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1. Stage Theories and Behaviour Change

1.1. Introduction

In the field of behaviour change, theoretical frameworks are increasingly being recognised and used by
practitioners as a means of informing, developing and evaluating interventions designed to influence behaviour.
Such theories of behaviour provide an integrated summary of constructs, procedures and methods for
understanding behaviour, and present an explicit account of the hypothesised relationships or causal pathways
that influence behaviour (Michie, Johnston, Francis, Hardeman, and Eccles, 20081; Rutter and Quine, 20022).
They have by and large been developed based on a body of empirical evidence that lends support to these
relationships, and while not being exhaustive in terms of accounting for a full range of possible determinants
(they are designed to be deliberately simple), they provide behaviour change researchers and practitioners with
a means of avoiding implicit assumptions when developing and selecting appropriate intervention strategies.

Theories of behaviour can be classified under various different headings based on considerations such as what
are the key determinants contained in the model (e.g., values, attitudes, self-efficacy, habits, emotions), the
scale at which the model can be applied (e.g., individual versus organisational/societal), or whether it focuses
on understanding or changing behaviour (Darnton, 2008)3. In this document, the focus is on a brief critical
review of "stage theories", in particular the Transtheoretical Model (TTM) of intentional behaviour change
(DiClemente and Prochaska, 19824; Prochaska and DiClemente, 19835; Prochaska, DiClemente, and Norcross,
19926; Prochaska, Redding, and Evers, 20087). The motivation for this review originally came from one of
BehaviourWorks Australia's partners, The Shannon Company, which used Andreasen's (1995)8 modification
of the TTM in their work. While the intuitive appeal of TTM has seen it applied to a range of behaviours over
three decades, it has also generated considerable debate, leading to a sharp divide in opinion about the model's
value. The purpose of this document is to provide a brief overview of the TTM as well as a snapshot of some
of the main criticisms levelled at it and stage theories in general.

1Michie, S., Johnston, M., Francis, J., Hardeman, W., and Eccles, M. (2008). From theory to intervention: Mapping theoretically derived
behavioural determinants to behaviour change techniques. Applied Psychology: An International Review, 57(4), 660-680.
2Rutter, D., and Quine, L. (2002). Social cognition models and changing health behaviours. In D. Rutter and L. Quine (Eds.), Changing
health behaviour: Intervention and research with social cognition models (pp. 1-27). Maidenhead: Open University Press.
3Darnton, A. (2008). GSR behaviour change knowledge review. Reference Report: An overview of behaviour change models and their
uses. London: HMT Publishing Unit.
4DiClemente, C. C., and Prochaska, J. O. (1982). Self-change and therapy change of smoking behavior: A comparison of processes of
change in cessation and maintenance. Addictive Behaviors, 7(2), 133-142.
5Prochaska, J. O., and DiClemente, C. C. (1983). Stages and processes of self-change of smoking: Toward an integrative model of change.
Journal of Consulting and Clinical Psychology, 51(3), 390.
6Prochaska, J. O., DiClemente, C. C., and Norcross, J. C. (1992). In search of how people change: Applications to addictve behaviors.
American Psychologist, 47(9), 1102-1114.
7Prochaska, J. O., Redding, C. A., and Evers, K. E. (2008). The Transtheoretical Model and stages of change. In K. Glanz, B. K. Rimer and
K. Viswanath (Eds.), Health behavior and health education: Theory, research, and practice (4th ed., pp. 97-121). San Francisco: Jossey-
Bass.
8Andreasen, A. R. (1995). Marketing social change: Changing behavior to promote health, social development, and the environment. San
Francisco: Jossey-Bass.
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1.2. Overview of the Transtheoretical model of behaviour change

Instead of viewing behaviour change as a dichotomous "on-off switch" or an "event" that happens quickly when
motivation strikes, stage theories emphasise a temporal dimension and assume that change involves a transition
through a set of discrete stages (DiClemente, 2007)9. While different stage theories describe different numbers
and categories of individual stages, they all follow a similar pattern that starts with a pre-contemplation stage,
moves through a motivation stage, and comes to fruition with the initiation and maintenance of a recommended
behaviour. Within these models, it is implied that different cognitive factors are important at different stages,
and that these subsequently become the foci in stage-matched interventions that are designed to transition
people from one stage to the next (Brug et al., 200510; DiClemente, 2007; Sutton, 200711).

While a number of stage theories exist, the TTM has received the most attention in terms of research,
application and debate. Originally formulated by a group of researchers at the University of Rhode Island in
the 1980s within a clinical (patient treatment) context to describe the process of behaviour change for addictive
behaviours, the model focuses on the temporal dimensions of individual decision making. Its central organising
construct is the depiction of five stages (six if the termination stage is included) that people pass through when
attempting to change their behaviour (see Table 1). The first three stages-precontemplation, contemplation,
preparation-are all pre-action stages and are generally conceptualised as temporal variations of an individual's
intention to carry out the behaviour. The remaining stages-action, maintenance, termination-are post-action
stages, and are conceptualised in terms of the duration of the behaviour change (see Figure 1). Individuals are
hypothesised to move through the stages in order, but they may relapse and revert back to an earlier stage.
Individuals might also cycle through the stages several times before achieving long-term behaviour change
(Sutton, 2007; Velicer, Prochaska, Fava, Norman, and Redding, 199812).

9DiClemente, C. C. (2007). The Transtheoretical Model of intentional behaviour change. Drugs and Alcohol Today, 7(1), 29.
10Brug, J., Conner, M., Harré, N., Kremers, S., McKellar, S., and Whitelaw, S. (2005). The Transtheoretical Model and stages of change:
A critique. Health Education Research, 20(2), 244-258.
11Sutton, S. (2007). Transtheoretical model of behaviour change. In S. Ayers, A. Baum, C. McManus, S. Newman, K. Wallston, J. Weinman
and R. West (Eds.), Cambridge handbook of psychology, health and medicine (2nd ed., pp. 228-232). Leiden: Cambridge University Press.
12Velicer, W. F., Prochaska, J. O., Fava, J. L., Norman, G. J., and Redding, C. A. (1998). Smoking cessation and stress management:
Applications of the Transtheoretical Model of behavior change. Homeostasis, 38, 216-233.
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Table 1. Stages of change in the Transtheoretical model

While these stages often receive the most attention in descriptions of the model (and for this reason the model is
often referred to using the more simple title of "stages of change"), the second major component of the TTM are
the processes of change. While the stages indicate when particular shifts in intentions and behaviours occur, the
processes of change describe how these shifts occur. They represent activities and experiences that individuals
apply and engage in during the journey of attempting to change their behaviour (Prochaska et al., 1992; Velicer
et al., 1998). Table 2 details the ten processes of change that are often depicted in the TTM. Note that in
Andreasen's (1995) version of the model (where the stages of preparation and action are combined into a single
action stage), these processes of change are referred to as "marketing tasks", and involve creating awareness/
interest and changing values in the precontemplation stage; persuading/motivating in the contemplation stage,
creating action in the Action stage, and maintaining change in the Maintenance stage.
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Figure 1. The temporal dimension as the basis for the stages of change /Adapted from Velicer et al. (1998)/

Table 2. Processes of change in the Transtheoretical model
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In terms of intervention development, the processes of change provide important guides for program designers,
as they are the means that individuals need to apply and engage in to move from one stage to the next. To this
end, the TTM implies that interventions should be matched to the individual's stage by targeting the processes
that are assumed to influence these transitions. The integration of these two considerations where particular
processes are emphasised according to the stage is illustrated in Table 3 (note that the process of "social
liberation" is not included in the table, as the creators of the TTM are unclear of its relationship to particular
stages). Such stage-matched interventions are assumed to be more effective than generic interventions where
all individuals are treated the same irrespective of their stage of change.

Table 3. Processes of change that mediate progression between the stages of change

Finally, the TTM proposes some intermediate outcome measures that are, in theory, more sensitive to capturing
progress between stages when compared to other outcome measures (e.g., actual behaviour). The "decisional
balance" measure involves individuals weighing up the importance of the "pros and cons" of changing
behaviour. In the earlier stages, the cons of changing are expected to outweigh the pros, while in the later stages,
the pros are expected to outweigh the cons. While intuitively making sense, this straightforward depiction
of weighing up the pros and cons can risk ignoring how certain individual biases can impact on information
processing, which other theories of change tend to be more explicit about (one such model is the Elaboration
Likelihood Model, which will be discussed in a separate piece of work). Other intermediate outcome measures
within the TTM involve self-efficacy and temptation. The former taps into Bandura's (1977)13 self-efficacy
theory, and refers to an individual's level of confidence that they can carry out the recommended behaviour
across a range of potentially difficult situations. This level of confidence is hypothesised to be low in the early
stages and high in the later stages. The related construct of "temptation" hypothesises a reverse phenomenon,
with the temptation to engage in undesirable behaviours high in the early stages and low in the later stages.

In combination, the name "transtheoretical" represents the model's aspirations to integrate different constructs
and thinking from other theories of behaviour (e.g., the Health Belief Model, self-efficacy, the Theory of
Planned Behaviour) into a simple coherent framework. More information on the model can be accessed by
visiting http://www.uri.edu/research/cprc/transtheoretical.htm.

1.3. Some criticisms of the Transtheoretical model
There is little doubt of the intuitive appeal of the TTM: that behaviour change is a process; that people are
at different stages in terms of their motivation to change; and that interventions should avoid a "one size fits

13Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. Psychological Review, 84(2), 191-215.

http://www.uri.edu/research/cprc/transtheoretical.htm
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all approach" and be more sensitive to the temporal dimensions of change. As such, TTM-based interventions
have been developed for a range of target behaviours, mainly in the field of health. These include behaviours
related to condom use, sun protection, smoking cessation, diet, exercise, drinking, and stress management. The
inclusion of a modified version of the TTM in Andreasen's (1995) Marketing Social Change also no doubt
influenced its adoption by many social marketing practitioners. However, beyond health related behaviours,
the TTM has had less use, including in relation to environmental sustainable behaviours (Nisbet, 2008)14.

However, there is a sharp divide of opinion about the value of the TTM as a model of behaviour change. While
it has enjoyed substantial popularity in the form of voluminous research and a large following among clinicians
and practitioners, it has generated discontent among a number of academics who have closely scrutinised the
scientific rigour of the model (Herzog, 2005)15. Such scrutiny has resulted in a number of criticisms being
levelled at the model, although some of these would also have relevance to other models of behaviour rather
than specific being to the TTM.

Absence of validated categorisation procedures

Given that the "stages of change" are the lynchpin of the TTM, it would seem obvious that great care was
taken in formulating how the stages were conceptualised and measured, providing some form of standardised
procedure for categorising people among the different stages. However, critics of the TTM maintain that
there has not been a peer-reviewed or validated account on the developmental research that led to the stage
categorisation rules (or "algorithm") (Povey, Conner, Sparks, James, and Shepherd, 199916; Sutton, 2007;
West, 200517). As Table 1 shows, a specific timeframe is often articulated in differentiating people between
the stages (in a way that an individual cannot be allocated to more than one stage). While these timeframes
have been popularised by the model's creators, the time periods are largely arbitrary "lines in the sand", casting
doubt on the assumption that the stages are genuinely distinct from each other (Bandura, 199718; Sutton, 2007).
Furthermore, the use of these common timeframes can fail to appreciate the gradual changes in behaviour
that can occur over several years or from a daily routine of attempts to change. In light of these issues, some
researchers have explored alternative classification rules that move beyond time-dependent methods that seem
more suited to complex or varied behaviours compared to addictive behaviours upon which the model was
originally based (Povey et al., 1999).

Emphasis on coherent and conscious decision making and planning processes

The approach of classifying individuals into transitional stages implies that people often have coherent and
stable plans or approaches to change. However, intentions to change can be unstable and much less clearly
formulated, with some studies suggesting that change attempts can occur with no planning or preparation (De
Nooijer, Van Assema, De Vet, and Brug, 200519; Hughes, Keely, Fagerstrom, and Callas, 200520; West, 2005).

14Nisbet, E. K. L. (2008). Can health psychology help the planet? Applying theory and models of health behaviour to environmental
actions. Canadian Psychology, 49(4), 296.
15Herzog, T. A. (2005). When popularity outstrips evidence: Comment on West (2005) Addiction, 100(8), 1040-1041.
16Povey, R., Conner, M., Sparks, P., James, R., and Shepherd, R. (1999). A critical examination of the application of the Transtheoretical
Model's stages of change to dietary behaviours. Health Education Research, 14(5), 641-651.
17West, R. (2005). Time for a change: Putting the Transtheoretical (Stages of Change) Model to rest. Addiction, 100(8), 1036-1039.
18Bandura, A. (1997). The anatomy of stages of change. American Journal of Health Promotion, 12(1), 8-10.
19De Nooijer, J., Van Assema, P., De Vet, E., and Brug, J. (2005). How stable are stages of change for nutrition behaviors in the
Netherlands? Health Promotion International, 20(1), 27-32.
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For example, Larabie (2005)21 found that successful attempts to quit smoking were more likely to be unplanned
than unsuccessful ones among particular individuals, highlighting the dynamic nature of individual motivation
that might not always be neatly captured among different stages.

Similarly, the TTM focuses intentionally on conscious decision-making and planning processes related to
an individual's personal motivation to change behaviour. However, behaviour is also influenced by other
determinants that are not fully accounted for in the model, such as external drivers, social drivers, and the
automatic decision-making processes linked to habits that make behaviour change harder to achieve (Adams
and White, 200522; Darnton, 2008; Verplanken, 201023; West, 2005). While similar criticisms could be levelled
at other models of behaviour that strive to formulate concise frameworks of key determinants underlying
behaviour, the TTM is sometimes accused of painting an over simplified picture of personal motivations
and interventions that provide limited benefit to people charged with the responsibility of understanding and
influencing behaviour. For example, the process "stimulus control" could arguably play an important role in
the earlier stages in relation to habitual behaviours, while consciousness raising may mislead people to assume
that education will translate into motivation.

Focus on transitions rather than behaviour

The TTM implies that moving an individual from one stage to another is a worthwhile exercise, drawing
attention to the view that people are not immediately ready to change and so progress can be made by moving
them in the direction of taking action and maintaining it. But some critics argue that this logic essentially
provides a license to go for "soft outcomes", such as transitioning people from a "pre-contemplation" to
"contemplation" stage (West, 2005). However, there remains an absence of convincing evidence that moving
people closer to the action stage results in sustained behaviour change. This is similar to sentiments often
conveyed in the broader behaviour change literature that changing attitudes towards a particular behaviour will
not always be sufficient to instigate change. By focusing on stage progression rather than behaviour, stage-
based interventions introduce intermediate outcomes that can distract from the ultimate goal of actual behaviour
change (Adams and White, 2005).

Limited supporting evidence for stage-matched interventions

Many of the above criticisms would be superfluous if the logic, stages, and the processes described in the TTM
had been proved to be valid and effective. As mentioned previously, the TTM implies that interventions should
be matched to an individual's stage by targeting the processes that are assumed to influence the transitions
between the stages. To this end, the strongest evidence to support a stage theory such as the TTM would be
to show consistently in randomised experimental trials that stage matched-interventions are more effective
than stage-mismatched or control condition interventions (Sutton, 2005)24. For the most part, this evidence is
lacking, with reviews of studies applying the TTM across a variety of behaviours revealing that stage-matched
interventions are often no more effective than non-staged matched interventions in changing behaviour (Adams

20Hughes, J. R., Keely, J. P., Fagerstrom, K. O., and Callas, P. W. (2005). Intentions to quit smoking change over short periods of time.
Addictive Behaviors, 30(4), 653-662.
21Larabie, L. C. (2005). To what extent do smokers plan quit attempts? Tobacco Control, 14(6), 425-428.
22Adams, J., and White, M. (2005). Why don't stage-based activity promotion interventions work? Health Education Research, 20(2),
237-243.
23Verplanken, B. (2010). By force of habit. In A. Steptoe (Ed.), Handbook of behavioral medicine. New York: Springer.
24Sutton, S. (2005). Stage theories of health behaviour. In M. Conner and P. Norman (Eds.), Predicting health behaviour: Research and
practice with social cognition models (2nd ed., pp. 223-275). Maidenhead: Open University Press.
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and White, 2005; Bridle et al., 200525; Riemsma et al., 200326; Spencer, Pagell, Hallion, and Adams, 200227;
van Sluijs, van Poppel, and van Mechelen, 200428). Although the substantial body of literature dedicated to
the TTM would suggest mainly positive findings, authors such as Sutton (2005, p. 247) maintain that a closer
examination of the literature reveals "remarkably little supporting evidence".

1.4. Conclusion

The TTM has been very influential in popularising the notion that behaviour change involves movement
through a series of discrete stages that can be fostered by using stage-matched intervention strategies. However,
according to Bandura (1997, p. 8), who is one of the world's leading theorists on behaviour change, "human
functioning is simply too multifaceted and multidetermined to be categorized into a few discrete stages",
casting doubt over stage models as a whole. Some researchers have gone further in their criticism, suggesting
that models such as the TTM are so flawed that they should be discarded, believing that its popularity has
outstripped any evidence validating the model (Herzog, 2005; Sutton, 2005; West, 2005). However, these
criticisms continue to occur in opposition to the support the TTM receives, particularly among practitioners and
clinicians. In many ways, the debate surrounding the TTM has reached an impasse, with supporters and critics
recycling similar arguments over and over again (Brug et al., 2005). It has been suggested that psychologists
(who are the source of most of the criticisms) should shoulder some of the blame for this stale mate, as they
have at times failed to openly recognise the limitations of stage models by taking them out of the original
context for which they were intended. As Povey et al. (1999) explains, stage models such as the TTM were
originally designed as descriptive devices to enable clinicians to create appropriate interventions for people
with addictive behaviours rather than models or tools to predict and explain behaviour with a certain level
of academic rigour. Nevertheless, the weight of scholarly opinions seems to be that the value of the TTM in
the context of behaviour change is less so in intervention development but more as a foundational platform to
convey to clients and those interested in behaviour change one intuitive way that a target audience might be
segmented, highlighting that behaviour change requires more than a "one size fits all" approach. Beyond that,
more rigorous and detailed behaviour change frameworks and approaches need to be applied.

25Bridle, C., Riemsma, R. P., Pattenden, J., Sowden, A. J., Mather, L., Watt, I. S., and Walker, A. (2005). Systematic review of the
effectiveness of health behavior interventions based on the transtheoretical model. Psychology and Health, 20(3), 283-301.
26Riemsma, R. P., Pattenden, J., Bridle, C., Sowden, A. J., Mather, L., Watt, I. S., and Walker, A. (2003). Systematic review of the
effectiveness of stage based interventions to promote smoking cessation. BMJ, 326(7400), 1175-1177.
27Spencer, L., Pagell, F., Hallion, M. E., and Adams, T. B. (2002). Applying the Transtheoretical Model to tobacco cessation and
prevention: A review of literature. American Journal of Health Promotion, 17(1), 7-71.
28van Sluijs, E. M. F., van Poppel, M. N. M., and van Mechelen, W. (2004). Stage-based lifestyle interventions in primary care: Are they
effective? American journal of preventive medicine, 26(4), 330-343.
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2. Assessment for Substance Use Disorders
The life stories of substance using clients are so diverse, and the spectra of drugs and alcohols and combinations
thereof so broad, that assessment and diagnosis of substance use problems are fascinating but rarely simple,
brief, or straightforward processes. The information a client is inclined to provide in an initial meeting often
looks quite different from the picture the client is willing and able to reveal after the client gets to know
the therapist and to understand the therapy process. Although the importance of incorporating continuing
assessment throughout the therapy process can certainly be underscored for any client, careful attention to
ongoing assessment of new information about a client who uses psychoactive substances is especially crucial
due to the established tendencies of such clients to distort information.

The substance abuse therapist thus needs to be skilled at detecting and deciphering relevant details the client
offers in early phases of therapy, and he or she must also remain open and attentive to additional data emerging
as therapy progresses. It is essential for the therapist to maintain the flexibility of entertaining not only new
information that confirms previous diagnostic impressions, but also evidence indicating that the therapist's
conceptualization of the client and the corresponding plan of intervention need to be revised.

Glidden-Tracey (2005)1

2.1. Assesment as an Ongoing Process

Jarvid presents himself for a mandated substance use assessment following an arrest for trespassing. He claims
he has no memory of the incident beyond waking up in an acquaintance's house, but he swears he was not
drinking that night, and that he has not done so in the past year of recovery from a former alcohol problem.

Tatlyn confides to her therapist in their third session that she has just confirmed her pregnancy, which Tatlyn
has suspected (but never mentioned) for a couple months. Tatlyn admits great worry about the fact that she used
drugs (which she is now admitting for the first time) on several occasions before she knew she was pregnant.
She is evasive in response to the therapist's question about drug use since finding out for sure.

Ross has been attending therapy sessions for several weeks to address his lack of confidence with women.
He claims that in most social and professional situations, he is extroverted and has a wicked wit that makes
him popular. However, in dating contexts Ross feels paralyzed by fears of rejection. His history of romantic
relationships includes a breakup over two years ago with a woman he had thought he would marry, followed
by a long series of brief sexual flings with multiple partners. Ross mentions seven weeks into therapy that
he drinks before dates, sometimes starting at noon, to allow himself to be more funny and charming. Probing
further, the therapist learns that his fiancee left in part because she got fed up with Ross' drinking habits.

