic relationship seemed to be characterized by more tension and insecurity. In the beginning of the interview with the client in this case, she expressed that she liked her therapist a lot and felt that she experienced the therapeutic relationship as positive. She said I thought she was really sweet, and she gave me this good feeling that she was very interested in helping me.

However, when she continued, she also expressed that she sensed an insecurity in the therapist: I think I sometimes noticed that she seemed a bit insecure (…), maybe that she was not completely sure about the method. When we had watched an excerpt from therapy session 2, the client further questioned whether the therapist’s insecurity could be related to her own way of being in the setting: What I see now, is that maybe she gets a bit insecure about me. Because I see that I am not really present. I did not sit there waiting for her, I am more into my own things in a way. After watching a later excerpt from the same session, she remarks I feel that I appeared emotionally unaffected as I spoke. But that’s likely because I’ve talked about the same things so many times (in other situations).

Throughout our observations of the therapy sessions in this case, we perceived that the therapist was deliberately endeavoring to sustain her composure, even as the client spoke extensively, at a rapid pace, and with a rather frantic style. In the beginning of her interview, the therapist expressed:

I remember noticing her stress. She talked a lot, and very fast (….) I recall a fluctuation between what am I saying, what am I expressing nonverbally, and what am I doing (…) I remember how important it felt to radiate a sense of calmness and safety. It was something she clearly needed.


Despite the client’s restless and fast-paced communication style, the therapist appeared able to maintain a steady and composed presence throughout the sessions. In her interview, she further expressed how she during the therapy sessions was consciously working to uphold a sense of calmness, even in the face of a somewhat frenzied interpersonal rhythm. She further recalls being acutely aware of the client’s stress and her own efforts to manage both her verbal and nonverbal responses. Her statement above suggests a high degree of attunement to the client’s emotional needs. Rather than becoming swept up in the client’s tempo or affective urgency, the therapist reflects on an internal monitoring process, shifting between awareness of what she was saying, what she was expressing nonverbally, and what she was doing. This self-reflective stance indicates an active regulation of her therapeutic presence, aimed at offering a stabilizing counterbalance to the client’s rapidity.

However, in the beginning of her interview, the therapist also expressed that she felt it was challenging to handle the client’s hectic style: I remember feeling that she was difficult to contain, at least in the beginning (…) There were a lot of things in my head simultaneously. It made it demanding to be present and focus on the body. As the conversation progressed, she articulated an insightful paradox: It’s almost ironic how deeply she (the client) desired structure, while for me, offering it felt nearly impossible.

Later in the interview, when the therapist had seen an excerpt from therapy session 2, she immediately said I think I am rather tense. I can sense it in my voice and in my breath. I do not feel very comfortable in that chair yet. Probably, I am quite nervous. Moreover, in line with the client, she expressed that she remembers thinking that the client was not very much in contact with her own emotions: She did not relate very much to her own feelings. She was telling stories that she had told a lot of times before. It was difficult to help her turning her focus inwards. I thought: “How can I help her with that?”

Later in her interview, this therapist further expressed that she remembers feeling that it became challenging for her when the client suddenly appeared more in contact with her feelings:

I remember thinking that this is a turning point, when she once started crying. This is good (…) But I also remember it as a bit difficult. We discussed that in supervision, what is the right thing to do when someone gets in contact like that with difficult feelings. I still find it a bit difficult. In a way, it is what you are sitting there all the time waiting for, and then, when it finally happens, it is not so easy to know what to do.


The therapist here offers a nuanced account of the challenges involved, particularly for a novice practitioner, in navigating clients’ shifting modes of expression, especially when oscillating between emotional distance and intense affective breakthroughs. To what extent the tension in the therapeutic relationship stemmed primarily from the therapist, the client, or the dynamic emerging between them is, of course, difficult to determine with precision. What we found both important and compelling was that both the client and the therapist expressed a sense of uncertainty in the room. At the same time, it appeared to us that the therapist occasionally struggled to modulate her own expressions of smiling and laughter.

In sum, this theme illustrates that, in the data material, we found a relationship between therapists’ degree of security and their responses to clients’ smiles and laughter. The therapists who seemed more secure on video, and in addition, in their interview expressed a certain level of security in the therapist role, seemed more able to modulate their own bodily and verbal responses towards their client. The therapists who seemed more insecure on video, and/or expressed an insecurity in the therapist role in their interview, seemed less able to consciously modulate their own responses, both verbally and nonverbally. This suggests that laughter and smiles are not only tools of regulation and connection, but also indicators of the underlying relational quality.



Theme 4. In supervision, smiles and laughter were not explicitly addressed as a distinct theme but occasionally surfaced spontaneously during sessions

In the IPR interviews, all the supervisors expressed that they think work with the nonverbal is important. One said I believe this is very important. As a supervisor, one of my guiding principles is to help students become aware of things they may not yet realize themselves. One of the supervisors conveyed that she did not believe they worked explicitly in supervision with nonverbal cues, whereas four of them conveyed a belief that they had worked with the nonverbal level of the dialogue. At the same time, all the therapists expressed that they could not remember any concrete work with the nonverbal part of the dialogue in supervision.

Observations of the supervision sessions revealed no examples where the groups explicitly addressed therapists’ and/or clients’ expressions of smiles and laughter as a distinct topic. Neither did they discuss whether, how, or why the therapists modulated their own expressions of smiles and laughter. However, some examples were found were the supervisor and/or the supervision groups addressed the therapists’ nonverbal ways of being in the therapy setting, and where this spontaneously led to a discussion of smiles and laughter. In one case, the supervisor demonstrated, both in supervision and in her interview, how she deliberately worked with the therapist’s behavior in the therapy setting. In supervision, the group discussed how the client talked quickly with a high pitch in the tone of her voice. They further talked about how the client, when she got in touch with some difficult emotions, started crying, and how the crying had a tense quality and quickly could turn into a laugher. However, they did not discuss the potential emotions underlying these expressions.

In supervision session 3, after the group had watched therapy session 3 simultaneously on a monitor, the group discussed the session while the therapist was listening to their discussion. The supervisor said It is fascinating how she (the therapist) manages to handle and accept the client’s stress and chaos and contain it in a very accepting way. It is very nice and therapeutic. In her interview, after watching a passage from therapy session 1, the supervisor said:

She (the therapist) has a lively character (…), and tends to speak with a high pitch, like many young women. In this way, she resembles the client. Still, I believe (the therapist) noticed the client’s hectic intensity, (…) and (she) has a bit more ore in her voice, as I often say. She has a substance in her voice, which I think is good.


This supervisor was particularly explicit on how she tries to teach the students that they primarily need to be emotionally present in therapy, and how this involves helping the students to regulate their nonverbal expressions. In her interview, she said Several times, I have said to students: “Could it be that you do not need to be so cheerful all the time? Perhaps what is more important is just being present”.

At the end of her interview, this supervisor expressed that she remembered seeing the therapist together with her baby at one point at the time when the therapy process took place. She said I remember noticing that she had this tender expression together with her baby, and I was thinking, I would want her to bring a bit more of that into the therapy room. I think I told her. I am not completely sure, but I hope I did.

In other examples, the supervisors addressed the personal and the relational meaning behind clients’ smiles and laughter. For example, in the case described earlier where the client’s smile seemed to cover some deep personal experiences (see theme 1), the supervisor in the subsequent supervision explicitly addressed the client’s smile, saying What did that smile mean to you? In the further discussion, the group reflected on several possible ways to understand the client’s smile. One group member highlighted the smile as a possible expression of her attachment to the therapist. Another wondered whether the client was trying to avoid burdening the therapist with her own difficult emotions.

In sum, this theme highlights that in the IPR interviews, all the supervisors expressed that they think work with the nonverbal is important, and four of them also conveyed a belief that they had worked with the nonverbal, including smiles and laughter, in the supervision process. However, observations of the supervision sessions did not convey concrete work with expressions of smiles and laughter. Moreover, all the therapists expressed that they could not remember any concrete work in supervision with the nonverbal level of the therapeutic dialogue. In our data, some examples were found where therapists, supervisors, and group members spontaneously addressed in supervision the quality of smiles and laughter in therapy sessions. However, no examples were found where the supervision groups worked deliberately with modulation of therapists’ expressions of smiles and laughter.




Discussion

The aim of this study was to investigate how smiles and laughter were expressed, modulated, experienced, and reflected upon in five psychotherapy training processes. Through reflexive thematic analysis of video recorded supervision sessions and interpersonal process recall (IPR) interviews with the clients, therapists, and supervisors in each case, four themes were developed that illuminate the affective and relational significance of smiles and laughter in psychotherapy and the pedagogical potential of addressing these specific nonverbal dynamics in training.