Anna is brought by her mother to meet a therapist for assessment after repeated detentions in middle school
for arguing with classmates and teachers. When asked about substance use as part of the routine assessment,
Anna replies that she has not yet tried drugs or alcohol, but she figures she will at some point. She explains
that she is the youngest of five, and that all her older siblings have experimented with drugs and alcohol, so
she sees it as a "God-given inevitability" that she will, too.

1Cynthia Glidden-Tracey (2005): Counseling and therapy with clients who abuse alcohol or other drugs. An integrative approach. Lawrnce
Erlbaum Associates, Publishers, Mahwah, New Jersey London. Chapter 5
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Assessment at the Initial Hint of a Possible Substance Use

Problem

Each of these clients demonstrates circumstances where further assessment of substance use is needed to
determine the presence and nature of current problems and risks. The phases of assessing for substance use
disorders begin with screening to determine the need for more thorough assessment. Screening instruments and
procedures can be used to identify clients who may be engaging in problematic substance use, experiencing
negative consequences of substance use, or be at risk for developing a substance use problem. Standard intake
procedures utilized in formal initial assessment of virtually all clients in psychotherapy typically include
questions about personal and family history of substance use. This type of screen built into a standard
assessment that touches on broad aspects of personal functioning sometimes offers the first hint of a possible
substance use issue. With other clients, acknowledgment of substance use may be first mentioned well past
the standard intake assessment. In such cases, an alert therapist screens at that point for indications of risk or
abuse associated with the client's substance use.

If an initial screen indicates any reason for concern, a more extensive clinical assessment interview can
be conducted to explore in more breadth and depth the nature of the client's actual substance use and its
implications, as well as the degree to which initial concerns are founded. Written assessment inventories may
also be used. If the results of the assessment either confirm or suggest reasons for continuing concern about the
client's substance use, ongoing assessment during subsequent therapy sessions of the patterns and consequences
of the client's consumption of drugs or alcohol, along with the client's response to therapy, is warranted.

Diagnosis

When thorough substance use assessment indicates the presence of disordered use, the information available
about the client's patterns, frequency, intensity, and severity of abuse are incorporated into a diagnosis. The
widely used diagnostic criterion sets from the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-IV; American Psychiatric Association, 1994, 2000) include two general diagnostic categories
of substance- related disorders: those induced by exposure to or ingestion of a substance (Intoxication and
Withdrawal), and disorders of substance use (Abuse and Dependence). Each of these general categories is
further subdivided into disorders associated with the use of particular psychoactive substances, all of which are
described in detail later in the chapter. Once the therapist and client agree to undertake a thorough substance
use assessment, initial diagnostic impressions are formulated with the therapist's understanding that initial
diagnosis may change with new information about the client, including revelations about actual behavior or
indications of changes in behavior.

Follow-Up Assessment

Even when the initial screening or assessment does not clearly suggest a substance use problem, the emergence
of later information can create circumstances that should prod the attentive therapist into initiating further
screening and assessment. Also, with clients diagnosed or treated for substance use disorders, new information
about the client's past or present substance-related concerns that comes out after initial assessment may well be
different from earlier information. Continuing assessment is then important for understanding the significance
of all that information in terms of both client behavior and the therapy relationship. Follow-up assessment
of progress achieved in therapy is typically carried out as part of the termination of therapy. In some cases,
assessment of changes maintained beyond the end of therapy may also be conducted.
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2.2. Screening

How Drug and Alcohol Screening Is Conducted

Screening for substance use problems consists of asking brief sets of questions used to detect problems or
rule out concerns about a person's drug or alcohol use (Doweiko, 2002). The screening questions may be
administered in spoken or written form by psychological, medical, or educational professionals, or even by
an individual who is worried about personal use. Computerized screening is possible, and biological testing
of urine, blood, or breath is also broadly utilized. Emerging technology further permits laboratory testing of
saliva, sweat, or hair to detect the presence of illicit drugs (Verebey, Buchan, and Turner, 1998).

A screening may be conducted at the first hint of a problem, such as the passing mention during intake of heavy
drinking a few nights per week.

The need for screening may arise later in therapy, too. Consider Ross, the client described earlier lacking
confidence with women. Ross mentions during Session 7 that his unusually irritable mood that day is due to a
bad hangover, which the client promptly dismisses as "no big deal." Even if the therapist has never witnessed
Ross in such a foul mood before and has not previously considered substance abuse as one of this client's
problems, her current memory of Ross' comment at intake that he "parties a lot" causes her to reflect on the
mixed messages in what the client has told her about his substance use so far. Imagine that Ross told this
therapist at intake that his alcohol consumption was no different from any normal person and that he had no
troubles associated with drinking. Although the therapist may have taken this information at face value at
intake, now the therapist cannot help noticing that today's hangover, despite Ross' attempts to downplay it,
has certainly compromised his state of mind. Not a problem? Perhaps not, but the responsible therapist should
ask some additional questions to provide a finer screen besides the client's assurances and attempts to change
the subject.

The CAGE. Screening instruments ask a few questions that have been widely observed to discriminate persons
who exhibit substance use problems from those who do not. Used to screen for alcohol problems, the mnemonic
device CAGE prompts treatment providers to inquire about a client's typical substance use and its aftereffects.
The CAGE instrument (Ewing, 1984) presents four questions and an acronym for screener recall: Have you
ever felt you ought to CUT DOWN on your drinking? Have people ANNOYED you by being critical of your
drinking? Have you ever felt bad or GUILTY about your drinking? Have you ever had a drink (EYEOPENER)
first thing in the morning to steady your nerves or to get rid of a hangover? An affirmative response to any
one question triggers further assessment.

The MAST. The Michigan Alcoholism Screening Test (MAST; Selzer, 1971) is another instrument widely
used to screen for alcohol problems; it is particularly useful for detecting dependence, but not less severe
problems (Doweiko, 2002). To identify possible disorders associated with substance use in addition to or
instead of alcohol, Brown, Leonard, Saunders, and Papasoulioutis (1997) recommended asking two simple
questions: In the last year, have you ever drunk or used drugs more than you meant to? Have you ever felt you
wanted or needed to cut down on your drinking and drug use? Doweiko (2002) cited these authors' findings that
45% of persons answering "yes" to one item and 75% of those answering "yes" to both items were diagnosed
with substance use disorders.
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How a Therapist Responds to a Positive Screening Result

A positive result, indicating a possible problem, leads the screener to recommend more extensive assessment.
Often the screener is an educational, social services, or medical professional who refers the client to a specialist
for further substance use assessment. The screener and assessor may also be the same person, if qualified. If
the screener is a mental health professional and the screening suggests a reason for continuing concern, the
professional should either conduct a thorough substance use assessment or refer the client to an appropriate
assessor.

It is important not just to list, but also to discuss the options with the client, including exploring the client's
reactions to the recommendation for further assessment. A good screener can offer a rationale for more
extensive assessment that is relevant to the client's circumstances and appeals to the client's motivations. For
example, with a resistant or skittish client, the screener might say,

Your answers to my questions suggest this is worth further attention. We haven't talked about this enough yet
for me to say you do or don't have an alcohol [or drug] problem, but I'd like to propose that we look at this
in more detail. I suggest we spend some time together assessing your experiences with alcohol [and/or drugs]
so we can decide together whether or not there is reason to be concerned. Would you be willing to take me
up on that recommendation?

Methods of assessing substance abuse are discussed shortly in this chapter, but if the screener decides to refer
the client, some follow-up is advisable to enhance the chances that the client will make contact with the referred
assessor. Referral without follow through to facilitate contact may result in an ambivalent or reluctant client's
loss of momentum or failure to receive services. If the client has been referred elsewhere for substance use
assessment and possible treatment, but the screener is continuing to work with the client on other issues, follow-
up to the screening includes requesting a report of the assessment as well as considering with the client, and
possibly the other treatment provider, how to coordinate the components of the client's counseling and therapy.

How a Therapist Responds to a Negative Screening Result

When the client's responses to screening questions are negative, as in the case of Anna (the middle-school
student with older siblings who use substances) , the screener in an ongoing relationship with the client still
has responsibilities to educate the client about risk where relevant. While the therapist communicates trust in
the data provided by the client, the therapist also keeps listening for any further indicators of substance abuse
risk or problems.

Passing through a screen indicates that the client has answered "no" to all questions used to detect substance
abuse problems. A client who "passes through" the screen may well have no problems associated with alcohol or
drug use. However, in some cases, clients will "pass" because they have not been entirely accurate in providing
answers.

Options When Negative Results Are Ambiguous. If the screener suspects that substance abuse is occurring
despite the client's negative reply to screening questions, the screener has at least two viable options. First, the
screener can tell the client that, on the basis of the honor system, the screener will take the client's answers
at face value, but that the screener also acknowledges some evidence that contradicts the client's responses.
Screeners are advised to share specifically both what they have heard their clients say and any contradictory
evidence, and to inform clients that all this information will also be documented. Of course this means the
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therapist should carefully record the content of the discussion as well as the client's responses to the screening
questions. The therapist should also continue listening for and commenting on any additional indicators of
problems that might arise.

This is not to imply that the screener should take the stance of waiting to catch the client in a mistake or a lie
(and the therapist will need to be prepared to discuss the chosen professional stance with a skeptical or accusing
client), but rather to encourage therapists to keep open both the possibilities of the client's subjective truth and
alternative interpretations. Second, the screener with lingering doubts about the client's honesty (with self or
the screener) may ask the client to submit to biological testing. Obviously such testing provides an even finer
screen for substance use, although actual detectability depends on the type of drug, the size of the dose, the
frequency and recency of use, the route of drug administration, individual differences in metabolism, the time
of sample collection, and the sensitivity of the specific test (Verebey, Buchan, and Turner, 1998).

Furthermore, a laboratory detection of substance use is not automatically equivalent to a determination of
chemical abuse. Still the client's reaction to the request for a urine, breath, or blood test reveals another
useful piece of information to the screener. Clients who willingly or even grudgingly comply because they
have "nothing to hide" are less likely to elicit ongoing concerns about deceptive self-report during screening,
compared with clients who refuse to be tested. Although refusing clients offer various reasons (e.g., citing their
rights to privacy, freedom from coercion, medical conditions, menstrual periods, etc.), refusal of a breathalyzer,
urinalysis, or blood test to screen for substance use is viewed by many professionals as equivalent to an
admission of recent use.

The screener should be further aware that "treatment-savvy" clients develop and share means of achieving
negative biological test results—for example, by ingesting concoctions designed to "cleanse" the client's system
of drug residues before the test, or by substituting someone else's bodily fluids to avoid a "dirty drop." Thus,
if the screener chooses to request that the client be "dropped" or tested using laboratory analysis of drops of
the client's urine or blood, or an alternative approach, the screener will find the results most useful if the tests
are conducted as soon after the screening interview as possible and if the screener remembers that both false
positives and false negatives can occur with biological testing (Doweiko, 2002).

Motivational Factors. The screener who plans to refer the refusing client or a suspected false negative client
for additional assessment and possible treatment is wise to attend to motivational and relationship factors at
this point. An attitude of "I know you're lying and I'm going to prove it" or "I'll give you enough rope to hang
yourself" is not likely to facilitate client participation. Even a reluctant client is more willing to proceed with
a therapist who communicates the message,

If you say you haven't been using drugs, I believe you because I take people at their word. But that also means
I will be honest with you and tell you that some other things I've picked up about you don't fit with what you're
telling me. Let me tell you my observations and concerns, and then I want to hear what you think about them.

2.3. In-depth Assassment of Client Substance Use

At the point where a concern is raised, in-depth assessment of a client's drug or alcohol use is conducted with
two related purposes. First, the assessor collects information to determine whether the client's substance use
and related behaviors meet the diagnostic criteria for abusive, dependent, or otherwise disordered consumption.
In general terms, diagnosis involves critical analysis to determine the nature and cause of a disorder through
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examination of the patient history and relevant clinical data. The DSM-IV (American Psychiatric Association,
1994, 2000) criteria are among the most widely utilized frameworks for diagnosing substance use disorders,
and are thus presented next as guidelines for assessment. The criteria for substance use disorders were not
changed in the 2000 Text Revision of the DSM-IV. If in fact the assessment supports the conclusion that the
client is at risk of developing or already exhibiting a substance use disorder, the second purpose of assessment is
to determine the appropriate level and format of recommended treatment, setting the stage for the development
of a treatment plan (to be covered in chap. 6).

With these purposes of diagnosis and placement in mind, the assessor is encouraged to also build rapport with
the client in efforts to engage the client in the assessment interview. The assessor who can connect on an
affective level with the client and share the client's story is better able to motivate the client to consider the
treatment recommendations the assessor makes toward the end of the assessment interview.

DSM-IV Diagnostic Categories of Substance Use Disorder

The fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV, American
Psychiatric Association, 1994, 2000) classifies disorders directly related to psychoactive substances into four
general categories: Intoxication, Withdrawal, Abuse, and Dependence. Substance Abuse and Dependence are
both considered disorders of substance use behavior, whereas Intoxication and Withdrawal are among the
syndromes that can be induced by exposure to or ingestion of substances including illicit drugs, alcohol,
medications, or toxins. To a certain extent, each of the four general categories of substance-related disorders
can be manifest by users of various different substances, which allows for conceptualization and documentation
of the common factors among substance-related disorders. In addition to these four general diagnostic
categories, the DSM-IV offers further specification of characteristics that indicate disordered use or induced
syndromes connected with each class of substances. The DSM-IV identifies eleven classes of abused substances
and associated disorders. These classes consist of alcohol, amphetamines, caffeine, cannabis (marijuana),
cocaine, hallucinogen, inhalant, nicotine, opioid, phencyclidine (PGP), and sedative/hypnotic/anxiolytic drugs.
Additional categories include polysubstance dependence and other or unknown substance-related disorders
(covering steroids, nitrous oxide, and self-administration of prescription drugs, among others).

Proposed Template for In-Depth Substance

Use Assessment Interview

The template provided next can be used with clients who are new to the therapist or with clients the therapist
knows well, but for whom substance use concerns have only recently emerged in session. The template
organizes a structure the therapist can use to conduct a thorough substance use assessment, but it is by no means
the only format available for this task (see e.g., Donovan and Marlatt, in press; Lewis, Dana, and Blevins, 2002;
McLellan, Luborsky, Woody, and O'Brien, 1980; McLellan et al., 1992; Ott and Tarter, 1998). Readers are
encouraged to use this template flexibly, in accordance with their own experiences and with their places of
employment or training. The important point is for assessors to be aware of the broad range of considerations
to be addressed in piecing together a picture of the client's substance use issues. Confidentiality provisions
and limitations should be addressed with the client prior to starting the assessment, and these are discussed
in detail later in this chapter.

Introduction of the Assessment Process. For clients who have never taken part in a substance use assessment
before, especially those clients who have attended reluctantly at best, the assessor should make an effort to
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establish rapport and explain the process about to unfold. Even clients who have been through a prior assessment
are more readily engaged in the immediate process if the assessor gives an idea of what will happen in the
present session. Neutral terminology at the beginning can facilitate the interview. For example, with clients
specifically requesting a substance use assessment, the assessor might say:

We're meeting today to assess your experience with alcohol and drugs. That means I'm going to ask you a set
of standard questions I ask every client whenever we agree to do a substance use assessment. This way I can
try to get a broad picture of your own use of drugs or alcohol and any related consequences.

The deliberate reference to "use" rather than "abuse" and "consequences" rather than "problems" is intended
to avoid making presumptions about the client's reasons for coming and also to prevent triggering resistance in
clients who do not consider their substance use either abusive or problematic. Any questions the client might
have can be invited and answered up front. With clients in therapy who did not present with substance abuse
issues or request substance use assessment, the therapist may take a different approach to introduce the in-
depth assessment process. First, this includes explaining the reasons, including corresponding observations,
for recommending the joint undertaking of assessment of the client's substance use and related experience.
For example:

You've made three or four references now to "getting high," and to me that is sounding like a big enough part
of your life that it would be worth talking about more, if you're willing. I'm interested because I think finding
out more about that part of your life would help us decide together if your drug use is related to any of the
other concerns we have been talking about.

The therapist using this introduction will also be ready to hear and respond to the client's reactions to this
proposal. Next, the assessor often describes the assessment process to the client in enough detail so the client
knows what to expect. For clients who are agreeable to the assessment, this may be less crucial than with a
reluctant client, but it still helps prepare the client and structure the discussion when the therapist describes
what will happen. When the client is unconvinced of the need for substance use assessment, the therapist's
description can emphasize taking a nonjudgmental stance to gather information that will be used to determine
whether a focus on substance use issues is relevant to plans for continuing therapy. For example, the assessor
might say:

I'd like to take at least part of our session this week or next to ask you a series of questions about substance
use that may or may not be related to your own history, but will give us a broader picture of your own actual
experience, past and present. By learning more about any role substance use may have played in your life and
where you stand on the topic, I'm in a better position to either be convinced we don't need to talk more about
your substance use, or to think about other options open to us.

Finally, the therapist invites the client's questions or other reactions to the assessment proposal, giving them full
weight of consideration through discussion as needed. The therapist asks for the client's agreement to proceed
according to a negotiated schedule. If the client is willing and there is time left in the immediate session, the
therapist may launch right into the substance use assessment. If this topic arises toward the end of a session or
if the client wants time to think about the prospect, an agreement can be formulated to resume the discussion
at the beginning of the subsequent session. With clients who dismiss the need for further assessment of their
substance use even after the therapist has made the request and offered a rationale, the therapist can honor the
client's refusal and still hold open the possibility that the discussion may resurface at another time.
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Client History of Substance Use

Once the client asks for or agrees to an assessment, a logical next step is to inquire about the client's history
of involvement with alcohol and other drugs. The diverse backgrounds of clients who use drugs or alcohol
necessitate detailed history of each individual client's substance use.

The assessment history begins with asking the client's reasons for seeking the assessment (Buelow and Buelow,
1998). The therapist should record the answer in the client's own words; if paraphrasing is needed, the therapist
is recommended to read the written reason back to the client and negotiate the wording until the client agrees
with the reason (s) included in the record. With clients presenting specifically for substance use assessment and
with whom the therapist is meeting for the first or second time, much important content is typically revealed by
how the client answers this question. For example, a client's report that his wife threatened divorce indicates the
need for attention to relationship issues, a client frightened by frequent blackouts and tremors probably needs
referral for medical consultation, and the client who says she was ordered by a judge to get assessed following
a DUI incident alerts the therapist that consents for releasing information to third parties will be necessary. In
addition, the client's reasons for seeking assessment often provide some initial information about the client's
attitudes toward personal substance use, toward motivations for changing current habits, and toward engaging
in therapy to promote such change.

Whether the client's attitude is compliant, sheepish, defeatist, defiant, dismissive, hostile, or some other variant,
the assessor can maximize the client's cooperation by empathizing with the client's perspective and reasons. The
therapist's communication of acceptance, understanding, or tolerance of the new client's fears or frustrations
must of course be couched in a firm frame of therapeutic boundaries. In most basic terms, the therapist's implicit
message is, "I hear what you're telling me and here's what I have to offer."

When the assessment is conducted in the context of substance abuse concerns raised during the course of
therapy with a continuing client, the reasons for the assessment have most likely already been discussed during
collaborative decisions to incorporate this in-depth assessment into the treatment strategy. Still asking the client
to elaborate on his or her understanding of the reason for assessment at the start provides opportunities for the
therapist to hear how the client is approaching the activity and also to clear up any possible confusion. Once
reasons for the assessment are established, the therapist informs the client that a detailed list of commonly
used and abused substances will be covered. The therapist may start assessing substance use history by saying
something like,

I'm going to go through a list of drugs and other substances that are widely used and abused, and I want to
find out if and when you have personally tried any of them. I'll start with alcohol, because as you probably
know, that's one of the most common recreational substances.

For each category of substances, the assessor then asks if the client has ever used it. If the answer is affirmative,
the rest of the questions are relevant as well. The assessor, interested in the frequency, intensity, and severity of
any substance use by the client, can ask the following questions for each drug category the client admits using:

At what age or approximate date did the client first try that drug? How has the client's use increased or
decreased over time? When was the period of heaviest use, and what was it like? How much and how often has
the client used over the past month? And what was the date and amount of most recent use?
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Obviously asking each of these questions for each category of substances can be time-consuming, especially
with clients who have lengthy histories or who have used multiple drugs. However, such extensive histories
help pinpoint the nature of the client's issues and the most appropriate treatment options. Assessment may take
more than one session.

The assessor who shows interest in the client's full story also helps establish rapport. In circumstances where
time is limited, the assessor can express this interest without necessarily hearing the whole story at once. For
example, if the client continues at length or brings up important information toward the end of the session, the
assessor can let the client know, "What you're telling me sounds very important, and we will definitely come
back to it because I want to hear more about it." (Or, if referral is in order: " ... and I strongly encourage you
to bring it up with the therapist you will be working with...") "But to make sure we cover what we need to get
to today, let me first ask you about. ..." In these instances, the assessor should make note of the topic to ensure
that further assessment and discussion are conducted when time permits.

The history assessment starts with alcohol both because it is a legal drug and one consumed by people in
virtually every segment of society. Clients are sometimes put at ease by first discussing their experience, if
any, with this "safe" substance. The type of alcohol a client drinks (wine coolers, beer, mixed drinks, straight
liquor, etc.) should be determined. For each subsequent category, the assessor also inquires about and records
information about the form in which the client has used the drug. For cannabis, as an example, the assessor
should determine whether the user has ingested the marijuana by means of joints, pipes, bongs, blunts, brownies,
hash, chew, or some other form. By the time the assessment reaches the category of central nervous system
(CNS) stimulants or "uppers," the assessor will note that a few examples of that category (e.g., cocaine, Ritalin,
methamphetamine) are included to generate further questioning if the client is unfamiliar with the general
category.

The categories of sedative ("downer"), opiate (painkiller or analgesic), and hallucinogenic drugs also include
examples that can be offered to prompt clients who may not be aware how the drugs they have consumed
are classified or how those drugs operate on the brain. For example, a client who took a "roofie" (Rohypnol)
pill given to her at a party, in search of a fun "high" at the time, may not know that the so-called "date rape"
drug depresses the CNS and creates a sedative effect on the body. This history-taking phase of assessment
also provides opportunities, then, for the therapist to begin educating the client about the nature and biological
impact of the drugs the client has ingested, inhaled, injected, or been curious about using. Many therapists
discover that the education goes both ways: Clients experienced with substance use and effects can help
therapists better understand the impetus for and effects of taking drugs in addition to extending a therapist's
list of drugs to be assessed for along with their "street names."

Walking through the client's drug history will also yield encounters with signals of issues the therapist will wish
to record and pursue if ongoing therapy is recommended. Some clients are quite willing to tell their stories to an
attentive, caring therapist, and some end up sharing personal details they had not planned on discussing. Clients'
descriptions of their initiations into drinking or drug use or of the forces encouraging their continuing use can
uncover links to co-morbid symptoms or interpersonal, educational, or occupational concerns. The effective
assessor will take careful note of such hints or details and encourage the client to use ongoing therapy as an
opportunity to explore these issues more deeply. Even at this early stage, the therapist can offer recognition of
a difficulty and hope of finding a better way to deal with it.

Once the substance use history is completed, the assessor often already has some diagnostic impressions. At
the least, the assessor can narrow the focus from generalized substance-related disorders to consideration of
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disorder (s) associated with a particular class of substances. Distinguishing among diagnostic sets depends
on not only the drug that has been used, but also on the conditions under which the drug was used and
the consequences of use. Thus, the rest of the assessment template offered here explores the physical,
psychological, interpersonal, educational, vocational, financial, and legal factors linked to the client's drug or
alcohol use.

The Client's Recovery Environment

The client's recovery environment is a crucial factor in terms of the forces that support or inhibit any efforts the
client makes to change problematic behaviors. Environmental assessment using a format allows the therapist
to identify any aspects of the client's situation that may threaten the client's safety, well-being, sobriety, or
efforts toward change, and to make treatment recommendations accordingly. In addition, the assessor can
determine strengths inherent in the client's environment that can be utilized to promote recovery. Discussion
of both bolstering and limiting factors in the client's environment also helps establish rapport and hope, as
well as further setting the stage for treatment planning. For example, consider a cocaine dependent client
who has reported reasonable social supports and no residential or legal problems, but is facing extreme debt
due to his expensive drug habit, complicated by the threat of job loss. The assessor can segue into treatment
recommendations by saying something like,

It seems that improving your situation would involve addressing not only your cocaine use, but also the financial
problems it's caused, and maybe also the problems at work. Luckily you feel you can count on some family
and friends to support you, but I can also offer the option of working in therapy on how to cope with the
complications in your life. In fact, the next time you come in could be used to flesh out a plan for using your
time in therapy to deal with the things you see as problems.

2.4. The Transtheoretical Model of Change

Prochaska and Norcross (1994) summarized the literature on behavior change as a process that occurs as a
person moves through a series of italicized stages from Precontemplation, in which the person is unable or
unwilling to see a need for change, to Contemplation of the possibility of change, Preparation to take Action,
followed by further steps for Maintenance of the change. The assessment template presented in this chapter can
be used as a rough assessment of the client's stage. The assessor can then offer recommendations the assessor
believes the client is likely to accept given the stage of change at which the client currently operates.

For each client, then, the assessor carefully conceptualizes the client's readiness for change and willingness to
engage in therapy. Accurate conceptualization depends on the assessor's attention to the client's present reaction
to the assessment process, including discussion of immediate and longer term needs. With clients who abuse
substances, the assessor's determination and recommendations should account for some special factors that are
likely to arise in assessment.
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3. Alcohol and Drug Abuse Counselling1

The National Institute on Drug Abuse (NIDA) composed the "Principles of drug addiction treatment. A
research-based guide"(last revision in 2012). Here, experts summarize drug addiction treatments, including
counselling.

Principles of effective treatment2

1. Addiction is a complex but treatable disease that affects brain function and behavior. Drugs of abuse alter
the brain's structure and function, resulting in changes that persist long after drug use has ceased. This
may explain why drug abusers are at risk for relapse even after long periods of abstinence and despite the
potentially devastating consequences.

2. No single treatment is appropriate for everyone. Treatment varies depending on the type of drug and the
characteristics of the patients. Matching treatment settings, interventions, and services to an individual's
particular problems and needs is critical to his or her ultimate success in returning to productive functioning
in the family, workplace, and society.

3. Treatment needs to be readily available. Because drug-addicted individuals may be uncertain about entering
treatment, taking advantage of available services the moment people are ready for treatment is critical.
Potential patients can be lost if treatment is not immediately available or readily accessible. As with other
chronic diseases, the earlier treatment is offered in the disease process, the greater the likelihood of positive
outcomes.

4. Effective treatment attends to multiple needs of the individual, not just his or her drug abuse. To be
effective, treatment must address the individual's drug abuse and any associated medical, psychological,
social, vocational, and legal problems. It is also important that treatment be appropriate to the individual's
age, gender, ethnicity, and culture.

5. Remaining in treatment for an adequate period of time is critical. The appropriate duration for an individual
depends on the type and degree of the patient's problems and needs. Research indicates that most addicted
individuals need at least 3 months in and that the best outcomes occur with longer durations of treatment.
Recovery from drug addiction is a long term process and frequently requires multiple episodes of treatment.
As with other chronic illnesses, relapses to drug abuse can occur and should signal a need for treatment to
be reinstated or adjusted. Because individuals often leave treatment prematurely, programs should include
strategies to engage and keep patients in treatment.

6. Behavioral therapies-including individual, family, or group counseling- are the most commonly used forms
of drug abuse treatment. Behavioral therapies vary in their focus and may involve addressing a patient's
motivation to change, providing incentives for abstinence, building skills to resist drug use, replacing drug-
using activities with constructive and rewarding activities, improving problem-solving skills, and facilitating

1In the American literature 'counseling' is used, and in the British English 'counselling' is used. We follow the original materials' spelling.
2National Institute on Drug Abuse (1999, Revised April 2009; December 2012): Principles of drug addiction treatment. A research-based
guide. National Institutes of Health, U.S. Department of Health and Human Services. NIH Publication No. 12–4180, p. 2-7
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better interpersonal relationships. Also, participation in group therapy and other peer support programs
during and following treatment can help maintain abstinence.

7. Medications are an important element of treatment for many patients, especially when combined with
counseling and other behavioral therapies. For example, methadone, buprenorphine, and naltrexone
(including a new long-acting formulation) are effective in helping individuals addicted to heroin or other
opioids stabilize their lives and reduce their illicit drug use. Acamprosate, for treating alcohol dependence.
For persons addicted to nicotine, a nicotine replacement product (available as patches, gum, lozenges, or
nasal spray) or an oral medication (such as bupropion or varenicline) can be an effective component of
treatment when part of a comprehensive behavioral treatment program.

8. An individual's treatment and services plan must be assessed continually and modified as necessary to ensure
that it meets his or her changing needs. A patient may require varying combinations of services and treatment
components during the course of treatment and recovery. In addition to counseling or psychotherapy,
a patient may require medication, medical services, family therapy, parenting instruction, vocational re
habilitation, and/or social and legal services. For many patients, a continuing care approach provides the
best results, with the treatment intensity varying according to a person's changing needs.

9. Many drug-addicted individuals also have other mental disorders. Because drug abuse and addiction0both
of which are mental disorders0often co-occur with other mental illnesses, patients presenting with one
condition should be assessed for the other(s). And when these problems co-occur, treatment should address
both (or all), including the use of medications as appropriate.

10.Medically assisted detoxification is only the first stage of addiction treatment and by itself does little to
change long-term drug abuse. Although acute physical symptoms of withdrawal and can, for some, pave
the way for effective long-term addiction addicted individuals achieve long-term abstinence. Thus, patients
should be encouraged to continue drug treatment incentive strategies, begun at initial patient intake, can
improve treatment engagement.

11.Treatment does not need to be voluntary to be effective. Sanctions or enticements from family, employment
settings, and/or the entry, retention rates, and the ultimate success of drug treatment interventions.

12.Drug use during treatment must be monitored continuously, as lapses during treatment do occur. Knowing
their drug use is being monitored can be a powerful incentive for patients and can help them withstand urges
to use drugs. Monitoring also provides an early indication of a return to drug use, signaling a possible need
to adjust an individual's treatment plan to better meet his or her needs.

13.Treatment programs should test patients for the presence of HIV/AIDS, hepatitis B and C, tuberculosis, and
other infectious diseases, as well as provide targeted risk-reduction counseling, linking patients to treatment
if necessary. Typically, drug abuse treatment addresses some of the drug-related behaviors that put people at
risk of infectious diseases. Targeted counseling focused on reducing infectious disease risk can help patients
further reduce or avoid substance related and other high-risk behaviors. Counseling can also help those who
are already infected to manage their illness. Moreover, engaging in substance abuse treatment can facilitate
adherence to other medical treatments. Substance abuse treatment facilities should provide onsite, rapid
HIV testing rather than referrals to offsite testing—research shows that doing so increases the likelihood
that patients will be tested and receive their test results. Treatment providers should also inform patients
that highly active antiretroviral therapy (HAART) has proven effective in combating HIV, including among
drugabusing populations, and help link them to HIV treatment if they test positive.
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In this chapter we deal with counseling methods with substance users (abuse or dependence, according to DSM-
IV3 or addiction, according to DSM-54).

3.1. Transtheoretical model of change
In the first section of the chapter we can see the Transtheoretical model of change5: this is the process through
a substance user can progress toward a drug free life, toward a recovery.

"Prochaska and Norcross summarized the literature on behavior change as a process that occurs as a person
moves through a series of italicized stages from Precontemplation, in which the person is unable or unwilling
to see a need for change, to Contemplation of the possibility of change, Preparation to take Action, followed
by further steps for Maintenance of the change. (...) The assessor can then offer recommendations the assessor
believes the client is likely to accept given the stage of change at which the client currently operates.

For each client, then, the assessor carefully conceptualizes the client's readiness for change and willingness to
engage in therapy. Accurate conceptualization depends on the assessor's attention to the client's present reaction
to the assessment process, including discussion of immediate and longer term needs. With clients who abuse
substances, the assessor's determination and recommendations should account for some special factors that are
likely to arise in assessment."6

3.2. Assessment for substance use disorders
The second part of the chapter deals with the assessment for substance use disorders (Glidden-Tracey, 2005):
alcohol and drug abuse and dependence.

"The life stories of substance using clients are so diverse, and the spectra of drugs and alcohols and
combinations thereof so broad, that assessment and diagnosis of substance use problems are fascinating but
rarely simple, brief, or straightforward processes. The information a client is inclined to provide in an initial
meeting often looks quite different from the picture the client is willing and able to reveal after the client gets to
know the therapist and to understand the therapy process. Although the importance of incorporating continuing
assessment throughout the therapy process can certainly be underscored for any client, careful attention to
ongoing assessment of new information about a client who uses psychoactive substances is especially crucial
due to the established tendencies of such clients to distort information.

The substance abuse therapist thus needs to be skilled at detecting and deciphering relevant details the client
offers in early phases of therapy, and he or she must also remain open and attentive to additional data emerging
as therapy progresses. It is essential for the therapist to maintain the flexibility of entertaining not only new
information that confirms previous diagnostic impressions, but also evidence indicating that the therapist's
conceptualization of the client and the corresponding plan of intervention need to be revised" (Glidden-Tracey,
2005, p. 80).

3American Psychiatric Association (2000). Diagnostic and Statistical Manual for Mental Disorders DSM-IVTR, 4th edn (Text Revision).
Washington, DC: American Psychiatric Press.
4American Psychiatric Association (2013). Diagnostic and Statistical Manual for Mental Disorders DSM-5. Washington, DC: American
Psychiatric Press.
5http://www.behaviourworksaustralia.org/wp-content/uploads/2012/09/BWA_StageTheories.pdf
6Cynthia Glidden-Tracey (2005): Counseling and therapy with clients who abuse alcohol or other drugs. An integrative approach. Lawrence
Erlbaum Associates, Publishers, Mahwah, New Jersey London.

http://www.behaviourworksaustralia.org/wp-content/uploads/2012/09/BWA_StageTheories.pdf
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3.3. Relapse prevention

The third section of the chapter is an overview of the relapse prevention. The relapse is part of the
transtheoretical model of change: the overview shows the ways we can either prevent a relapse or manage it.

"Relapse prevention (RP) is an important component of alcoholism (and drug addictions- J.R.) treatment. The
RP model proposed by Marlatt and Gordon suggests that both immediate determinants (e.g. high-risk situations,
coping skills, outcome expectancies, and the abstinence violation effect) and covert antecedens (e.g. lifestyle
factors and urges and cracing) can contribute to relapse. The RP model also incorporates numerous specific and
global intervention strategies that allow therapist and client to address each step of the relapse process. Specific
interventions include identifying specific high-risk situations for each client and enhancing the client's skills
for coping with those situations, increasing the client's self-efficacy, eliminating myths regarding alcohol' (and
other drug's – J.R.) effects, managing lapses, and restructuring the client's perceptions of the relapse process.
Global strategies comprise balancing the client's lifestyle and helping him or her develop positive addictions,
employing stimulus control techniques and urge-management techniques, developing relapse road maps."7

7Larimer, M.E., Palmer, R.S. and Marlatt, G.A. (1999). Relapse prevention. An overview of Marlatt's cognitive-behavioral model. Alcohol
Research and Health 23,2, 151-160. p. 151
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4. Relapse Prevention
An Overview of Marlatt's Cognitive-Behavioral Model

Relapse prevention (RP) is an important component of alcoholism treatment. The RP model proposed by
Marlatt and Gordon suggests that both immediate determinants (e.g., high-risk situations, coping skills,
outcome expectancies, and the abstinence violation effect) and covert antecedents (e.g., lifestyle factors and
urges and cravings) can contribute to relapse. The RP model also incorporates numerous specific and global
intervention strategies that allow therapist and client to address each step of the relapse process. Specific
interventions include identifying specific high-risk situations for each client and enhancing the client's skills for
coping with those situations, increasing the client's self-efficacy, eliminating myths regarding alcohol's effects,
managing lapses, and restructuring the client's perceptions of the relapse process. Global strategies comprise
balancing the client's lifestyle and helping him or her develop positive addictions, employing stimulus control
techniques and urge-management techniques, and developing relapse road maps. Several studies have provided
theoretical and practical support for the RP model.

(See the whole article [http://pszichologia.elte.hu/eltetamop412A1/cotac/IV_relapseprevention.pdf])

http://pszichologia.elte.hu/eltetamop412A1/cotac/IV_relapseprevention.pdf
http://pszichologia.elte.hu/eltetamop412A1/cotac/IV_relapseprevention.pdf
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5. Peer Help - Peer Counseling
"Peer help" is an umbrella term that can refer to various types of interventions and programs, but is generally
referred to in literature in two broad contexts. In academic literature and the wider-ranging "grey literature"
a distinction is evident between:
• peer helpers who are similar in age (used primarily in connection with secondary-school, college or university

students) and
• peer helpers (fellow helpers) who share similar social experiences and life stories (e.g., current and ex-drug

users, people with HIV infection, current and ex-prostitutes, or people experiencing mental illnesses).

What is crucial, however, in defining "peerness" is not similarity, but the key characteristics that tie peer helpers
to their peers and which are relevant in terms of the given intervention or program. For example, in the case
of homeless people or gay males the key characteristic would not be age or gender, but homeless status and
sexual orientation respectively.

Sections of the chapter

In the first section of the chapter these two types of peer helpers are examined: observing their life carriers as
helpers as well as their helping methods1.

In the second section2 of the chapter training of adolescent peer helping skills (microskills) was reviewed.
After reviewing the literature, author stated that "peer counseling interventions have to respect, augment and
enhances the spontaneous conversational process behaviours of young people. A focus on problematic issues
of skill implementation, role attribution and status differences will specifically identify the experiences of peer
counselor trainees in relation the these issues" (p. 57).

5.1. Adolescent peer helping

Kathryn Gerald3 summarizes in her dissertation the main peer helping models and the important evaluations of
them. She tries to find the place of peer helping in the context of stress, coping and social support, concluding
the importance of adolescent prosocial behavior (Chapter 2). This is the basis where the author explains the
different peer helping models: the counselor education models and the peer helping training (Chapter 3). She
discusses the main evaluation techniques of peer helping (p. 52).

Later, in her discussion, Gerald (2005) presents her work on a peer helping study. However, this is an interesting
study on adolescent communication and helping microskills in peer programs, for our study the peer program
models and their theoretical foundation are the main issues (Ch 2 and 3).

Please, read the Chapter 2 and 3 of Kathryn Gerald dissertation [http://pszichologia.elte.hu/eltetamop412A1/
cotac/V_peercounselling.pdf]!

1Rácz J and Lacko Zs (2008): Peer helpers in Hungary: A qualitative analysis. International Journal for the Advancement of Counselling,
30,1:1-14.
2Geldard K (2005): Adolescent peer counselling. School of Learning and Professional Studies. Faculty of Education. Queensland
University of Technology, Queensland.
3Geldard K (2005): Adolescent peer counselling. School of Learning and Professional Studies. Faculty of Education. Queensland
University of Technology, Queensland.

http://pszichologia.elte.hu/eltetamop412A1/cotac/V_peercounselling.pdf
http://pszichologia.elte.hu/eltetamop412A1/cotac/V_peercounselling.pdf
http://pszichologia.elte.hu/eltetamop412A1/cotac/V_peercounselling.pdf
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Questions

What is the role of natural helping skills (conversational skills) in the training and in the helping process of
peer helpers?
What is the main consequence of providing a peer counseling program in a school environment?
Why is empowerment of peers important in the training process? What is the role of empowerment in the peer
helping relationship?
How can you construct a peer counselor training? Which basic skills will you incorporate in the training
curriculum?

5.2. Peer helping types
"Peer help"4 is an umbrella term that can refer to various types of interventions and programs (Cowie and
Wallace 20005; Varenhorst, 20046), but is generally referred to in literature in two broad contexts. In academic
literature and the wider-ranging "grey literature" a distinction is evident between peer helpers who are similar
in age (used primarily in connection with secondary-school, college or university students) and peer helpers
(fellow helpers) who share similar social experiences and life stories (e.g., current and ex-drug users, people
with HIV infection, current and ex-prostitutes, or people experiencing mental illnesses). What is crucial,
however, in defining "peerness" is not similarity, but the key characteristics that tie peer helpers to their peers
and which are relevant in terms of the given intervention or program. For example, in the case of homeless
people or gay males the key characteristic would not be age or gender, but homeless status and sexual orientation
respectively (Hunter and Power, 20027; Shiner, 19998; UN ODC, 20039; UNAIDS, 199910).

Both types of peer helping consist of several components: social support (offering information and counselling),
providing access to professional services and institutions, mobilizing community resources associated with
health and welfare, and promoting the development of those who need help (Beam and Tessaro, 199411; Eng,
and Young, 199212; Eng and Hatch, 199113; Kelly, 200414; Meister, Warrick, Zapien, Wood, 199215; Service
and Salber, 197916). In their studies, Booker, Robinson, Kay, Najera and Stewart (1997) saw the main source
of effectiveness of the lay helper in terms of equalized authority and enhanced empowerment.