First, smiles and laughter at times served to primarily strengthen the therapeutic alliance, while in other instances they appeared as strategies for regulating affects or expressing personally significant material. Second, therapists often responded to clients’ laughter with a subtle downregulation of their own corresponding expressions, suggesting an intuitive effort to modulate and contain the clients’ emotional experience. Third, the ways in which therapists engaged with these nonverbal cues appeared closely linked to their sense of internal security and the quality of the therapeutic relationship. Finally, although smiles and laughter were not explicitly addressed in supervision to support the therapist’s ongoing work, attention to these nonverbal phenomena occasionally surfaced spontaneously in the discussions.

The title of this article, The Unbearable Lightness of Laughing, plays on Milan Kundera’s renowned novel The Unbearable Lightness of Being (Kundera, 1984/1999), evoking the existential tension between lightness and weight, between meaning and evasion (Kabir, 2010). In our study, this metaphor captures how laughter, while seemingly light and connecting, could simultaneously carry the weight of emotional avoidance. Hence, laughter sometimes could transform moments of potential emotional depth into something unbearably light—pleasant, acceptable, and yet fundamentally distancing. Thus, what appeared as a fleeting moment of levity could, in fact, serve as a defense against precisely what therapy is meant to bear witness to.

The therapists in our study demonstrated varying capacities to modulate their own expressions of smiles and laughter. At the same time, several of the clients indicated that there were situations during therapy where they did not feel emotionally contained when the therapists laughed. Moreover, one client clearly expressed that when the therapist responded to her laughter in a modulating manner, or refrained from laughing altogether, she felt genuinely taken seriously and emotionally acknowledged. Hence, our results seem to align with previous research findings, highlighting that therapist mimicry of client’s emotional expressions do not necessarily lead to positive outcomes (Benecke and Krause, 2005; Dreher et al., 2001). However, in our study, the therapist’s capacity to modulate their affective expressions appeared linked to their level of internal security or uncertainty in the clinical moment, pointing towards a need of supervision. At the same time, our results indicate that this need for supervision may not be adequately met.

Notably, while several therapists described the ability to modulate smiles and laughter as something they had learned, none could clearly recall when or how they acquired this skill. This suggests that such competencies may be implicitly absorbed rather than explicitly taught—potentially a form of procedural learning tied to broader processes of affect regulation. However, these results also raise the question of whether the therapists in our cases could benefit from more explicit attention to smiles and laughter in their training processes. Generally, supervisors may encourage trainees not only to notice when they laugh or smile, but to ask themselves: What was I feeling in that moment? What was I managing, modulating, or avoiding? This kind of reflective stance supports the development of what Lemma (2016) refers to as mentalized affectivity, the capacity to think and feel simultaneously, which allows for a responsive yet contained therapeutic presence. In doing so, therapists cultivate not only technical skill but also emotional depth and relational integrity.

Our findings align with psychoanalytic literature emphasizing the therapist’s embodied subjectivity in the clinical encounter. Freud (1923) famously stated that “the ego is first and foremost a body-ego,” underscoring its foundation in bodily sensations rather than abstract functions (p. 26). He further emphasized that “the ego is ultimately derived from bodily sensations,” pointing to the physical origins of our sense of self (p. 26, note). In line with this, Ogden (1994) argues that the therapist’s bodily experience is not outside the therapeutic field but is part of the intersubjective matrix through which meaning and emotion are co-created. This speaks to Winnicott’s (1960, 1965, 1971) foundational concept of the holding environment, where the therapist’s reliable emotional presence serves as a psychological equivalent to the mother’s physical and emotional holding of the infant. Holding, in this sense, is not limited to verbal reassurance; it is enacted through tone, posture, rhythm, and facial expression, forming a nonverbal scaffolding that allows the client to feel psychologically safe.

Similarly, but also slightly different, is Bion’s (1962) notion of containing. This concept refers to the therapist’s capacity to receive, mentally process, and transform the patient’s raw emotional expressions, often experienced as overwhelming or confusing, into something more tolerable and thinkable. Hence, whereas Winnicott’s (1960) concept of holding refers to the foundational safety necessary for psychological growth, containing involves a more active internal work on the therapist’s part; the emotional digestion of what the patient cannot yet bear alone. Containing thus represents a crucial function in affect regulation and mentalization, allowing unformulated experience to be symbolized within the therapeutic relationship.