4Rácz J and Lacko Zs (2008): Peer helpers in Hungary: A qualitative analysis. International Journal for the Advancement of Counselling,
30,1:1-14.
5Cowie, H and Wallace, P (2000). Peer support in action. London: Sage.
6Varenhorst, B.B. (2004). Tapping the power of peer helping. Reclaiming Children and Youth 13:3 130-133.
7Hunter, G. and Power, R. (2002). Involving big issue vendors in a peer education initiative to reduce drug-related harm: a feasibility
study. Drugs: education, prevention and policy, 9, 1: 57-69.
8Shiner, M. (1999). Defining peer education. Journal of Adolescence, 22, 555-566.
9UN ODC (Office on Drugs and Crime) (2003). Peer to peer. Using peer to peer strategies for drug abuse prevention. NY: UN Publications.
10UNAIDS (1999). Peer education and HIV/AIDS: Concepts, users and challenges. UNAIDS:Geneva.
11Beam, N., and Tessaro, I. (1994). The lay health advisor model in theory and practice: An example of an agency-based program. Fam
Community Health, 17, 3, pp. 70-79, 1994.
12Eng, E., and Young, R. (1992). Lay health advisors as community change agents. Faro Community Health, 15, 24-40.
13Eng, E., and Hatch, J. (1991). Networking between agencies and Black churches: The lay health advisor model. Prevention in Human
Services, 10,1 123-146.
14Kelly, J.A. (2004). Popular opinion leaders and HIV prevention peer education: resolving discrepant findings, and implications for the
development of effective community programmes. AIDS CARE 16, 2, 139-150.
15Meister, J., Warrick, L., Zapien, J., and Wood, A. (1992). Using lay health workers: Case study of a community-based prenatal
intervention. Journal of Community Health 17,1, 37-51.
16Service, C., and Salber, E.J. (eds.) (1979). Community health education: The lay health advisor approach. Health Care Systems: Durham,
NC.
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Two types of contexts for peer helping can be identified from an overview of the relevant literature. In the
first type, the peer program operates within the framework of a professional organization, such as a school (cf.,
Black, Tobler and Sciacca, 199817; Boulton, 200518; Cartwright, 200519; Cowie and Hutson, 200520; Cowie
and Wallace, 2000; Mellanby , Newcombe, Rees and Tripp 200121; Ritoókné, 199622, Varenhorst, 2004.),
community youth services (cf., Caputo, Weiler and Green, 199623; Pacifici, White, Cummings and Nelson,
200524), more general community services (cf., Mosena, Ely, Ho and Ruch-Ross, 200425), needle and syringe
programs established for intravenous drug users (cf., Aitken, Kerger and Crofts, 200226), or psychiatric or
mental health services (cf., Gammonlay and Luken, 200127; Mead, Hilton and Curtis, 200128). In the second
type, the peer helping program operates as an independent peer-led, peer-driven service: for example, in
HIV prevention (cf., Boyd et al., 200429; Broadhead et al., 199830; Kelly, 2004.), mental health services (cf.,
Chinman, Rosenheck, Lam and Davidson, 200031; Solomon, 200432; Solomon and Draine, 200133), in the field
of drug prevention (cf., Cuijpers, 200234; McDonald, Roche, Durbridge and Skinner, 200335), and as outreach
services for drug users (cf., Hunter and Power, 2002; Korf, Riper, Freema, Lewis, Grant, Jacob, Mougin and
Nilson 199936; Latkin, Hua and Davey, 200437). This latter type can be seen as more of a civil help initiative,
in the manner of being non-institutionalized.

17Black, D.R., Tobler, N.S., and Sciacca, J.P. (1998). Peer helping/involvement: an efficacious way to meet the challenge of reducing
alcohol, tobacco, and other drug use among youth? Journal of School Health, 68,3, 87-93.
18Boulton, M.J. (2005). School peer counselling for bullying services as a source of social support: a study with secondary school pupils.
British Journal of Guidance and Counselling, 33, 4, 485-494.
19Cartwright, N. (2005). Setting up and sustaining peer support systems in a range of schools over 20 years. Pastoral Care, June, 45-50.
20Cowie, H., and Hutson, N. (2005). Peer support: A strategy to help bystanders challenge school bullying. Pastoral Care, June 40-44.
21Mellanby, A.R., Newcombe, R.G., Rees, J., and Tripp, J.H. (2001). A comparative tudy of peer-led and adult-led school sex education,
Health Education Research, 16,4, 481-492.
22Ritoókné, M. (1996). Student counselling in Hungary in the mid-nineties. International Journal for the Advancement of Counselling,
19, 1, 29–40.
23Caputo, T., Weiler, R., and Green, L. (1996). Peer helpers initiatives for out-of-the mainstream youth: A report and compendium. Ottawa,
Ontario: Helath Canada.
24Pacifici, C., White, L., Cummings, K., and Nelson, C. (2005). Vstreet.com: A web-based community for at-risk teens. Child Welfare,
84,1, 25-46.
25Mosena, P.W., Ely, J., Ho, J. and Ruch—Ross, H.S. (2004). Peer advocates for health: A community-based program to improve
reproductive health knowledge and lifestyle choices among adolescent males. International Journal of Men's Health, 3, 3, 221-240.
26Aitken, C.K., Kerger M., and Crofts, N. (2002). Peer-delivered hepatitis C testing and counselling: a means of improving the health of
injecting drug users. Drug and Alcohol Review, 21, 33-37.
27Gammonley, D., and Luken, K. (2001). Peer education and advocacy through recreation and leadership. Psychiatric Rehabilitation
Journal, 25,2: 170-178.
28Mead, S., Hilton, D., and Curtis, L. (2001): Peer support: A theoretical perspective. Psychiatric Rehabilitation Journal, 25,2, 134-141.
29Boyd, M.R., Moneyham, L., Murdaugh, C., Phillips, K.D., Tavakoli, A., Jackwon, K., Jackson, N., and Vyavaharkar, M. (2005). A peer-
based substance abuse intervention for HIV+ rural women: A pilot study. Archives of Psychiatric Nursing, 19, 1, 10–17.
30Broadhead, R. S., Heckathorn, D. D., Weakliem, D. L., Anthony, D. L., Madray, H., Mills, R. J. et al. (1998). Harnessing peer networks
as an instrument forAIDS prevention: results from a peer–driven intervention. Public Health Reports, 113, 42–57.
31Chinman, M.J. Rosenheck, R. Lam, J.A. and Davidson L. (2000). Comparing consumer and nonconsumer provided case management
services for homeless persons with serious mental illness. Journal of Nervous and Mental Disease, 188, 446-453.
32Solomon, P. (2004). Peer support/peer provided services underlying processes, benefits and critical ingredients. Psychiatric rehabilitation
Journal, 27,4: 392-401.
33Solomon P., and Draine, J. (2001). The state of knowledge of the effectiveness of consumer provided services. Psychiatric Rehabilitation
Journal, 25, 20-27.
34Cuijpers, P. (2002). Peer-led and adult-led school drug prevention: a meta-analytic comparison. Journal of Drug Education, 32, 2 107-119.
35McDonald, J., Roche, A.M., Durbridge, M., and Skinner, N. (2003). Peer education: From evidence to practice. National Centre for
Education and Training on Addiction (NCETA): Flinders University of South Australia.
36Korf, D.J. Riper, H., Freema, M., Lewis, R., Grant, I., Jacob, E., Mougin, C., and Nilson, M. (1999). Outreach work among drug users
in Europe: Concepts, practice and terminology. EMCDDA, Luxembourgh: Office for Official Publications of the European Communities.
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In several situations professional organizations and peer-led services cannot be sharply distinguished. A
professional organization, for example, can organize a relatively independent peer-led service. Nevertheless,
the relevant literature indicates that when peer help operates in the framework of a professional organization,
the peers tend to work under the leadership of professionals as part of a professional program; whereas in
the case of peer-led services, the peers tend also to play a considerable or key part in the management of the
services, and sometimes no "professional" helper is involved in the program.

Studies have been carried out into the tasks performed by peer helpers and into the skills and abilities
they typically possess (cf., Cowie and Sharp, 199638; D'Andrea and Salovey, 198339; Sturkie and Hanson,
199240). There have also been examinations of the changes that peer helpers undergo in the course of training
and helping, with peer helpers often experiencing considerable benefits (cf., Badura, Millard, Peluso and
Ortman, 200041; Bangert-Drowns, 198842). Benefits include changes to their knowledge, attitudes, behavior
(cf., Badura et al., 2000; Baklien, 199343; Bloor, Frankland, Langdon, Robinson, Allerston, Catherine, Cooper,
Gibbs, Gibbs, Hamilton-Kirkwood, Jones, Smith, and Spragg, 199944; Smith, 200045) or skills, including the
development of the ability to more clearly voice their own thoughts and opinions (cf., Backett-Milburn and
Wilson, 2000)46, and leadership skills (cf., Badura et al., 2000).

An area that has been less closely studied, however, is the question of why people become peer helpers, what
the process of helping offers them, how their life path is shaped by the training and process of helping, and
how their identity changes (if at all) as a result of the various peer help programs and different professional
environments they are involved in. These are aspects pursued within this study of aspects of peer helping in
Hungary.

When examining such questions in a setting like Hungary, special local circumstances need to be taken into
consideration. Hungary is an ex-Communist country and peer helping has only been freely possible since the
change of political regime in 1990; since before that time the Communist leadership blocked all forms of
social self-organization. The fields of mental health and substance abuse treatment were characterized by state
over-institutionalization. Health, social and educational sectors were rigidly separated, and the legacy of that
can still be observed today. However, over recent times, in settings such as educational institutions, drug and
HIV prevention programs, treatment programs for drug users and various outreach programs, there has been a
noticeable increase in the involvement of peer helpers. Such is likely to apply also in other so-called transitional

37Latkin, C.A., Hua, W., and Davey, M.A. (2004). Factors associated with peer hiv prevention outreach in drug-using communities. AIDS
Education and Prevention, 16,6, 499–508.
38Cowie, H. and Sharp, S. (1996). Peer counselling in schools: A time to listen. London: David Fulton Publ.
39D'Andrea ,V., and Salovey, P. (1983). Peer counseling skills and perspectives. Science and Behavior Books: Palo Alto, Calif.
40Sturkie, J., and Hanson, C. (1992). Leadership skills for peer group facilitators. San Jose, California: Resource Publications, Inc.
41Badura, A.S., Millard, M., Peluso, E.A., and Ortman, N. (2000). Effects of peer education training on peer educators: Leadership, self-
esteem, health knowledge, and health behaviors. Journal of College Student Development, 41,5, 471-478.
42Bangert-Drowns, R.L. (1988). The effects of school-based substance abuse education – a meta analysis. Journal of Drug Education,
18,3, 243-264.
43Baklien, B. (1993). Two-step drug education in Norway. Journal of Drug Education, 23,2, 171-182.
44Bloor, M., Frankland, J., Langdon, P. N., Robinson, M., Allerston, S., Catherine, A., Cooper, L., Gibbs, L., Gibbs, N., Hamilton-
Kirkwood, L., Jones, E., Smith, R.W., and Spragg, B. (1999). A controlled evaluation of an intensive, peer-led, schools-based anti-smoking
programme. Health Education Journal, 58,1:17-25.
45Smith, M.U., and DiClemente, R.J. (2000). STAND: A peer educator training curriculum for sexual risk reduction in the rural south,
Preventative Medicine, 30:441-449.
46Backett-Milburn, K., and Wilson, S. (2000). Understanding peer education: insights from a process evaluation. Health Education
Research: Theory and Practice, 15(1):85-96.
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countries – that is, countries heading from dictatorship towards democracy and a market economy (Jenkins,
Klein and Parker, 2005)47.

In Hungary, peers based on age similarity are usually referred to as "peer helpers", whilst the term "fellow
helpers" is used for ‘peer' helpers who share similar life stories to the people they are helping. Local assumptions
are that the specific cultural and social environment accentuates links between the various types of peer helper
programs and peer helper motivations. Peer helpers in institutionalized settings associated with professional
helpers tend to be motivated by aspirations of a career in helping, while peer (fellow) helpers in civil help
contexts seem to be motivated by their similar life stories, affiliation to similar groups and their own personal
development.

The factors that play a role in the process of anyone becoming an age-based peer helper are seen as comparable
to those involved in becoming a professional helper: they include the "journey" of the helper (Goldberg,
198848; McLeod, 199349) or "storied" helper narratives (Speedy, 200050). In the typical life story of the helper,
childhood brings about certain emotional needs and relationship patterns that forecast and determine the path
to becoming a helper. This process is accompanied by interest in becoming a helper, the training, the problems
of the work in practice, and then the creativity found in the role of the helper.

In becoming a fellow helper (i.e., with a life story similar to that of the target group), recovery narratives are
assumed to play a key role (Hyden, 199551; McIntosh and McKeganey, 200052, 200153; Rácz, 200654). In regard
to drug addiction, for example, the restoration of drug addiction as a spoiled identity (Goffman, 196355) by
means of inserting turning points, the feeling of empowerment, the process of transformation and reconstruction
(i.e., the drug user is not simply freed from the symptoms but his/her self is transformed, changing from a
person with an addict identity to a person with a special, non-addict identity) are seen as important.

The purpose of this research was to explore such factors in more detail. First, it aimed to study the contexts
in which peer and fellow helpers work, (respectively, in professional or in civil society organizations). The
second purpose was to examine the similarities and differences between peer helpers and fellow helpers. Do
they differ in the process of becoming a helper, in their practice of helping, or in their personal relationship
of delivering help? The third purpose was to consider the contribution of such factors to the improvement of
the culture of help in Hungary. The question of helpers' authenticity and reliability that are provoked by peer
helpers programs are extremely important because of the historical conditions of Hungary (post-Communist,
transitional country).

47Jenkins, R., Klein, J., and Parker, C. (2005). Mental health in post-communist countries. British Medical Journal, 331, 173-174.
48Goldberg, C. (1988). On being a psychotherapist: The journey of the healer. New York: Gardner Press.
49McLeod, J. (1993). An introduction to counselling. Open University Press: Buckingham, Philadelphia.
50Speedy, J. (2000). The 'storied' helper: narrative ideas and practices in counselling and psychotherapy. European Journal of
Psychotherapy, Counselling and Health, 3,3:361-374.
51Hydén, L.-C. (1995). The rhetoric of recovery and change. Culture, Medicine and Psychiatry, 19, 73-90.
52McIntosh, J. and McKeganey, N. (2000). Addicts' narratives of recovery from drug use: constructing a non-addict identity. Social Science
and Medicine, 50, 1501-1510.
53McIntosh, J., and McKeganey, N. (2001). Identity and recovery from dependent drug use: the addict's perspective. Drugs: education,
prevention and policy, 8,1, 47-55.
54Rácz, J. (2006). Questions on the interpretation of drug users' autobiographies in a country in the "early" phase of drug use. Contemporary
Drug Problems 33, Spring 99-122.
55Goffman, E. (1963). Stigma: notes on the management of spoiled identity. Prentice Hall: Englewood Cliffs, NJ.



Counseling, therapy and consultation

3HHU�+HOS���3HHU�&RXQVHOLQJ
29

Method

For this research, qualitative interviews were conducted with peer and fellow helpers in Hungary who were
active in drug prevention and the reduction and treatment of harm associated with drug use. "Grounded
Theory" (Glaser and Strauss, 1967)56 provided the basis for conducting the interviews.

Participants

The semi-structured qualitative interviews were conducted with peer (peer and fellow) helpers recruited in
the capital, Budapest (2 million inhabitants). Specifically, the sample was selected to correspond to the two
types of peer helping in Hungary (peer and fellow), and sought to use peers at different stages of their peer
helping careers: following recovery/training; or in the absence of formal training, several years after recovery.
Interviews were also conducted with peers (peers and fellows) who had themselves become trainers or program
leaders.

Recruitment of the interviewees occurred from two contexts (professional and civil organizations): 1) the peer
helpers of a professional organization involved in drug prevention (recently trained individuals, as well as
individuals trained roughly a decade ago); 2) volunteers (fellows) from a peer-driven "civil" service, the so-
called "Party Service", which provides outreach and harm-reduction services in the electronic dance music
scene; 3) peer helpers (fellows) of a peer-led resocialization "civil" institution operated by recovered drug
users ("Bus Stop" – Bus Stop Group - helpers free of drugs for several years); and 4) the peer helpers of a
peer counsellor/helper training organization managed by professionals. These various projects reflect both peer
help operating in a professional context, as well as independent, peer-led programs operated in a civil context
without the involvement of professionals.

Distribution of the interviewees:

Peer helpers from professional organizations (age-based peers):

1. Peer helpers (József , Eszter, Bettina), 1 male, 2 females, aged 16–18, working for a drug prevention
organization. Interviews were conducted one or two years following their training.

2. Ex-peer helpers (Edina, Éva, Júlia), 3 females, aged 28, who used to work for a drug prevention foundation.
Interviews were conducted roughly 12 years following their training; with all of the three currently involved
in peer helper training.

3. Peer helpers (Zsu, Réka), 2 females, aged 17–18, working for a peer helper foundation. Interviews were
conducted within one year of their training.

Ex-addict fellow helpers working in civil helping organizations (fellow peers):

4. Fellow helpers (Csaba, Tibi), 2 males, aged 30, working in a follow-up treatment institution for drug users
(Bus Stop Group). Interviews were conducted 8 and 5 years after their recovery, respectively.

5. Fellow helpers (Ica, Anna, Géza), 1 male and 2 females, aged 18, volunteers of the "Party Service".
Interviews were conducted one year after their training and at the start of their work as helpers.

56Glaser, B. and Strauss, A. (1967). The discovering of grounded theory. Chicago: Aldine Publishing Co.
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Data collection and analysis

The qualitative interviews undertaken in this study were seen to represent personal experience narratives
based on perspectives from interpretive sociology (Silverman, 1999)57, in particular the perspectives of "active
interviewing" (Holstein, and Gubrium, 1997)58.

Interviewees were guaranteed that no personal information about them would be recorded and that any personal
information necessary for analysis would not be passed on to individuals or authorities outside the project.

The semi-structured, face-to-face interviews followed the pattern of McAdams' (1993)59 life story interviews
with a focus on peer help. The interviews concentrated on the process and antecedents of becoming a peer
helper, the motivation behind becoming a peer or fellow helper, the processes and problems underlying such
help, and the self identity of the helper (How do you see yourself?). Interviewees were also asked to talk
about a successful case and a failure of their helping practice, with the aim of seeking helper narratives. The
interviewer was a trained psychologist (the second author). The interviews took approximately 1–1.5 hours to
complete. Within the overlapping thematic blocks, the interviewer sought to follow the interviewee's narration,
and clarified any unclear details later.

The interviews were transcribed for analysis. The researchers attempted to find common thematic patterns and
on doing so examined which type of helpers could be characterized with the respective pattern (peer or fellow),
and how frequently it occurred within members of the associated group. During the analysis attention was
focused on potential differences between the two groups (age-based peers and fellows). The data is presented
under the separate roles, with attention to similarities and differences.

Results

The process of becoming a peer helper: antecedents and motivations

Five out of the eight age-based peer helpers mentioned some form of professional motivation, since by the
time of commencing training all of them had identified some form of helping direction, Two were students
of psychology, two were studying to become social workers, and one stated that s/he "would like to become
a psychologist". Six out of the eight referred to the community, community experience, the peer group,
the common experience and recipient environment as motivating factors in their applications. Two of them
mentioned some other motivating element associated with concerns about drug use and in Júlia's case concern
for her friends counted as a motivating factor.

Early antecedents of becoming a helper were evident with the age-based helpers, with this being mentioned by
all the interviewees in the course of the interviews. For some, this childhood factor was interlinked with their
subsequent professional motivation. Some had noticed that they had special roles in their social communities:
"I am the typical emotional dustbin" (Júlia), or "I am more sensitive to the problems of others, and have had
quasi helper talks with perfect strangers" (Éva), or, put more concretely "I like helping, it's a silly thing, but
people really do like helping" (Eszter).

For several interviewees, their own mental and emotional problems also emerged as motivating factors that
in general terms had "emerged or surfaced" or had been perceived during the training (particularly in the self-

57Silverman, D. (2000). Doing qualitative research: A practical handbook, London: SAGE Publications.
58Holstein, J.A. and Gubrium, J.F.(1997). Active interviewing. In: D. Silverman, (ed.): Qualitative research (pp.113-130.). London: SAGE.
59McAdams, D.P. (1993). The stories we live by: Personal myths and the making of the self. New York: William Morrow.
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knowledge phase). In the case of some, mental and emotional problems "left over" from their adolescence
surfaced: for instance, Edina underwent an adolescent-type "quest crisis" at the time of applying for the training,
while Éva thought that she had been able to experience general adolescent problems deeply – both her own
and those of others. Two interviewees (Zsu and Réka) mentioned concrete emotional or relationship problems
as factors in their own motivation, and had expected to find some solution to these problems from the training.

In regard to fellow (ex-addict) helpers and antecedents to helping, a common experience for the five participants
was that all had tried drugs, and four had also been addicts. For some their narrated life stories suggested that
drug use was perceived to be a turning point in itself, together with quitting drug use, and the beginning of the
process of becoming a helper. Responding to the question of antecedents, Csaba went back to his elementary-
school days in his story, because at that time "my life story took a different direction to normal". After eight
years of elementary school, he dropped out of school, and got mixed up with various groups, where they started
by drinking alcohol, then experimented with poppy-seed tea "and from then onwards I was on a relatively fast
and steadfast track of drug-using". Afterwards, Csaba attempted to stop several times, unsuccessfully. He tried
six hospitals and, finally, through a social worker friend, he came across a therapeutic community, which he
identified as a turning point in his life: "I put my life into the hands of the community, and lay my body on
the waves of the community, which strengthened me, and helped me to quit". By contrast, Tibi, became a drug
addict based on a more or less conscious decision after finishing elementary school. He had been a drug user
for years when even the thought of drug-smuggling occurred to him. Tibi thought it over but said to himself:
"That's not me". An old acquaintance took him to the Bus Stop, saying that it was the place to obtain a school
attendance certificate in order to avoid military service. That was the turning point, and since then, for four
years, Tibi had been a member of the Bus Stop and he remained abstinent.

Anna and Géza, the volunteers (fellows) of the Party Service, had also used drugs in the past. Géza was a drug
user for eight years and had become subject to police investigation in association with his drug use. He was
kept in remand for one month, which proved to be his turning point, because: "that one month was a long time
to think everything over, and I was able to get things in order".

The process of becoming a helper and the helper career

The age-based peer helpers had attended formal trainings (50–100 hours). They were referred to the attainment
of new knowledge and skills. Two of them (Eszter and Éva) mentioned that at the training they had realized their
own restrictions and limits to their competence. As expected, several of them considered training important
from a professional point of view too: it was considered crucial in their professional identities (Edina), or it
was that training that prompted them to choose a specific profession, or the training provided a job opportunity,
like as in the case of Eszter and Edina. As the most important lesson learnt from the training, they indicated
self-knowledge, being part of a group or community, and their personal experience of trust and tolerance.

The interviewees considered peer support as a positive experience and great influence. They mentioned they
had become more aware of the significance of self-knowledge, and compelled them, start individual therapies
or join self-knowledge groups (József, Eszter, Bettina, Éva). The age-based peer helpers' (Júlia, Eszter, Edina)
motivation was strengthened and their choice of profession was determined. Several of the interviewees (for
example, Bettina, Eszter, Réka and Edina) said that it had helped them to resolve personal problems.

Neither the Bus Stop nor the Party Service offers formal helper training. In the Bus Stop help is a part of
the therapy. Tibi's role at the Bus Stop has changed a lot in the past four years: initially, he was not acting
socially, whereas now he is responsible for sporting events, and he attends team meetings, so now he functions
as a fellow helper: "I am drifting between two things: I am not really receiving therapy, nor a helper, so I am
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somewhere in between the two. I would like to be a helper, as this is the place and these are the people that I
have really believed in for the first time in my life, and that I still believe in up to this day."

The stories of Anna and Géza show some similarities of Tibi. They encountered the Party Service at the end
of their drug users' career. They relied on the services offered, and their relationship with the Party Service
helped them to give up drugs. Géza met the Party Service at a festival four years ago: "At that very time, I had
a drug issue, I was trying to find my feet in the world, I liked what the Party Service was doing. I understood
everything in an instant..." His story played a part in his decision: "If not on this side, then on the other ... just
to do something." As he had been involved in the drug scene for eight years, he thought he would be more
authentic. Géza does not feel at all that he lacks of training: "You can pick up everything there [at the party].
I think to help others it is definitely sufficient to know what you are facing".

The successive and parallel model of help

Formal training of age-based peer helpers precedes their becoming real peer helpers; this latter stage starts with
the completion of training. First the candidate person becomes a helper on paper, and then starts helping. In
the process of their (professional) helper careers, a voluntary work is the first, it is followed by a helper status
with increasing competence and independence. "... I've scaled this nice career ladder. At first I was only in the
waiting-room, then I was allowed to pick up the phone in the office, and afterwards – some 3 years later – I
could participate in the different groups. Later on, I had my own individual cases at the organization." (Júlia).
Although applications for helper training are often made only "by accident", the interviews indicated that
training plays an important role in the lives of the interviewees. It helps to give closure to problems originating
from adolescence or even childhood.

Fellow helpers (ex-addicts) are regarded as helpers in parallel to their recovery; they do not need to be
"appointed" helpers before actually starting help activities. There are no phases in the helper work (subsequent
periods characterized with increasing competence): "...I started to become a helper, or think as a helper. But, I
should add that it means an interesting duality, because it wasn't the case that until October 10 I was receiving
therapy, and then in the morning of October 11 I was a helper... And what is more, I can receive therapy and
be a helper at the same time, in the end it's really not significant." (Csaba). The process of becoming a helper –
and at the same time quitting the drug – is linked to turning points in the narration (here we should stress that
sometimes "turning points" may only be recognized as such at a later date, and at the time the person may not
necessarily attribute importance to it). These turning points open the path to a diversity of roles and life story
patterns in the life of the prospective helper, rather than a homogeneous drug-addict status (in contrast to peer
helpers for whom the training tends to terminate a life phase).

The process of help

Concerning problems in the course of help, seven age-based helpers (current and former) peer helpers could
give details. There was no one single dominant problem. For instance, Attila perceived it as a problem to avoid
acting as a helper in the event of helping his friends, while Júlia and Réka did not feel this problem: they
thought they could function as a friend among their friends, but mostly they had acquired a new (helper) role.
Competence and observing the limits did also occur as a potential source of problem or previous problem for
others (for example, Réka, Éva, Júlia). The need for gradualness and delimitation was expressed in various
ways. It could be observed this in the repeated mention of the limits of the helper function, and the question of
competence, and references to the peer helper as a mediator and someone to refer clients to specialist (the peer
helper mediates between adults and young people, and between specialists and young people).
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The problems emerging in the course of help Csaba (fellow helper) talked about his dilemma concerning how
useful his advice could be based on his own experiences. "I, for instance, have never found it useful to lie on
a psychiatrist's couch, but on this basis should I recommend to anyone else not to go to see a psychiatrist?"
For him, another major difficulty was impatience, when he caught himself expecting drug-addicts to achieve
in a week what he had been able to achieve in ten years. He perceived the helper relationship as an "alliance
between fellow-sufferers".

In Csaba's view the problem of helper relationships was maintaining the limits between the helper and the
client: in the Bus Stop, there were no official professional roles, the familiar or friendly atmosphere reinforced
potential manipulations. Csaba said that the Bus Stop was a source of help for him as well: without that (or
without any other similar place or work) he felt his life would have been meaningless. The proper observation
of the limits also proved to be problematic for the volunteers of the Party Service (interrelations of friendship,
love and help).

The limits for these helpers are much more fluid; they may change depending on the person being helped,
or within a particular helper relationship. The demand to set limits to the fellow helper function was not as
pronounced as among the age-based peer helpers. The ex-addicts barely voiced any problems concerning
competence. That does not mean that they do not face such problems, but rather that they consider it to be
less important than the peer helpers who are being trained in parallel to their professional socialization. Age-
based peer helpers' competence is not merely a crucial issue, but something that tends to develop and grow
with the helper career. In the case of fellow helpers (ex-addicts) this "competence" is available beginning of
help; the "completeness" of the perceived competence is also indicated by the fact that they do not tend to refer
people to other professionals.

At the beginning of fellow helper careers, there is no sharp limit point from which the person becomes defined
as a helper: to some extent it is a part of the therapy. Csaba and Tibi clearly regard themselves as fellow helpers,
although both of them are expected to become professional helpers (Csaba is in his fourth year of studying
to become a social worker, and Tibi has applied for the same subject this year). Yet, this is not crucial for
either of them. At present, Csaba is a program manager in the Bus Stop, "because someone has to fulfill that
role", but he does not differentiate himself in the organization. He thinks that this work calls for "courage,
flexibility, endurance and a big heart, not a certificate on paper". Although he will be a professional helper,
he does not really wish to be. "I haven't learnt anything at the college. They don't teach you how to speak to
people." Tibi thinks there can be a balance between fellow and professional help, but he also thinks that in the
eyes of those needing therapy a fellow-sufferer can be more authentic than an expert with diploma. A parallel
approach to help can be seen, just as in the case of Anna, the member of the Party Service. In the future, Anna
would like to be a professional helper. She has just left high school this year, and applied for the subjects of
social work and psychology. She thinks that professional and peer help can be offered in parallel. According
to the ex-addicts, the most important qualities of any helper are personal credibility, and similarity in terms
of experiences and life story (drug addiction, party-going), whereas for the group of age-based peer helpers
the most important qualities were competence, the limits of the helper function and identification of the need
to refer someone to a specialist.

Helper identity

There were some self-definitions that amalgamated the peer helper and professional helper function (Éva,
Edina), while others stated that they have already become professional helpers (Júlia). Still others felt that the
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peer helper function was not a part of their identities (Bettina, Réka), although Réka was very proud of the fact
that she was a peer helper. Only one participant (Eszter) regarded herself as a voluntary worker.

Csaba told us that his primary fellow helper identity was as " an addict and a fellow-sufferer, and anything else
is just on top of that, for example, being a helper". In Tibi's own eyes, "I am a drug addict – it is a life feeling
that I nearly always have", and he takes the mentality of the Bus Stops into all the roles that he plays in his
life. In his opinion, everyone who enters the Bus Stop is a helper (even the drug addict client!). Anna and Géza
consider themselves helpers, and for them age-based peer help and the work at the Party Service – essentially
a fellow helper function – are not separate, but go hand in hand. The role of a helper, therefore, is open to the
"sufferer" and "addict" roles, as well as other life roles.

Professional skills (competence, observance of limits) were given as the essential constituent of help and the
helper identity for age-based peer helpers, whereas credibility was seen as essential for fellow peer helpers.

Helper narratives: successful cases and failures

The eight age-based helpers recalled two concrete successful cases in total, because mostly they had a more
general approach to the success, as they associated it with some achievement of experience of their own
effectiveness, even if this was not tangible. The two concrete cases were related to the issue of "release", and the
closure of the helper relationship. Éva recalled when she had succeeded in referring someone to professional
assistance, when she had managed to perceiving the games that the person had been playing, as well the way in
which she was able to establish limits towards both the girl and herself. It seemed that the interviewees could
recall failures more easily: in total the seven former and active age-based peer helpers mentioned six failure
narratives. Some of these failures were connected with maintaining limits and competence, such as Éva's case
from her early period as peer helper:

"With a homeless guy who had been in prison at a young age, I felt how good it was that we could talk, and
that I should help him, because he had nothing to eat and wear... At first, I took him sandwiches... Later on,
I realized it was not fish, but a net that he needed. From then on I didn't take him clothes, but addresses from
where he could get some clothes for himself."

Fellow peer-helpers (ex-addicts) viewed their failures as personal failures. Csaba recalled a girl who relapsed
after a year of being clean. "We couldn't handle it properly, it started with a love affair that remained taboo,
and now we don't have either the boy or the girl, which is bad after such a long time ... emotionally, I feel
sorry for the girl... I was angry with the boy, but now he isn't here either." Anna also experienced one of her
former relationships, which was "at the same time" a helper relationship, as an instance of personal failure.
Géza remembered a failed party: "and then I said OK, this is the party when I go and dance and from then
on I don't care what happens. I simply couldn't stand staying there and doing what I was supposed to do, it's
not possible in that environment."

When talking about success, three fellow helpers phrased their experience in general terms: "Everything is
successful that is here today, successful, because they are here. You can see such an improvement on people,
and I'm so proud..." (Csaba). Géza talked about a successful party: "It was a good party for the simple reason,
because I was clean there, and was entrusted with a task that they appraised on the way back. So seeing what I
did, they said ‘damn, it, it's good that you're here', and ‘hey, it was perfect', and it's a good feeling to be praised."

The differences between the two groups do not primarily surface in the sheer number of successes/failures
mentioned or the types of the stories told. In the fact that peer helpers (age-based peers) talk about cases as
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distanced from themselves. While for the fellow helpers there was personal involvement, and the stories were
presented as their own, they were authors of these stories represented grammatically as a first person singular.

Discussion

In this study, narratives of peer and fellow helpers' were presented. These helpers were active in the fields
of drug prevention, harm reduction, as well as the therapy and follow-up treatment of drug users in Hungary
as a transitional country (i.e. a country heading towards democracy and market economy from a former
dictatorship). In Hungary, peer helping has a short history, because only the change of the political regime
in 1990 made this form of social self-organization possible, and for specialist organizations to accept such
forms of help. We distinguished and compared two groups: helpers with key similarities in 1) age (age-based
peers) and 2) life stories (fellows; in this case drug use, drug addiction, and participation in the party culture)
(Hunter and Power, 2002; Shiner, 1999; UN ODC, 2003; UNAIDS, 1999). Relying on qualitative interviews,
the motivating factors behind becoming a helper, the "antecedents" of the helper's life which were significant
in terms of the help, the process of becoming a helper, the helper's identity, the process of help, as well as
narratives of success and failure were analyzed.

The similarities of the two types of help (age-based peer and fellow) are indicated by the fact that both types
were deemed "natural help" by the interviewees (Berkley-Patton, Fawcett, Paine-Andrews and Johns, 1997)60.
The ex-addict peer helpers (fellows) attributed key significance to authenticity in the help and their own ex-
addict and helper identity, while for the other group (age-based peers) professional skills played the key role
– although authenticity (here: proximity of age as a source of authenticity) still has an important function.
Authenticity means different things for the two groups: in the first case, similar problems (in contrast with
professionals), while in the second case the proximity of age, young status (in contrast with adults).

Helper life stories and the process of help differ in several ways for the two different groups (age-based peers
and fellows).

The greatest difference is that the majority of age-based peer helpers attend the training with the motivation
of helping, and several of them have already opted for professional helper careers. The process of becoming
an age-based peer is more similar to the models of becoming a professional helper than the "healer's
journey" (Goldberg, 1988). Yet, it is important to note that apart from the similarities in the life stories the
peer helper is not a "miniature professional helper", but is involved in a non-professional form of help, who
potentially becomes a professional helper later on.

Fellow helpers reflect the narratives of recovery from drug use (Hyden, 1995; McIntosh and McKeganey,
2000, 2001; Rácz, 2006) leading to the "end point" (at the time of the interviews), a special form of non-addict
identity, the helper. In their cases, recovery and becoming a helper are interlinked processes that would not
occur without each other. Fellow helpers think that this is their therapy and a part of their own healing. For
them, becoming a professional helper is not a basic motivation, as for the majority of peer helpers: the process
is gradual, almost originating from necessity as kind of external expectation. In their identities, they remain
drug users, while peer helpers mostly become professional helpers without their personal problems coming
to the foreground. This personal approach was also evident in the narratives of success/failure: fellow peer
helpers (ex-addict) tend to attribute these events to themselves (they are the "authors" of these stories), while

60Berkley-Patton, J., Fawcett, S.B., Paine-Andrews A., and Johns, L. (1997). Developing capacities of youth as lay health advisors: a case
study with high school students. Health Education and Behavior, 24, 4, 481-94.
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the other group tends instead to talk about professional problems, and sees professional reasons behind any
success or failure.

In the process of becoming an age-based peer helper, the training for peer helpers tends to bring closure to their
period of adolescence, which was often a problematic period, and at the same time sets in motion professional
socialization: the gradual scaling of the career ladder of professional help. For fellow helpers, the training starts
with quitting the addiction and party-going, since it was evaluated as a turning point in the life stories by the
interviewees. Connected with this is the commencement of helping as a part of recovery/change in the way of
life. This station of the life story, which was perceived as a turning point, opens up new opportunities for the
drug addict in terms of recovery and becoming a member of the community and a helper. For the former group,
the process of becoming a helper is a successive process (with the subsequent stages of training, peer help,
work as a volunteer, and work as a fresh and then experienced professional). The training is limited in time, and
connected to the training leaders. In the course of the training, the participants experience a kind of communitas
(McAdams, 1993). For fellow helpers, there is no training (in terms of formal training), or it is concurrent with
recovery and help, so it can be regarded as a parallel helper model. Peer helpers – if they become professional
helpers – attain helper identities, while the fellow helpers preserve their "addict", "client", "sufferer" identities
in addition to the helper identities. In the former group, professional skills and to a smaller extent authenticity –
arising from age similarity – is focused, while in the other group the issues of personal authenticity, fellowship
and companionship are always preserved as a result of the "sufferer", "addict" identities. Here, the communitas
is typically more of the helper's process and the interpersonal atmosphere surrounding the helper. Age-based
peer helpers, and then professional helpers, offer assistance through their competence and by means of keeping
and managing the respective limits, or referring the person in need of help to specialists, while the fellow
helpers work with their personal selves and the provision of emotional support and function models. There
are transitions between the two extreme types. The process of becoming a peer helper promotes the perceived
development of their personalities in both groups (Cowie and Hutson, 2005).

The two types of helpers function in different ways, and these two types of functioning can be equally efficient
if help is provided in adequate contexts. The case of age-based peer helpers need proper supervision and
professionally led help. Fellow helpers stress the power and role of the community together with the significance
of teamwork, meaning that any client entering the community promptly becomes co-equal with the others, even
with the helpers. There are two types of helper cultures. Instead of the helper-client relation that is characteristic
of age-based helpers, in the case of fellow helpers it is a question of community help where the distinction
between "we" (helpers) and "they" (clients)does not exist. The peer helper tends to work on the basis of the
illness model, while the fellow helper relies on the ability culture (Mead, Hilton and Curtis, 2001). The first
case is a projection of the helper culture that can be regarded traditional in Hungary, the second case of peer-
driven community civil help culture is a relative novelty in Hungary.

In our case, the "Bus Stop Group" is a non-governmental (peer-driven) organization operated by ex-drug users,
while the "Party Service" is an independent project managed by volunteers. Fellow help contributes to the
steadier development of civil society and solidarity in an ex-Communist country. The fellow models have
the potential to pave the way for the reform of the mental health institutional system and its general attitude.
The "users" of these services may transform the institutional system by means of their active involvement
(empowerment). Similar experiences were published by Mozina (2002)61 in connection with the reform of
the psychiatric system in Slovenia (the ex-Yugoslavian member state). On the other hand, the age-based peer

61Mozina, M. (2002). Can we remember differently? A case study of the new culture of memory of voluntary organizations. International
Journal of Social Welfare, 11, 310-320.
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model adds to the diversity of the professional helper model: help is not merely a privilege of the properly
trained (adult) professional helpers any more. Peers can get closer to problematic young people who cannot be
reached by official institutions.The international significance of this study is that it potentially sheds light on
how the institution of help can change from being under exclusive state control, and how a decentralized help
system involving civil society develop by a special path, with the participation of peer helpers. This study also
underlines the fact that peer helpers are able to perform with optimal efficiency in an appropriate institutional
environment: either in the framework of a helper institution, or within an independent peer-driven service.

Limitations of the research

In the course of our research, we conducted interviews with peers participating in a total of four programs
managed by three organizations. This fact limits the generality of the results obtained. The practices, social
openness and involvement of civil society in post-Communist Hungary are presumed to be dissimilar from in
countries that look back on different – more democratic – histories, and where both drug problems and peer
helping have longer traditions.

Questions

What is a difference between adolescent peer helpers and peer helpers like a recovered drug users?
What are the key characteristics of "peernes"?
How can you describe the process of becoming a peer helper?
What are the main stages of the helping career?
What are the main characteristics of the process of help?
How can you characterize the peer helper identity?
How can you construct a peer counselor or helper training? Which basic skills will you incorporate in the
training curriculum?
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6. Adolescent Consultation
Consultation/counselling as a profession have occurred only recently in Hungary. Its development has been
encouraged partly because of the scientific differentiation, and partly because the psychiatric clients and the
individuals demanding psychological support had in many cases nowhere to turn at need. The institutions and
professionals who could promote decisions and support the optimizing of life roles are lacking.12

The word "counselling" in the Hungarian scientific language means counselling or consultation. "Since in
the helping process we avoid giving direct advices – instead of that the ability for choosing is developed,
information is provided and we take part in the conversations as guides – we support using the word
'consultation'.34

The adolescent consultation is one of the most important special areas of consultation. "In course of the
consultation the clients' difficulties can be considered with the help of a professional, and positive solutions can
be worked out together... The characteristic of this method ensures that the adolescent should not be prejudiced,
not be categorized as being ill".5 This is a preventive method. The possible later negative changes of personality
can be prevented. The consultant professionals can offer a longer therapy if it is demanded.

"What kinds of tasks have to be completed by an adolescent?

• The first great task is separation, the transformation of the relationship with one's parents (crisis of authority)

• The second great task is finding one's own identity, changing the relationship with one's own body (crisis
of identity)

• The third task is to develop an adult role, that is to accommodate the desires and fantasies connected to the
adult role with one's own capabilities and objective possibilities".6

The basis of the experiences of adolescence is the transformation of the childhood experiences into adult
experiences because of the development. It is a two-way transformation: physical and mental, but the two
processes are not necessarily simultaneous.

The physical transformations indicating the beginning of adolescence turn over the adolescents' conception of
their body. The sudden changes in their parts of the body, features and voice, and the changes accompanying
the sexual maturation disturb them. The indiscreet remarks from the environment referring to these changes
further enhance their stress.

To deal with the mental changes is even more difficult.

The pre-adolescence, the life-period directly preceding adolescence is characterized by a general, both mental
and physical growth of strength. Adolescence brings convulsion into a state of mind with strength, self-

1Note 1: RITOÓK 1999. 69. p.
2RITOÓK M. 1999. A mentálhigiénés konzultáció/tanácsadás, In: Tanakodó (szerk.:Tomcsányi Teodóra, Grezsa Ferenc, Jelenits István),�
Budapest: Párbeszéd (Dialógus) Alapítvány, Híd Alapítvány, 69-72. p.
3Note 2: FONYÓ-PAJOR 1998. 7. p.
4FONYÓ I. – PAJOR A. 1998. Fejezetek a konzultáció pszichológiájának témaköré�����������������EĘO�(lĘszó, Budapest: Bárczi Gusztáv�
Gyógypedagógiai TanárképzĘ FĘiskola
5Note 3: K. NÉMETH 2009. 161. p.
6Note 4: K. NÉMETH 2009. 159-160. p.
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consciousness and self-confidence. It is also referred to as a 'second birth'. The new thing which is born here
is the self that is one's own world. By developing this new self the adolescent becomes separated from his
or her earlier life. This separation is most frequently manifested in an intense and conflicting recess from the
environment, including generally their parents and the whole world of adults, and in many cases also their
siblings and peers. A deep feeling of loneliness and suffering arises from this new situation.