Following Bion’s thinking, the therapist’s ability to remain in connection with the emotions the client tries to avoid, rather than reflexively mirroring every emotional expression, such as smiling or laughing in response, constitutes an act of containment. It allows the client’s affect to be symbolized and thought about. Hence, therapist non-synchrony, when modulated and intentional, can itself be therapeutic, functioning as a form of affective regulation that supports integration rather than escalation or dissociation.

In this respect, our study contributes to ongoing debates in the empirical research literature on nonverbal synchrony (Bar-Kalifa et al., 2023). Some suggest nonverbal synchrony is universally beneficial (Gregorini et al., 2025; Nyman-Salonen et al., 2021a; Ramseyer, 2020), while others find it can be neutral or even countertherapeutic depending on context (Atzil-Slonim et al., 2023; Jennissen et al., 2024; Nyman-Salonen et al., 2021b; Koole and Tschacher, 2016; Ramseyer and Tschacher, 2011). In our results, we saw that therapist’s synchrony, when the client’s laughter seemed to represent an avoidant strategy, sometimes had a contra-therapeutic effect. Rather than prompting the therapeutic bond, such synchrony seemed to reinforce avoidance. In contrast, when the therapists remained emotionally grounded and downregulated own laughter or smiles in a subtle, differentiated manner, this seemed to represent a more attuned form of synchrony that increased the client’s feeling of being understood.

A key strength of this study lies in its research design. By applying a complex, multimodal qualitative approach to a highly specific topic, it becomes possible to illuminate the layered nature of clinical dialogue. Psychotherapeutic processes unfold on two interrelated levels; the observable, external expressions that can be seen or heard, and the underlying emotional dynamics that must be inferred and interpreted. Our results indicate that this layered complexity was not always fully acknowledged or utilized in the supervision discourse. Smiles and laughter were rarely addressed explicitly, and when they were, the discussions often reflected a limited awareness of this dual nature.

In some cases, the supervision groups remained primarily on the level of observable behavior, with little exploration of the underlying affective processes. In others, they moved too quickly to interpretation, bypassing the careful observation that might have grounded a more accurate or meaningful understanding. It is imperative to exercise caution when generalizing based on a limited sample. Nevertheless, a pattern emerged across cases. The tendency to move too quickly to interpretation was more pronounced in the dynamic therapy groups, whereas in the integrative therapy groups, moments of nonverbal expression were more likely to be left unexamined.

For example, in one of the integrative cases, a client displayed a recurring pattern of suddenly moving from intense crying into bursts of laughter. This shift was noted by the supervision group, yet their discussion remained at the level of behavioral observation, without further inquiry into the possible defensive or affective functions of this transition. Interestingly, in the IPR interview, the client herself reflected on this dynamic, noting that while she had not been aware of it at the time, she now wondered if the laughter served to devalue her own emotional expression. Had the supervisor facilitated a more reflective exploration of this sequence, the therapist might have been better equipped to help the client recognize and work through the defensive function of her laughter in-session.

Conversely, in one of the dynamic cases, we observed the opposite pattern; the supervision group moved quickly from observation to interpretation. In this therapy process, the client consistently ended her therapy sessions by smiling and saying for example “See you on Friday.” The therapist shared in his interview that the client’s smile evoked a desire to see her again. In the supervision group, they discussed whether the smile was an expression of the client’s attachment to the therapist, or perhaps an attempt by the client to minimize her emotional needs. However, during the therapy the client spoke about a childhood fear that her mother might harm her during the night, and how she had developed a protective ritual of saying “See you tomorrow” before going to bed. During the IPR interview with this client, a previously unnoticed narrative surfaced when the interviewer made the connection between the client’s childhood ritual and her closing words in therapy. The client was visibly moved by this, and it seems reasonable to suggest that these relational scenarios may be understood as a subtext in the client’s smile (Gullestad and Killingmo, 2020). This suggests that, had the supervision group lingered longer with the nuances of the client’s smile, and the emotional and narrative context in which it occurred, they might have uncovered its deeper psychological significance.

These patterns highlight two distinct risks in supervisory practice. First, when supervisors focus solely on what is observable, they may miss the opportunity to help trainees reflect on the affective undercurrents of clinical encounters. Second, when supervision jumps too quickly to interpretation, without attending to the phenomenological details of what is seen or heard, it may obscure the observational foundation upon which accurate emotional understanding depends. These dynamics can be fruitfully understood through the lens of mentalization theory. Lecours and Bouchard (2011) differentiate between various levels of mental processing, including somatization, affect recognition, symbolic representation, and reflective elaboration. Clinical competence involves the capacity to operate across all levels, and to linger productively in the space between them. If supervisors or trainees remain either too anchored in raw observation or are too quick to interpret, the developmental trajectory of reflective functioning may be compromised.