Adolescents are engaged with such questions: "Why am I?", "What is the purpose of my life?", "What are my
values?", "Where is my place in the world?"

They are forced to deal with themselves by their experiences of the outer world and especially in their own,
newly discovered inner world. They have a strong demand for telling and writing things out of themselves.
That is how the diaries and artistic experiments of the adolescents are developed which are aimed at expressing
the variable moods of the inner world of the self.

The adolescents are perplexed facing the many new feelings, tempers and experiences involved by adolescence.
A 13 year-old girl wrote this in her letter:

"I do not feel like doing anything. I start to do many things and then I stop them. I do nothing, I am walking
to and fro, and I am always bored and depressed. Many times I am very depressed and I do not know why.
Transitionally I come into high spirits but my mood changes very soon and I feel depressed again. And I feel
like that in very many times a day. How long will it go on like this?

... I know nothing just that I am alone. Absolutely alone."

The crisis of self-identity is one of the main characteristics of adolescence. Its starting-point is the accelerated
process of development which is abruptly diverted by the adolescence. Instead of the face familiar from the
childhood – as Mérei suggests – "a hardly known face looks back with stretched limbs, bony face and scared
eyes. Which one is the real one of them? Is it the so face well-known which has been living with him or her
in perfect harmony, or is it the new, unfamiliar face?".7

And just such a transformation occurs in their inner system of tension and in their formula for desire. They are
overcome by appalling emotions, a great amount of aggression and overwhelming anger and they think that
they have never experienced such feelings before... They experience serious doubts, their certain knowledge
becomes uncertain. If they have been religious then they query religion, if they have been not religious, then
they query not being religious.

7Note 5: MÉREI 1976. 142. p.
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Their doubts occur even in the system of their attitudes: they are projected into the outer world which becomes
unfriendly and threatening and this is a different image of the same world which seemed to be friendly and
benevolent not so long before as a child".8

The integrative self image operating safely before changes and becomes critical through the sudden
transformations of the adolescence, and it is made by insecure by the quick succession of the identifications
and roles "and above all the fact, that the real changes are hardly accompanied by their knowledge about
themselves, so new demands and tensions occur which are not integrated on the personality level".9 This group
of phenomena is called after Erikson, E. (197410, 199111) the crisis of self-identity.

According to Mérei (1976)12 there are three significant characteristics of the crisis: one is the importance of the
self as opposed to the outer world, and during this mostly "the sophisticated, striking aspects of the behaviour
are emphasized". "The experience of the self cannot be verified but by ideas or behaviours which have never
been thought or done before".13

The second characteristic is the separation in the behaviour, "the lack of harmony in emotion and temper with
the environment. The adolescents seem to draw a curtain between them and the environment. They seem to
lock up themselves among walls and others can just hammer on these".14

The third one is that their mental operations temporarily decline and that they become mentally unstable.
"Compared to their own faculties they react dully and they understand less than they would be able to understand
and evocate according to their faculties".15

Mérei claims that one of the characteristics of adolescence is the prejudiced self-knowledge.

One specific thing is fatal determination. "I am just like that", I was born with that collection of characteristics...
it cannot be changed. The idea formulated like this is one means of averting responsibility. This is a defence
against making any efforts.

The other one is metamorphosis which means that people can change from one moment to the other. "According
to this prejudice one can avert responsibility and avoid making any efforts".16

The third one is the monolithic personality. "Inconsistent aspects cannot be reconciled in the adolescent's naive
knowledge about human nature".17

At the same time the willingness for self-examination and a demand for change are also involved in the
adolescents' self-knowledge and relation to themselves. They start a "new life" almost every day, usually with
overestimated demands which cannot be fulfilled in the 24 hours of a day. They despair and consider their will
weak, but they always make a new program for a new life.

8Note 6: MÉREI 1976. 142. p.
9Note 7: MÉREI 1976. 142. p.
10ERIKSON E. H. 1974. Identity. Youth and Crisis, London: FABER and FABER
11ERIKSON E. H. 1991. A fiatal Luther és más írások, Budapest: Gondolat
12MÉREI F. 1976. Az önismereti érzékenység a serdül��Ękor kezdetén, In: Az alakuló ember (Lux Alfréd szerk.), Budapest: Gondolat,�
127-168. p.
13Note 8: MÉREI 1976. 146. p.
14Note 9: MÉREI 1976. 146. p.
15Note 10: MÉREI 1976. 149. p.
16Note 11: MÉREI 1976. 149. p.
17Note 12: MÉREI 1976. 149. p.
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The adolescence as a period in the psychology of development is an endangered phase. They are unsettled
in their emotions and mood, query their earlier values, separate from the adults and in a certain aspect from
their peers, and these make them unprotected against the negative effects of the outer world. For defusing their
loneliness they try to find mates and they are often involved in groups which are dangerous for them. They
can be endangered by alcohol, drugs, youthful crimes, or sexual relationships without control and emotions.
Their curiosity is very strong, their awareness of the dangers has not been developed, they cannot feel the risk
of making unusual experiments and they are not always able to stop after the first trial. The development of
the drug addicted personality often begins with an "innocent" – and from the point of view of the psychology
of development quite understandable – curiosity.

An interesting document of the adolescent lifestyle is the book titled "Being adolescent" edited by Mihály
Csíkszentmihályi and Reed Larsen (Libri, 2012)18 which depicts the typical emotions of the adolescents in
North America based on an empirical experiment of 75 adolescents.

The adolescents relate to their parents and the adults differently. They develop new kinds of interactions and
attitudes and their conception of "adults" and "children" also changes. The parents lean on their own experiences
and do what they think to be right. The adolescents never query seriously this kind of order of things, and rather
the parents gradually give up their rights in this question and the children take on more and more responsibility
for themselves and their decisions. In the period of conveying these roles there are inevitable conflicts both in
the individual itself and between the individual and his or her parents, since they want to realize the change of
the roles in a different pace. The pace of conveying depends not only on the situation and the persons but also
on the extent to which the new roles seem to be safe and appealing (Noonan. l983)19.

The adolescent carries great burdens. He or she gets into conflicts with the society of adults, parents and
teachers. He or she strives heavily against the rules of the superego, and the importance of the peers becomes
more significant (K. Németh M., 2009)20.

"Since they are just striving for their own identity and separation it is very difficult to start a therapy with this
age-group, and even more difficult to keep them in the therapeutic process" (K. Németh M., 2009, p160). K.
Németh suggests that one of the most important duties of a psychologist is indicating the peers and the settings,
since the adolescents' separation and independency is emphasized by providing peers and settings, and their
development and recovery are promoted by them.21

In connection with the adolescent consultation several authors emphasize the importance of the "alarm-signals"
described by Laufer (Vikár Gy., 199922, Hajduska M. 201223).
1. Childish. Fear from becoming an adult, especially from undertaking their sexual role
2. Rigid and over controlled behaviour
3. Insufficient relationship with the peers
4. Excessive relationship with the parents
5. The lack of emotions, indifference

18CSÍKSZENTMIHÁLY M – REEDL. 2012. Kamasznak lenni, Budapest: LIBRI KIADÓ
19NOONAN, E. 1983. Counselling young people, London: Tavistock/Routledge
20K. NÉMETH M. 2009. Gyermek- és VHUG�OĘterápia a gyakorlatban, In: Tanácsadás és terápia (Kulcsár Éva szerk.), ELTE Eötvös 
Kiadó,����������S�
21Note 13: K. NÉMETH 2009. 160. p.
22VIKÁR GY. 1999. Az ifjúkor válságai, ANIMULA
23HAJDUSKA M. 2012. Krízislélektan, ELTE Eötvös Kiadó, 59-60. p.
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6. Problematic and unreal dealing with the future
7. The vague separation of fantasy and reality
8. Frequently threatening ideas and fantasies
9. The activities and the ideas become estranged.

These symptoms does not refer to chronic behavioural disorders or illnesses, they just indicate to the
environment that the individual has unusual difficulties or that his development is obstructed.24

Frequently it is difficult to manage those cases when the parents think that their child has some problem and
that is why they take the adolescent to therapy. The difficulty of this situation emerges from the lack of free
will (K. Németh M. 2009).

During the first interview you have to make clear why they need support. You have to clarify if the adolescent is
actually in trouble or just their parents have unreal expectations towards them. If the demand for the support is
really indicated from the part of the adolescent and the parents, then it is suitable to arrange a discussion with the
family. The problem must be clarified and elaborated and the most effective therapeutic support has to be found.
If the problem has arisen because of the parents' unreal expectations, then a parent consultation is primarily
necessary. "The two directions often tend into the same situation and the development of a compromise, the
approach of the positions and the development of real demands from both sides have to be supported by the
therapist".25

In the therapy of adolescents it is very important to make clear the settings also with the parents. When a
therapist starts to work with an adolescent, he does not make contact with the parents but in the presence of
the adolescent or with his or her consent. The adolescents are supported in solving their "developmental tasks"
by that. However, there are some pathological cases (e.g., self-destruction) when a close relationship with the
parents is absolutely needed (K. Németh M., 2009).

In the parent consultation parents often have to be supported in making boundaries for their children, since the
development of a "quite good" parental attitude is essential for the child's security and healthy development
(K. Németh M, 2009).

The "Four Sessions Consultation with Adolescents" method has been adopted by the researchers of the surgery
in Faludi Street based on their work in the Tavistock Clinic Adolescent Directorate, London. In Hungary it
was operating as Adolescent Emergency in the surgery in Faludi Street, and later in the 'Own Your Own Way
Foundation' (K. Németh M., 2009).

The most important aspect of this method is the possibility of free will and anonymity. The applying
adolescents are received by a psychotherapist in four succeeding sessions. "A consultation developed from
short psychoanalytic therapies and counselling is provided". The work of the Tavistock Clinic Adolescent
Directorate is presented in detail in a volume of studies titled 'Facing it Out: Clinical Perspectives on Adolescent
Disturbance' edited by Anderson, R. and Dartington, A. in 2007 (Animula, 2007)26, based on the studies of
11 authors.

Ivan Ingusz, psychologist, one of the key persons in the adaptation of the method writes on their work: "The
selection of the method and its elaboration to the Hungarian circumstances is based on a group of adolescent

24Note 14: HAJDUSKA 2012. 59-60. p.
25Note 15: K. NÉMETH 2009. 160. p.
26ANDERSON R. – DARTINGTON A. 2007. A serdülés vihara klinikai szemmel., ANIMULA
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and young people who do not feel ill and do not turn to any professionals for treatment, but who have mental and
social problems and/or phase specific difficulties arising from their age and generating adaptation disorders. ...
We would like to find a support form which can reach this age group before they would become ill or a state
of crisis would be developed".27

Ingusz believes that the adolescents can have various problems and that selection has not previously occurred.
Psychologists help the adolescents to formulate their problems and they provide them a model for the solution
(Ingusz, I., 2002)28.

Working intensively with the client is a great mental and professional stress for the consultant that is why a
supervisory group has been developed with the participation of the professionals who learn and worked out
this method (Ingusz I., 2002).

The first meeting with the client is emphasized in the techniques of the consultation method because in the lack
of anamnesis, exploration and test examinations it substitutes the traditional diagnostic phase. The consultation
professional's ability for quickly making relationships and his or her evaluating-elaborating attention is needed
(Ingusz, I., 2002).

Ingusz claims that their perspective is not the traditional (medical) model. "The psychologist is called a
consultant, the individual seeking consultation is called a client ... for the reason that the individual seeking
support is not a patient, and the consultation is not a treatment".29

The time settings of the consultation generally include four sessions which demand the consultant's and the
client's cooperation. "The time settings and boundaries demand an intensive and structured cooperation which
is based on the more mature parts of the personality".30

During the "evaluation" of the consultation sessions it has to be found out that what and how much is the client
able to use from the cooperation and how his or her anxiety modified by the designation of the boundaries.
All these can form a basis for their decision in connection with a possible further support, a redirection or the
indication of therapy (Ingusz, I. 2002).

During the four sessions the experience of the relief caused by ventilation, the elaboration of his or her problems
and the experience of cognitive structuring can be experienced by the adolescent. (Ingusz, I. 2002).

All information about the clients is treated privately. They do not have to give any information if they do not
want to. However, it has to be made clear whether a letter can be sent to their address if needed.

Settings: the consultation is free. Time limits: 45-60 minutes conversation once a week. During this time the
client's problem has to be made clear. The client's activity and capacity are also needed. The consultant gives
a feedback about the client's development during the four sessions. At the termination of the four sessions
the possibility of a later re-application, a possible therapy or a redirection are agreed. If the four sessions are
not followed by a therapy, then the consultant proposes an appointment for control in one month after the
termination, where the client's ability for making use of the sessions is evaluated. There is a possibility of re-
entering the therapy at any time.

27Note 16: INGUSZ 2002. 223. p.
28INGUSZ I. 2002. A konzultáció általános bemutatása, In: A tanácsadás pszichológiája (Ritoókné Ádám Magda szerk.), Budapest:
Nemzeti Tankönyvkiadó, 223-234. p.
29Note 17: INGUSZ 2002. 224. p.
30Note 18: INGUSZ 2002. 224. p.
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We do not insist on holding four sessions. There are some cases when the number of the sessions can be reduced
or increased depending on the client's individual problem, but according to our experiences the well-structured
time-settings ensure better adjustment for cooperation of both the client and the consultant (Ingusz, I. 2002)

In connection with the tasks and possibilities of adolescent consultation György Vikár' opinion is authoritative
(Vikár, Gy., 1999).

There are numerous cases where dynamic psychotherapy is not needed – or it cannot be used because the
individual's willingness for cooperation is lacking or their ability of coping with stress is reduced. The latter
can be transitional, for example it may be a consequence of the turbulent changes of the adolescence where
the individuals cannot defend themselves against their sweepingly strong instincts but by a maximum splitting.
"In such cases psychotherapy includes the level of friendly conversations. The therapist listens to the clients,
decreases their stress, helps them in the elaboration of their problems, and sometimes encourages and reassures
them. It is called supporting psychotherapy. The mental reaction given to a traumatic experience can be
elaborated and it can help in passing through the difficult periods of life. Not only rational but the emotional
aspects of the conversations as well must have an influence on the clients, and also sympathy towards the
therapist who reduces the client's loneliness and fills in the transitionally empty place of a parent, a close friend,
etc. for a while".31

31Note 19: VIKÁR 1999. 161. p.



Counseling, therapy and consultation

)URP�+HOSLQJ�9RFDWLRQDO�&KRLFH�WR�3URYLGLQJ�&DUHHU�*XLGDQFH
48

7. From Helping Vocational Choice to Providing Career
Guidance
Scientifically informed practice in career guidance requires accurate knowledge of relevant career theories
and the research derived from them. The next chapter provides a compact coverage of theories of career
development, choice and adjustment. Instead of providing an encyclopedic collection of career theories we'll
focus only on those theories which have received recently empirical support, generated research describing
career development, treating career-related problems in an applicable way.

7.1. Early theories

Early theories of vocational choice were based either on economic perspectives ("what pays well?", "are there
enough jobs in the specific field?") or were focused strongly on personal characteristics ("am I able/ am I
willing to do that?"). The main idea the early theories of vocational choice is that one (several, or a group of)
factor(s) influence the person and at some point in live each person chooses an occupation in association with
these factors or as a reaction to them.

The trait-factor theories ("Am I able to do that?") were based on the following assumptions:
• the person has to select his own occupation,
• there are certain factors that influence occupational choice,
• choosing an occupation is a very distinct event in one's life.

Early in the 20th century Parsons (1909)1 considered this process in his book choosing a vocation as a single,
age related action. According to his theory, people choosing the same vocations are very similar both in terms
of their skills and personal characteristics. Their decisions will be substantiated, if the individual, the profession
and the relationship between them were taken into account.

By Mérei's (1942)2 definition career can be described based on all activities which are social acceptable and
necessary for the individual's livelihood. Csirszka (1966)3 focused more on activities and abilities related to
certain jobs, however emphasized that career path is closely related to the personality. He suggested, persons
must be familiar with their own strengths and liabilities. They must know also about the jobs they want to
enter. This means that a person has certain distinct traits and skills that are needed for success in a certain
job. Their abilities must fit with the jobs they want to do. The task of vocational guidance is to determine the
person-job suitability, using a wide range of test procedures (e.g. cognitive tests, personality questionnaires,
work samples or simulations).

The psychodynamic approach focuses basically on the inner forces, needs and motivations that make an
individual decision for one or an other career path. ("Am I willing to do this?") This process (the choice)
requires a commitment, which may affect the whole following career path. However, the success of the decision
may be judged only some years later. For measuring the personal commitment to a specified career path the
concept career identification (Ritoók, 1986)4 was introduced. In a worldwide unrivaled, comprehensive 40 year

1Parsons, F.(1909): Choosing a vocation. Houghton Mifflin company
2Mérei Ferenc: A pályaválasztás lélektana. "Pályalélektan" 30-47.o.
3Csirszka János: Pályalélektan. Gondolat, Bp. 1966.
4Ritoók Pálné (1986): Személyiségfejlesztés és pályaválasztás. Budapest, Tankönyvkiadó, 1986
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longitudinal study career identification has been proved as conclusive predictor of experienced career crises
and resiliency. (see Ritoók, 2009)5.

The motivation to satisfy career related needs may be logical or emotional, conscious or unconscious, and
directly or indirectly expressed in words. Work is a way to satisfy one's needs in a social proper way - described
as operotropism by Ferenczy (2006, 1936)6.

A typology model of psychological climates was developed by Ann Roe (1955, 1990)7 to describe factors
affecting the career path children eventually choose.

According to Roe, if parents are focusing primarily on the emotional aspects of children's growth, the result
is an over-protecting or over-demanding atmosphere for them. For example, parents may be so concerned
that children have quiet, non-threatening life experiences as they grow, they grow up in an over-protecting
environment, not one that usually helps them adapt to different types of people and experiences. These
children may choose occupations that have to do with emphasis on their own importance such as a political
or governmental occupation.

The avoidance of the children results in they growing up in a neglectful or rejecting climate. Oftentimes these
children are difficult in behavior as babies and their parents try everything to satisfy them without being
really successful. These children tend to choose jobs that involve objects (technology), animals (outdoor life
occupations), or ideas (science).

Parents who are relaxed and accepting their children, try to provide a loving atmosphere for growth. These
children tend to choose professions that relate to people (e.g. teachers, social workers, etc.)

Most popular among typological career theories is John Holland's RIASEC model (Holland, 1995)8.
Based on working environment and personality analyses Holland created a hexagon model, covering
possible combinations of provided working conditions and personality characteristics. The personality – and
corresponding environmental – types (realistic, investigative, artistic, social, enterprising and conventional)
are measurable by several tools (e.g. Self-Directed-Search, Vocational Preference Inventory, Environmental
Assessment Technique.) The types can be visualized by a hexagon where types on opposite sides are rarely
shared by one person, and the ones neighboring each other are correlating.

All theories presented so far assume some degree of stability within the labor market and the lack of change in
personality. However, the reality is that the market's volatility means individuals must be prepared to change
and adapt to their circumstances.

7.2. Vocational development theories
As people age and gain life experience, they may change their career path and turn to another occupation.
Persons do not choose an occupation for the whole life, but choose a series of occupations related to their

5Ritoók Magda (2009): 3iO\DIHMOĘdés - pályafejlĘdési tanácsadás. Egy negyven évet átfogó longitudinális SiO\DN|YHWĘ�vizsgálat�
WDQXOViJDL��%XGDSHVW��(/7(�(|WY|V�.LDGy
6Ferenczi, S. (2006 [1933]) – A trauma a pszichoanalízisben, in Technikai írások. Animula, Budapest
7Roe, A., and Lunneborg, P. W. (1990). Personality development and career choice. In D. Brown, L. Brooks, and Associates (Eds.), Career�
Choice and development (2nd edition) (pp. 68-101). San Francisco: Jossey-Bass Publishers.
8Holland, J.(1995): The Self-Directed Search: A Family of Self-Guided Career Interventions. Journal of Career Assessment June 1995�
3:373-390
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specific life stages. People are not designated for one single occupation, everyone can be satisfied with many
jobs.

Basic assumptions about vocational development:
• Individual development is continuous, and distinct life stages can be identified within this process
• People in each stage of life have certain common traits.
• Society places certain demands on individuals and they are similar for all people in that society -

developmental tasks: "A developmental task is a task which is learned at a specific point and which makes
achievement of succeeding tasks possible. When the timing is right, the ability to learn a particular task will
be possible. This is referred to as a 'teachable moment.'" ( Havinghurst, R. J.,1952, Human Development
and Education, p. 7. )

• Developmental crises occur when people become aware of the need to change current behavior and learn
new strategies, life- and coping skills, they try to balance their different tasks

• Preparations for overcoming a developmental crisis are made in the stage prior to next new crisis.
• The crisis must be met successfully before the individual can pass to another developmental stage.

According Ginsberg's(1951 – cited by Silage, 2000)9 early model vocational development is a long-term
process that becomes progressively irreversible. A final choice in occupations is the compromise of an ideal
and the available realistic alternatives. When an occupational choice is made, other choices are eliminated.
(E.g. if you were not trained in childhood, you'll hardly become a ballet dancer in your twenties.) The late
Ginsberg revised his theory and withdraws the clause concerning the irreversibility. He suggested, as time goes
by, the ability to change professions is limited, but still available.

The best-known theory in vocational development is the life-span/life-space theory by D. Super(1990)10. He
suggested, that people develop careers in stages, but their career decisions are not isolated from other areas
of a person's life. Super has continually revised the theory to keep up with changes in the work environment.
Vocational tests that use Super's theory include the Adult Career Concerns Inventory (ACCI), the Career
Development Inventory (CDI), and the Work Values Inventory (WVI).

Super's five stages of development are

Growth (4-14)
Exploration (15-24)
Establishment (25-44)
Maintenance (45-65
Disengagement (65+)

According to Super's theory11 emotionally engaged choices are to be made also in career planning. Persons
have to be informed and engaged in long term planning including their educational plans. They need consistent
vocational preferences to build stable vocational goals and plans. To reach vocational independency they need
independent decision making strategies, to make decisions fit their aptitudes, abilities and resources.

9Munka- pályatanácsadás mint professzió. Dr. Szilágyi Klára Kollégium Tanácsadó, Szolgáltató Kft., Budapest, 2000
10Super, D.E. 1990. A life-span, life-space approach to career development. In: Brown, D., Brooks, L., and Associates (Eds)., Career
choice and development (2nd ed., pp. 197–261). San Francisco: Jossey-Bass.
11Super, D. E., Savickas, M.L., and Super, C. M. (1996). The life-span, life-space approach to careers. In D. Brown, L. Brooks, et al, (Eds.)
Career choice and development: Applying contemporary theories to practice (pp. 121-178) San Franscisco: Jossey-Bass.
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7.3. Career guidance nowadays

In the 21st century, the idea of having a job for all of one's life is no longer possible option. Persons may change
jobs every few years since the needs of the globalized market change. The types of jobs that may be practiced
over a lifetime are maybe those associated to medicine, social care and legislative tasks. Most other jobs will
change in form over the years, according to new technologies. In the rapidly changing work contexts qualities
such as flexibility, creativity, and the desire to be a lifelong learner have become important.

7.4. Social-cognitive career theory (SCCT)

SCCT describes career development as a progressive process. It provides an integrated framework for using
self-efficacy, abilities, values, motifs and personality traits in describing the (career) decision making process
(Lent, Brown, Hackett, 2000)12.

In connection with decisions related to career development SCCT takes into account, from the individual's
personal input factors, his/her sex, ethnic characteristics, health, attributes of abilities and various limitations,
as well as possibilities and limitations arising from the social-economic background.

These personal input and environmental factors collectively determine what learning opportunities the
individual might encounter during his/her career. These opportunities, as variables then affect the individual's
self-efficacy expectations-system and have a direct effect on the expectations-system of outcomes for various
challenges.

SCCT – based on Lent, Brown, Hackett (2000)

Both personal self-efficacy and characteristics of outcome expectations have a strong effect on the individual's
interests, how (s)he determines various objectives and how career related choices and decisions are actually put
into practice. The source of self-efficacy tends to be a combination of directly experiencing the consequences of

12Lent, R.; Brown, S.D.;Hacket, G. (2000): Contextual Supports and Barriers to Career Choiche: A Social Cognitive Analysis. Journal
of Counseling Psychology, 2000 Vol. 47. No. 1. 36-49
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one's actions, observing the recognition or punishment of role-models' behavior, reactions of immediate social
environment and characteristics of the individual's personal emotional-vegetative state (Bandura, 1995)13.

The intrapersonal career decision making process, which is affected by external, situational factors, depends
greatly on anticipated opportunities about the future.

Counseling successfully assisting career development can be defined within the SCCT model as a process of
choosing the activities best suited to enhance experiencing maximum self-efficacy together with deliberating
on contextual conditions. The SCCT model is circular, the decision making process can be repeated at any time.
Any change in any of the structural elements (e.g. worse prospects for employment, shift in the individual's
interest, is being an input factor) can lead to a re-evaluation and review of decisions.

7.5. The role of coincidence in career development related decisions

According to Mitchell and Krumboltz (1996)14 the social-cognitive career theory is suitable for describing the
various factors influencing a given decision. However, the model needs to be augmented, if guidelines for
counselors are to be drawn up as to how they should support their clients' career development.

Such elements inevitably have to be incorporated into Life Long Guidance (LLG) that support the acquirement
of strategies for leading a healthy life. These might include the prevention of burnout, or treating stress and
crises related to changes in one's career. In might happen that work itself is a problem, when the client failed
to reconcile various roles. In such cases the counsellor should provide assistance.

According to Mitchell and Krumboltz (1996) four trends need to be taken into account for counselling in a
globalising social environment.

The first requirement is to assess the competencies and interests of clients as thoroughly as possible. Not only
previously successful actions should be discussed during the counselling sessions.

Clients must also be made aware the rapid changes in work-related tasks require life-long learning. Counsellor
must play an important part in dealing with anxiety and minimising stress. By undertaking the decisions of
clients, especially because of its effect on close, personal relationships, counsellors are expected to be highly
supportive. Otherwise putting decisions made during the counselling process into practice will only be delayed.

Counsellors are to play the role of mentors in the life-long learning of clients. Information gained through
previous aptitude tests or methods focusing on how the individual fits into his/her environment should be
made use of during the learning process. Based on Krumboltz's LTCCC (Learning theory of careers choice
and counselling) the key indicator is the effectiveness of the counselling in inspiring a new learning process,
whether the counsellor's interventions helped the client understand better the constantly changing world of
employment, and finally whether the client became able to independently create an adequate lifestyle as an
outcome of counselling.

13Bandura, A. (1995): Excersise of personal and collective efficacy in changing societies. In: Bandura, A (ed.): Self-efficacy in changing
societies. Cambridge: University Press, 1-45 p.
14Mitchell, L.K. and Krumbolt, J.D. (1996) Krumboltz's Learning Theory of Career Choice and Counseling in Brown, D., Brooks, L. and
Associates (eds) (3rd edition) Career Choice and Development San Francisco, California: Jossey Bass
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7.6. The constructivist model of career development
According to Savickas' constructivist model career development needs to be supported by using narrative
techniques. In contrast to previous models, this one does not view the client as somebody who has to fit into
the world of employment, but rather seeks to reconcile work or paid activity with the individual's complete
life plan. One's life story is regarded as a story waiting to be written. The model identifies key issues, and by
analysing repeated patterns it tries to reveal how the individual can best work to achieve self-fulfilment and
self-expression.

Savickas emphasises four key factors: concern about career planning, positive attitude towards opportunities,
experience of internal control related to planning and belief in one's effectiveness in career designing. The
constructivist approach can be linked with previously discussed social-cognitive models of learning theory
through the construct of self-efficacy.

Savickas (2008)15 tries to collect the most important decisive models with the help of career style interview
(SCI, presented by Rehfuss, 2009)16. He investigates about the characteristics of role models who had an effect
from an early age, and asks the individual being interviewed to give an explanation for the success and appeal
of these role models.

During the interview he helps the individual recognise his/her goals in life by revealing the hidden motivational
effect of favourite readings (books, journals, web-pages), pastime activities, subjects and mottos.

According to the constructivist approach the efficiency of counselling can be determined by considering the
development of plans about the future and the degree of improvement in skills needed for conscious analysis.

7.7. Systemic self-organisations theory
Based on the synergic model on counselling with systemic approach (Schiersmann, 2009)17 the purpose of
counselling can be determined as an intervention fostering and encouraging self-organisation. Researchers at
Heidelberg University identified the support of clients' self-organisation ability as the most important effect
of career guidance and counselling.

The general model of counselling as a process is based on a synergy process (Schiersmann, 2009)18. Individuals,
as "systems" directing the process of self-organisation, are in a mutual and concentric relationship with each
other. Their thoughts, emotions and the way these change can create new (even spontaneous) organisational
patterns, and can give rise to new roles, emotional climate and important issues (Haken and Schiepek, 2006
– quoted by Schiersmann, 2009).

Control parameters affecting the system (e.g. directing motivation related to change) can regulate the process,
but internal and external factors, so-called attractors, like knowledge about a specific situation or available

15Savickas, M.L. (2005). The theory and practice of career construction, in Brown, S.D. and Lent, R.W. (eds) Career Development and
Counseling: putting theory and research to work, New Jersey, USA: John Wiley and Sons Inc
16Rehfuss (2009): Teaching Career Construction and the Career Style Interview, In: Career Planning and Adult Development Journal,
Spring 2009
17Schiersmann, C.(2009): Selbstorganisation und Problemlösen als Eckpunkte einer allgemeinen Beratungstheorie. In: Pühl, H.(Hrsg.):
Handbuch Supervision und Organisationsentwicklung. 3., aktualisierte und erweiterte Auflage. Verlag für Sozialwissenschaften
18Schiersmann, C.(2009): Selbstorganisation und Problemlösen als Eckpunkte einer allgemeinen Beratungstheorie. In: Pühl, H.(Hrsg.):
Handbuch Supervision und Organisationsentwicklung. 3., aktualisierte und erweiterte Auflage. Verlag für Sozialwissenschaften
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financial resources, can also affect the outcome. If the change in the way the system functions happens
spontaneously, then the structure-forming effect of self-organisation emerges, which might make it difficult to
define the hierarchical model of the process (Erpenbeck and Heyse, 1999, quoted by Schiersmann, 2009).

In relation to the interaction between counsellor and client the following steps should be observed as
prerequisites for a successful counselling process as proposed by Haken-Schiepek (2006) and presented by
Schiersmann, Bachmann, Dauner and Weber (2008)19:
1. creating an environment that provides stability (creating an environment that ensures security to deal with

questions and problems of clients. It is the task of the counsellor to create the right circumstances for
cooperation and self-help, to stabilise the self-evaluation of the client and to clearly distinguish between the
various features of the counselling process.)

2. studying the operable system of the client, identifying the patterns of homeostatic situation – counselling,
during its early stages, can be based on these patterns

3. enabling the client to relate to the problem situation and find the personal meaning, drawing attention to
the need of having to modify life plan

4. energising client – strengthening motivational basis for change, identifying and activating resources
5. discovering new operational forms that show a marked difference to the previous patterns of client's operable

system, promoting the realisation of alternatives, strengthening fluctuation tendencies of system functions
(by relying on cognitive-emotional-behavioural levels)

6. synchronising client and counsellor in the counselling procedure; carrying out interventions and steps suited
to the rate of client's development and degree of change

7. directed shift in the functioning of client, motivating the use of newly discovered modes and patterns in
operating personal system, selective support (e.g. role play)

8. assistance during re-stabilisation phase, creating identification to utilise new operational patterns and
cognitive-emotional-behavioural elements

7.8. Summary

By analysing various theoretical approaches about counselling for individuals and institutions, Grawe (2000)20

concluded that although theories on counselling all have their own specific terminology, there are basically
three important psychological-like factors that underlie every successful counselling process.

The first factor is establishing the relationship between client and counsellor. This involves defining the
problem, revealing possible resources in order to continue the counselling.

The second crucial factor is to clarify the problem, and change intentions in order to achieve objectives.

The third factor is active support when tackling the problem, which process serves to realise the intentions.

The characteristics of the first phase of the career counselling procedure are managing the client's emotional
status, developing the motivational base for problem solving, improvement of the client's self-realisation,
and developing self-esteem. These features have positive impact both on the client and the problem solving
procedure.

19Schiersmann, C; Bachmann, M; Dauner, A; Weber, P. (2008): Qualität und Professionalität in Bildungs- und Berufsberatung.
Bertelsmann Verlag, Bielefeld
20Grawe, Klaus (2000): Psychologische Therapie. Göttingen u.a.: Hogrefe-Verlag
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During the second phase the counsellor undertakes to clarify the client's goals and needs. Furthermore, the
counsellor helps to adapt experiences to problem-solving situations on cognitive-emotional-behavioural levels

The third phase focuses to the problem solving. The counsellor adapts encroachment for better emotional status
and helps the client to organize and experience his or her thoughts, emotions, behaviours. In case, the counsellor
conveys advice and information during the procedure.

Two important requirements are stated in the Heidelberg model of counselling concerning professionals.
Professional are thoroughbred based on an accepted competency-profile and continuously partake in
professional trainings. Moreover, they are able to manage professional intervention both on the fields of
education and career-counselling. Among the quality assurance conditions of counselling, organisational
requirements include a well-characterised service profile, service philosophy, and an appropriate organisational
culture are also key features.

As far ad the social framework of counselling is concerned, it is important to highlight that aspect of counselling,
which aims to develop the client's competency to face even more complex social requirements as experiencing
ambiguous effects of life and work conditions.

A given social-economical environment and historical period has great impact both on the client and the
available counselling services. This can appoint important social goals for example assuring equality to all that
also can influence the organization and applicable theories as counseling framework.

Suggested readings (Web Links):

http://extension.psu.edu/workforce/briefs/overviewcareerdev(insert).pdf - A brief overview of career
development theories. Super's theory is included.
http://www.guidance-research.org/EG/impprac/ImpP2/traditional/developmental/ - From the National
Guidance Research Forum an overview of Super's theory with criticisms of its lack of cohesion/simplicity.
http://www.ccdf.ca/ccdf/newcoach/english/ccoache/e4a_bp_theory.htm - A nice overview of career
development theories, including Super's, from the Canadian Career Development Foundation

http://extension.psu.edu/workforce/briefs/overviewcareerdev(insert).pdf
http://www.guidance-research.org/EG/impprac/ImpP2/traditional/developmental/
http://www.ccdf.ca/ccdf/newcoach/english/ccoache/e4a_bp_theory.htm
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8. Crisis intervention skills
Crisis management in organisations

Compiled for ELTE English Language Graduate Psychology Courses, 2013

8.1. The structure of the learning material
This training material composed in order to support the following training process:

Theory is divided into 6 crisis management solutions.

Case Studies are divided into organizational dilemmas and individual crisis management cases.

8.2. Crisis management
In organizations, there are six possible ways to approach crisis management.

These six approaches are borrowed from organizational theories, theories of human communication,
psychological theories, and can be classified as follows:

- System-oriented solutions
- Person-centered solutions
- Leadership Solutions
- Developmental solutions
- Experiential Solutions
- Grief Recovery Solutions.
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In the following, we are introducing these categories, and then some task follows to show these theories in
action.

System-Oriented Solutions

Change from crisis - as a "process" – change as a "result"

Crisis management is based on "change" in the framework of system's theory. An important standpoint is that
we do not want to "improve" on organizational or individual qualities, rather we want to "change" the existing
system.

The concept of change, like the situation it describes (denotes) is diffuse and elusive in character. What does
change mean? What demands can reasonably be made with regard to depth and breadth to enable us to talk
about change? And how lasting should it be to be regarded as a real change?

A prominent characteristic of the change concept is its everyday-language quality. We are all familiar with the
concept and use it in daily practice. And we do so without thinking very much about the meaning of the concept
or making great efforts to define it. We know intuitively when the expression "change" should be used, when
a change occurs or has occurred. Everyday concepts like this often have exactly this quality of being generally
defined. In fact, it makes them much more usable. The content and the linguistic intersubjectivity define the
final meaning in relation to the particular application of the concept.

What may be an asset in everyday language can become a difficulty when the concept is to be used in a scientific
and/or professional context. Here there is a quite different need of unambiguous definitions in order to ensure
that the concept is used in the same meaning by everyone taking part in the discussion.

A lack of common understanding, intersubjectivity, here, if the worst comes to the worst, can lead to people not
talking about the same thing and therefore misunderstanding one another. The concept of change can therefore
refer to both the situation that involves something having changed and to the course of events that leads or has
led to this situation. In the former case, change can be described as a structural concept that indicates a result
(or, at all events, a fixed situation); in the latter case change can be described as a process concept, where the
course of events itself is central and is causally connected with the result. Process implies change by definition.
Change as a structure and change as a process therefore bear a definite relationship to each other. In a more
analytical discussion it is important to clarify which meaning - as a structure or as a process – the concept of
change is being used in.

As we have noted, change is the basic condition for human life. Even if in isolated respects and for short
periods we may appear to succeed in maintaining various factors constant, e.g. a relationship or a certain type of
knowledge or skill, this is a deceptive picture. In reality, relationships change the whole time. Some knowledge
and skills are forgotten, new knowledge and skills come into existence. This circumstance makes it so much
more difficult to distinguish between changes due to the natural course of events and the type of consciously
steered change processes that this is about. Perhaps some tentative requirements can at least be made (and here,
as earlier, we are talking about social changes in human systems).

Awareness

A change should be conscious for the person it affects. In the family that has been able to change its pattern of
interaction through social support, the members themselves must be aware that this has taken place for us to
be able to talk about a change. This is, in a sense, a normative demand. Many of the natural changes we have
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talked about are naturally unconscious for us (perhaps consciousness comes afterwards). In the same way, one
might imagine that a skilful "changer" can make changes that the people involved themselves or the system
itself is not aware of. We think that change work initiated and sanctioned by society must always be done "with
all one's cards on the table", in complete openness and participation. This is a basic ethical requirement. If we
start to compromise on this, the door may be opened for manipulation.

Content and extent

A change can in principle be localized to one or more of the following areas: emotion, cognition or action.
That is to say, it must include changes in emotions, for example, a changed attitude or expectation, changes
in thinking, knowledge about and understanding of something or – finally – it must involve a different way
of acting or a changed preparedness for action. Many changes of the sweeping kind that we deal with here
naturally affect all these areas. However, it does not go without saying that this happens, at all events not at the
same time and in connection. Handicapped people who, by taking part in an empowerment project, get new
instruments to affect their conditions do not perhaps at first use this knowledge in concrete action. Nevertheless,
a change has taken place in thinking and action repertoire, a change that, later on, can also lead to concrete
acts of change. Something which in its turn can mean a changed outlook and attitude to their own possibilities
and other expectations in the future.

It is naturally not possible to give an unambiguous answer to the question of how extensive a change must be
to be able to talk about a change having taken place. This must be determined from case to case – often based
on pragmatic assessments. The same applies to the question of when a change is "sufficient" or "good enough".
The situation and its content must be decisive.

Duration

It is somewhat easier, however, albeit not unproblematic, to approach the duration criterion. In order for us
to be able to claim with reasonable certainty that a change has taken place, it must have a certain duration.
Research into treatment in the field of drug abuse, for example, shows with great clarity that retention regarding
positive results of treatment is strongly correlated to the length of the follow-up time. The longer the follow-
up time, the less remaining change.

Naturally, assessment of the duration must be based on a situation where the intervention itself has finished
and must cover a period (of perhaps 6 – 12 months) after this. The clients must have had time to go back to
their everyday lives. Extent and duration are also connected. While duration in time comprises a quantitative
criterion, the extent and depth of the change comprise a qualitative criterion.

System theory – a basis for the understanding of change

Change – whether it concerns an individual, a group or a whole community – generally cannot be made
comprehensible in itself or by itself. The visible course of events usually requires a comprehension background,
a tool to be able to be analysed and understood. For example, human change can be seen from the perspective
of humanistic psychology, where the possibilities for development and crossing boundaries are emphasized,
but also from the behaviourist approach, which in its most orthodox form regards man as simply a receiver
of stimuli, to which the organism then reacts through its response. System thinking is a third example of an
analytical instrument to explain empirical occurrences.

We will here give a short account of the distinctive features of general system theory, as a starting-point for the
later discussion of change and the description of working methods for change work in the following chapters.
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System theory offers a basis for a general discussion of change. With this theory as a startingpoint, many
concepts can be discussed that are relevant to the discussion of change. The system theory is broad and can
be applied at all the levels described in the previous section. Certain authors even regard system theory as an
approach rather than a theory, which emphasizes its breadth even more. System theory can also be used in a
metaperspective, as an instrument for examining theories and tools used in concrete change work.

The system concept itself is fundamental to system theory. A system is always built up of several interacting
parts, often referred to as "elements". The system is built up from and consists of its elements. But not only
that - the elements must also have some form of reciprocal relationship. It is the elements and their reciprocal
relationships with each other that constitute the system.

The objects are the constituent parts of the system, the attributes are the features of the parts and the relationships
hold the system together." Sometimes the metaphor of an old-fashioned (mechanical) clock has been used
to illustrate the relationship between the elements in a system. When the clock works, the parts bear certain
relationships to each other and all contribute to the joint result. If, on the other hand, the clock is taken apart
and the parts put in a pile, they are still spatially close to each other but have no reciprocal relationships.