Within the psychoanalytic tradition, these indications in the present study raises questions of vital importance: How effectively do psychoanalysts ensure that their interpretations are grounded in observable data? Is there a tendency to bypass careful observation and prematurely leap to theoretical understanding? Indeed, psychoanalysis has frequently been criticized for privileging subjective interpretation at the expense of empirical rigor, with many critiques pointing out its sparse engagement with systematic observation (Paris, 2017). Eysenck (1985) famously characterized psychoanalysis as more literary art than scientific discipline, arguing that Freud constructed interpretations with little basis in empirical evidence. However, Freud emphasized that theory must be developed from empirical work and not vice versa. He wrote: “For these ideas are not the foundation of the science upon which everything rests. That foundation is observation alone” (Freud, 1914, p. 77). For psychoanalysis to maintain its relevance and continue to influence the broader field of academic psychology, it is essential that both clinicians and researchers take care to ensure that our interpretations are firmly grounded in empirical observations (Hoff et al 2024).

During our work with the nonverbal aspects of psychotherapy, it has been even clearer to us how our ability to verbalize what occurs at a nonverbal level is limited by our verbal language. Verbal frameworks dominate clinical discourse, which may constrain therapists’ and supervisors’ ability to reflect on and teach embodied relational skills. This may also contribute to explain our findings, that the supervisors did not dwell on their clinical observations of nonverbal cues. Moreover, this may help clarify why the supervisors appeared to believe that they worked more intentionally with smiles and laughter than they actually did. However, our immersion in this material has shown that it is possible to cultivate a more refined vocabulary for verbalizing the nonverbal. Hence, we believe that with deliberate attention and practice, clinicians can develop more sophisticated and nuanced ways of thinking about and intervene based on nonverbal communication in the therapeutic relationship, one that strengthens both therapeutic effectiveness and clinical education.


Strengths, limitations, and further research

A key strength of this study lies in its nuanced, multimodal methodology, including the perspectives of all three central participants in psychotherapy training—the therapist, the client, and the supervisor. In particular, the use of Interpersonal Process Recall (IPR) interviews (Elliot, 1986) produced rich, in-depth material, offering valuable insights into how participants experienced smiles and laughter in the context of psychotherapy. This aligns with recent recommendations by Hill et al. (2025) for more detailed explorations of nonverbal phenomena. The design enabled the capture of subtle interactional dynamics that might have been overlooked using more rigid or standardized methods.

However, the study also has clear limitations. The sample size was small, and some data were missing. We did not include standardized measures of perceived alliance, therapy outcome, or client satisfaction—factors that could have enriched our analysis, particularly regarding client and training outcomes. Exploring participants’ attachment styles might also have provided a broader relational context. In addition, isolating smiles and laughter can be seen as reductionistic, given that these expressions are embedded in a broader stream of nonverbal communication, including body posture, gestures, and prosody. A further limitation is that all participants were of Caucasian origin. As emotions are to a large extent socially constructed and culturally shaped, this homogeneity limits the generalizability of the findings across diverse cultural contexts. Finally, because the supervisors in our cases did not intentionally focus on smiles and laughter in their guidance, we were unable to examine how this competence might be developed when it is explicitly addressed. Future research could fruitfully explore training contexts where nonverbal expression is deliberately targeted and reflected upon in supervision.




Conclusion

Through a nuanced account of how smiles and laughter were expressed, experienced, and worked with in five training therapies, this study challenges simplified notions of nonverbal synchrony. Instead, it highlights the importance of embodied emotional regulation. Moreover, the study makes explicit how clinical practice unfolds on two interrelated levels: The observable, external expressions that can be seen or heard, and the underlying emotional dynamics that must be inferred and interpreted. It further reminds us that psychoanalytic and more generally psychotherapeutic clinical work must remain grounded in careful empirical observation. At the same time, the study reveals how difficult it can be for clinicians to articulate what they observe at the nonverbal level. The subtlety of bodily expressions, combined with the lack of a rich verbal language for describing them, may constrain reflection and dialogue. Developing a more precise vocabulary for the nonverbal could therefore deepen clinical understanding and support the integration of these often-overlooked dimensions into psychotherapy training and supervision.
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