They no longer constitute a system, in spite of the fact that all the elements in the old system are still there.
A series is a collection of elements without any real reciprocal relationships, apart from purely spatial ones.
People in a ticket queue constitute a series. They do not know each other and do not in any respect function
in interplay with each other. If it now transpires that the price of the tickets is twice as much as expected,
the people queuing may begin to talk indignantly to each other. They organize themselves to make a joint
demand for tickets at the promised price. In this way they no longer act and function as a series, but as a
group, where the elements – the individuals – bear defined relationships to each other. They form a system.
Here we can also note one of the most distinctive features of a system: that the whole (the system) comprises
more and other things than the sum of its parts. The whole – the system in its entirety – has other features
than the individual elements have. The whole is not obtained by adding together the individual parts but is
something qualitatively different. To choose a destructive example: a criminal youth gang can plan and carry
out considerably more and more serious crimes than all the individual members together would be able to do
if they each acted individually. One aspect of this that is central to the understanding of the system concept is
the reciprocal effect between the elements that is a consequence of the fact that they bear a relationship to each
other. If one element is affected, all the others will also be affected. If a child, a member of the system that
a family constitutes, has problems with school (that is to say, something that is strictly outside the system), it
affects the whole family and its way of functioning. An element cannot be isolated except by being excluded
from the system. But the system that is then re-formed without this element is a different one from the previous
one. This feature of reciprocal effect also contains an important part of system thinking's potential for change
work. The system can be changed, set in movement, by one or a few of its members being affected. In the same
way, conscious change work, for example in a family, can take place by one or a few of its members being
affected. In this way the whole family's way of functioning is affected. When we talk about human systems,
most people perhaps think of small groups of people, such as youth gangs or families. (It was also in family
therapy that system thinking was first developed in our context. It has later been developed into a more general
perspective on human change.) But, strictly speaking, a single individual can also be regarded as a system of
different elements or functions, cognitive, emotive, physical, etc. Large groups, departments in a company or
a public agency, the whole company or agency, small and large communities, even countries, can in certain
respects be regarded as systems. When we use the concept here, however, we think mainly of the individual and
small-group level. However, even within relatively small systems, a division into smaller subsystems can be
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made. In the family system the children, for example, can form a subsystem, which in certain cases functions as
an independent system, in others as part of the bigger system, the family. In the same way, most departments in
a workplace can be regarded as separate systems, and, at the same time, there are formed and unformed groups
within the departments that constitute subsystems. Looked at in this way, the question of how a system should
be delimited perhaps becomes more a question of what dispersion level is chosen. Within a youth gang there
may be sections that form subsystems and are in certain respects in conflict with each other. To the outside
world they still appear as a whole, a collected system.

In order to function well and survive in the long run, every system must have some exchange with the
surrounding world. There must be an inflow into the system, in the most basal form in the form of physical
necessities, but also through information and knowledge. Every system must relate to the world around it and
to be able to do this the system needs knowledge and information. In a corresponding way, every system
is expected to produce and provide information and knowledge in order to be able to keep its place in the
greater context. The system interacts with its context, its surrounding world. This necessary openness towards
the surrounding world must also be balanced, however, with clearly drawn-up boundaries so that the system
is not dissolved or incorporated into other systems. If the youth gang is so open to the world around it that
belonging to it is not experienced clearly by its members, it strictly speaking no longer exists. The system
has been dissolved. Every system is thus dependent on this balance between "closedness" (maintaining closed
boundaries) and openness towards the surrounding world.

A system that closes itself off completely from the world around it will be stifled and founder in the long run.
The energy that exists within the system will become useless in the long run and will be used in such a way
that it does not benefit the system. In human systems you can then talk about mental entropy. The system then
receives no impulses from the outside nor any information or other forms of energy. It is common that more
and more of the system's activity is needed to defend its boundaries. A family system can completely close
itself off around defence of the husband's/father's addiction to alcohol. All its strength is used to defend this
"family secret". The adults' social intercourse and the children's friendships die out. Working life and leisure
activities break down. Everything is subordinated to the aim of hiding the state of affairs and preventing the
social shame that the alcohol addiction would give rise to if it became known to the outside world. In the end
all normal family functions cease and in the long run the family is broken up by its members leaving it. Such
cases are called dysfunctional families. The dysfunctional family may seem to function well for a time. "A
closed family is usually characterized by the fact that it has a clear inner structure, often hierarchical, that it is
governed by rules and that the individual is subordinate to the group. Such a family can function well as long as
it is not subjected to stress." When something happens to upset this (dysfunctional) balance, the "closedness",
the rigidity of the system, prevents the adaptation that would be necessary.

Every system must thus have a certain openness to the outside world in order to be able to survive and develop.
Paradoxically enough, it is consequently the case that the system must change in order to be able to subsist.
This, however, is a paradox that is resolved by our introductory statement – that change is the fundamental
condition for human and social existence. Being able to face changes, sometimes to fend them off, sometimes
to benefit from them, is thus a necessary condition for stability and development.In organization theory it is
usually said that one of every organization's basic driving forces is to survive and if possible also expand. In a
more general sense this can also be true for any system (naturally every organization constitutes a system). In
every system there is normally a built-in striving to assure its existence and the system organizes itself to further
this aim. A self-organization occurs within the system. The different elements, the people, develop or seek
definite positions or roles. In the family system, for example, the wife/mother traditionally takes upon herself –
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or is given – duties that are required in order to keep the system together and satisfy its emotional and expressive
needs. In working teams a certain "division of labour" is developed in many cases: someone is given the role
of "the analyst", another sees that decisions are put into effect – is "the doer", a third is 'the diplomat', who
helps to enable conflicts to be solved, a fourth is "the constant joker", who can help to neutralize the tensions
within the group, and so on. In this way the system's selforganization takes the form of a differentiation. The
stereotype roles that society provides, e.g. gender roles, facilitate this organization and differentiation. With a
term from system theory this adaptation mechanism can be called morphostasis. Morphostasis means that the
system is adapted continuously but always within its own repertoire. When the system goes outside its own
action repertoire through a basic change or restructuring, it can instead be described as morphogenesis.

An expression of the system's striving for survival is to develop a kind of balance between the constituent
elements where the system functions as well as possible. Such a – "healthy" – balance can be said to characterize
a functional system. This equilibrium, which is usually called "homeostasis", also means that the system
economizes with its energy as far as possible. An open conflict, for example between two managers at the
same level in a company, demands great energy, which is taken from the whole system. All the employees are
affected. If the conflict cannot be settled, the result is often that it is encapsulated instead, for example by the
two main actors, the managers, stopping speaking to each other. The exchange that it is necessary for them
to have has to be carried out in a roundabout way through their employees. The conflict is not settled but the
system learns to live with it. In this way the system can find a new equilibrium, a new homeostasis. At the
same time, this means that the system does not function as well as it might. It is no longer a functional but
a dysfunctional system.

The hierarchical level concept has been mentioned above. It entails a structure of super- and subordination,
that the systems (or subsystems) can be arranged in a hierarchy, situated above or below other systems. There
is also another level concept in system theory – logical levels. This logical level concept is taken up later in
the discussion of change of the first and second order. We would nevertheless like to elucidate it now, as it is
crucial for the overview of the system and its action possibilities that people have as members of the system.
While at a certain, given, logical level they are limited to seeing the possibilities offered within the system, on
the next logical level up they can also see alternatives to the prevailing situation. Consequently, options and
action alternatives increase. The discussion of logical levels is therefore fundamental to understanding how
real and lasting change can be achieved.

In the above section we have presented some fundamental concepts in system theory, a general theory that
is applicable in the most varying fields, in natural science and technology, but also increasingly in the
social and human sciences. Attempts to apply general system theory laws in the latter fields sometimes
encounter criticism. Critics say that system theory may be suitable to describe thermodynamic or other physical
conditions, but not to describe the incredibly complicated and multidimensional interaction between people.
Applying system thinking here involves a reduction and simplification that loses the nuances and what is
specifically human. We would therefore like to emphasize that we see system theory as an aid and an instrument
to make inter-human interaction comprehensible, a kind of basic model. The behaviour of people and groups
cannot be understood only with the help of the system theory. Other knowledge is also needed, for example from
the field of communication theory. System theory must be used in conjunction with a humanistic perspective
but can then be a fruitful starting-point for discussing change and intervention.
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Person-Centered Solutions

At one level, there is the issue of efficient use of services – individuation and a focus upon coping capacities
is more demanding of time and professional involvement than information-providing services. This is not
to suggest that information-provision represents a low level of service, or that more in-depth counselling is
a costly investment of time and effort. Individually oriented services are after all not only of benefit to the
particular individuals seeking help - such services also benefit the wider institutional and social systems when
data regarding the difficulties and solutions brought to the fore through counselling are analysed, and the
analysis is fed back into the systems. Such feedback can then be used by the systems (e. g. tertiary education
institutions) to make them more efficient and responsive to the needs of the people they have been set up to
serve.

At another level, person-centredness is important because of its contribution to pitching human services at the
correct and appropriate levels of intensity. If a problem in which lack of information is the major issue is dealt
with in a way that is too psychologically focused, this could lead to the pathologising of the situation. The help-
seeker who searches for answers within his personality runs a greater risk of finding neurotic roots to problems
and of thereafter perhaps becoming used to searching for psychotherapeutic solutions, instead of adopting more
rational (information-based) approaches to the everyday difficulties.

In Wiegersma's model, the fifth level of service is that of psychiatric, medically-based, treatment, and the step-
by-step application of the concept of person-centredness does not extend to this level. Psychiatrists follow their
own diagnosis and treatment approaches. Person-centredness is first and foremost then a concept applied to
counselling, and in order for it to be successfully applied within the human services, attention also needs to be
given to the other meaning of the concept that is of it as a principle in the helping relationship.

Person-centred therapeutic communication

It is through the work of psychologist Carl Rogers (see e.g. 1992) that person-centredness as a principle of
practice became well known. According to Gladding (1998), the concept is in truth but an aspect of the entire
non-directive, humanistic approach to counselling which is so closely bound up with Rogers' name and work.
At the heart of the approach is the notion that the helper places the onus on the help-seeker to determine the
direction that therapy should take in terms of both its content and structure. The helper creates the therapeutic
space most conducive to the helpee's self-expression, and the major task is to understand the helpee and give
feedback on that understanding. Through this process, the client achieves a greater level of congruency with
him/herself and his/her feelings.

Rogers made reference to four factors which contribute to making the therapeutic environment a facilitative
one, namely
• Unconditional acceptance of the client;
• An empathic attitude, leading to empathic feedback;
• Congruency;
• Focusing on the here-and-now of the therapeutic interaction;

Of these four, empathy and congruency will be examined in greater detail here.

Empathic feedback

The following are some of the primary features of the empathic attitude and empathic feedback.
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1. The client describes his/her feelings or relates an experience to the counsellor, and this may contain openly
positive or negative attitudes towards a significant other (perhaps even the counsellor). Occasionally, the
client may also speak about symptoms or problems.

2. The counsellor focuses primarily on the here-and-now feelings that the client has in connection with that
narrative. If the client has been speaking about symptoms, the counsellor may place emphasis on the
expressed feelings or on meanings that emerge from the non-verbal behaviours of the client, as appropriate.

3. The counsellor works through, and helps the client to integrate, the expressed feelings by doing the
following:
• Moves beyond the client's generalised messages and hazy expressions, and replaces these instead with

concrete expressions, and by so doing enhances the client's own abilities to express feelings concretely
• Shows understanding of, categorises, and provides appropriate verbal codes for those feelings
• In certain cases, the counsellor provides feedback on content that hasn't been verbalised by the client, but

which is inferred from what the client has said or the emotional reactions she/he gives. In the literature,
this has been referred to as 'advanced accurate empathy' (see e.g. Egan, 1994, who also writes about the
counsellor following his 'hunches')

• In association with the above, the counsellor gives freedom to the client to express emotional reactions,
and tries to point out those situations in which the client seems to be specifically investing emotional
energy. Empathy lies at the basis of what has been termed by Casement (1999) trial-identification and
it's rather a case of the helper using his empathy is an unintentional, almost automatic way. On the other
hand, other therapeutic approaches recommend a far more personal, intentional use of empathy on the
part of the helper (see Casement, 1999).

4. The helper provides feedback and conceptualises for the client's benefit the emotional content that has been
worked upon, with a focus on helping the client to understand and accept this feedback. Several writers
recommend specific verbal prompts to assist in the provision of this feedback, such as: "As I see it ... you
feel ... when ... (content of behaviour or experience) happens. Is that accurate?" There tend to be four
constant features of such prompts, namely
• The feedback is focused on the individual, and the helper makes sure that the helpee understands that

his feedback is personalised
• The feeling is named and described
• The context of the feeling – the conditions under which it is felt – is identified
• The feedback is given in the form of a statement, not a question (in classical person-centred therapy,

questions are used only in exceptional cases). At the same time, the statement is made with a tentative
intonation that allows the helpee in turn to .indicate whether he/she believes the counsellor has understood
his/her situation accurately.

The above-mentioned points are well illustrated in the following excerpts from a case study published by Carl
Rogers – the so-called ‘Gloria interview' (1992). A divorcee and single parent, Gloria was feeling guilty about
having new relationships and believed that her daughter Pammy viewed her sexual activity in a poor light. At
the same time, she believed that she would not be happy and balanced without these relationships – that was
her dilemma. The following excerpt from her discussions with the counsellor (Rogers) shows how she was
dealing with this dilemma.

"Gloria: I feel that there's going to be a time when she loses trust in me, yes. And then I also think, goodness,
what if she were just a little older and finds herself in a difficult situation? She probably won't want to share it
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with me, because she'll believe that I'm so good and sweet. Still, I'm afraid of her thinking poorly of me. And
I so want her to accept me. But I don't know how much a nine year old can grasp.
Rogers: And you're thinking deeply about each alternative and also about the possibility that Pammy thinks
you're too good, or better than what you actually are.
Gloria: Yes.
Rogers: Or perhaps she's thinking you're worse than you actually are.
Gloria: Not worse than what I really am. I'm not sure if she understands, if she can understand, what kind of
person I am. I believe that I create an image of myself as pleasant and motherly. In truth I'm a bit guilty about
my shadow side.
Rogers: I see. That's going a bit deeper now. The question is whether your daughter would accept you, or could
accept you, if she truly knew you."

In the literature, the above kind of communication act is generally termed the empathy-verbalisation (EMP-
VERB) cycle. As a therapeutic skill, EMP-VERB has been developed and its effectiveness measured in certain
approaches (see Tringer, 1995). Within EMP-VERB, two basic features can be identified, namely:

- through empathy, the counsellor arrives at an understanding the clients verbal and non-verbal messages, and
metacommunication.
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Leadership Solutions

Classic leadership solutions follow the line that leadership skills and management techniques can solve or serve
the base for the solution of an organizational crisis.

The key concept here is organizing: delegation, empowerment, prioritizing can bring the team together and
raise working effectiveness.
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If there is a crisis, it is a result of an organizational and leadership problem with these key issues.
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Developmental Solutions

Greiner's Growth Model is a traditional but still very useful model of organizational crisis. Greiner
conceptualises organizational development as an universal process – all kinds of organizations, groups, teams,
human systems grow this way, according to his scheme.

This concept has been under criticism for years since its formulation during the 1970es, but as a working
concept it is very useful and can be divided into learnable and manageable crisis management tools.

The system is usually illustrated in the framework of the "Greiner Curve".

Growth Through Creativity

This first phase is the creative founding of an organization which usually involves more informal
communication and ends with the need for formal and more "organization-like" practices.

This changeover is called the "leadership crisis", when the systems of friendship has to be transformed into a
more formal chain of command. Sometimes it is seen as a real loss within the organization, because a perceived
congruent functioning has to be transformed into something "official".
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SEE VIDEO LINK [http://www.youtube.com/watch?v=RhkmnRVCd1g]

Growth Through Direction

The organization is well functioning and thrive – however, too much work and too much possibilities endanger
the team members and risk of burnout processes increase with further development. Especially "people in the
middle" suffer from this situation, who work and organize all day without the minimal change to recover after
the ovewhelming workload.

This phase ends with an Autonomy Crisis: new structures based on delegation are called for.

This is a very special set of problems, while in is highly dependent on the global environment where it is
embedded. In the days of global financial and economic crisis, this phase is usually seen as a "necessity" -
work more for less compensation.

However, it is not good for either sides – neither for the company, nor for the colleagues.

http://www.youtube.com/watch?v=RhkmnRVCd1g
http://www.youtube.com/watch?v=RhkmnRVCd1g
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Growth Through Coordination and Monitoring

Growth continues with the previously isolated business units re-organized into product groups or service
practices. Investment finance is allocated centrally and managed according to Return on Investment (ROI)
and not just profits. Incentives are shared through company-wide profit share schemes aligned to corporate
goals. Eventually, though, work becomes submerged under increasing amounts of bureaucracy, and growth
may become stifled.

This phase ends on a Red-Tape Crisis: A new culture and structure must be introduced.
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This phase is a typical organizational developmental crisis where individual crisis does not coincide with
organizational functioning. This is where alienation becomes prevalent; a relatively well-functioning system
is against the individual creativity.

Alienation vs creativity

Thompson and McHugh (2002) describe several responses to problems of identity loss at work:
• Contradictory consciousness, resulting in deviant behaviour;
• Unconscious resistance which may give rise to mental disorders;
• Development of individual capacities and interests outside of work;
• Participation in collective action through unions or other coalitions.

This may seem similar to burnout, however, it is important to note that burnout is a reaction to inner reality
while alienation is an action against the establishment, the socia reality, the organization.

Bureaucracy vs intelligent shortcuts

The stifling effect of bureaucracies has been long known about, as Adler (1999) remarks in respect of
bureaucratic red tape, over-controlling bosses and apathetic employees, there is a need to "set free the creative
energy of employees by attacking the bureaucratic features of the organization." This is not to deny that
bureaucratic structures, or assembly lines for that matter, have given much to the world by way of increased
efficiency and productivity; but the fact remains that a large part of scholarly research is aimed at trying to
redress the malfunctions of these structures in an effort to engage employees with organisational goals and
overcome their alienating effect.
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Growth Through Collaboration

The formal controls of phases 2-4 are replaced by professional good sense as staff group and re-group flexibly
in teams to deliver projects in a matrix structure supported by sophisticated information systems and team-
based financial rewards.

This phase ends with a crisis of Internal Growth: Further growth can only come by developing partnerships
with complementary organizations.

Growth Through Extra-Organizational Solutions

Greiner's recently added sixth phase suggests that growth may continue through merger, outsourcing, networks
and other solutions involving other companies. rowth rates will vary between and even within phases. The
duration of each phase depends almost totally on the rate of growth of the market in which the organization
operates. The longer a phase lasts, though, the harder it will be to implement a transition.

Grief Recovery Solutions

Grief recovery is a psychological process early formulated by Freud (1917) and later compiled into methods
and training processes and crisis management tools (James and Friedman, 2010)

This approach includes some important standpoint for crisis management work:
• no time needed after the loss – immediate crisis management is important in grief recovery actions.
• grief recovery is a positive process: all positive therapy effectiveness factors (Lisznyai, et al, 2012) are

fullfilled.
• Grief recovery is a 3-way process: the loss, the partner and the self are needed to be restored;
• Grief Recovery is action-oriented: in order to overcome grief, you have to DO something, the aim of crisis

management therapy is to formulate creative action.
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Experiential Solutions

Confrontative crisis facilitation

Addiction – a characteristic of human problems beyond psychopathology

Addiction is prevalent in a lot of everyday organizational and individual problem:

procrastination



Counseling, therapy and consultation

&ULVLV�LQWHUYHQWLRQ�VNLOOV
74

eating disorders
health risk behaviour
economic decision making anomalies

The approach to this element of the underlying crisis requires a special approach and one possibility is
"experiential" action.

Addiction is a personality disorder that is characterised by several fallbacks, relapses; once chemical addictions
are eliminated, the earlier described personality disorder draws the clients back to the addicted lifestyle. The
drug addicted career, therefore, is a way with several attempts to get out of the circle and then fast relapses into
the addictitive patterns. However, after years of this kind of career, the individuals are exhausted considerind
both their body functioning, personal resources and life perspectives. When perceiving this situation, a special
kind of crisis arises: a turning point, "exit" from the addictive career, a real personal choice of choosing between
quitting or the continuation of the addictive career and facing the most serious consequences. This crisis,
however, is overshadowed by the dysfunctional personality functioning, and the "exit" can be passed without
ralizing the chance to make an honest decision and taking steps towards changing the whole set of dysfunctional
patters.

A special intervention method is the facilitation of this creative crisis; breaking the manipulative games and
confronting the clients with their condition and choices.

Elements of the intervention process:

Confrontation: the facilitation of creative crisis.
Taking responsibility: integration of social dynamics into personality dynamics.
Forming concrete contracts and rules.
Devising the dynamics of the therapeutic space.

Facilitation of creative crisis

The role of the helping relationship

The drug addicted personality evokes involving, nondirective help out of the helpers. The helper in the crisis
facilitation phase, therefore, identifies with the antithesis of this pattern; he sharpens the situation and openly
expresses what is at stake in the situation. This attitude involves the refusal of the drug games, delegates full
responsibility to the client for his/her decision.

This kind of helping relationship is a high-threshold one: only clients who can express a clear decision of taking
steps towards change and who can keep the very strict borders of the relationships are let enter the helping
relationship.

Creative crisis, catharsis, and the role of the helper

Most of the therapeutic approaches base on the factor of client insight when attempting to reach positive change.
Insight refers to a cathartic reorganization of attitudes, perspectives, a new system of values and attitude towards
the everyday management of life. However, almost all these approaches are trying to achieve this aim through
helper feedback and active client participation in the overcoming of resistances and dysfunctional thinking and
behavioural habits.
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This approach, however, delegates an active role to the helper to facilitate this cathartic process. Most of the
psychotherapy systems contain an element of confrontative feedback and crisis facilitation (in psychodrama,
for instance, the therapist applies active mirroring in order to provoke the reanimation of old conflicts), but in
case of crisis facilitation with drug addicts, this part becomes a distinct therapeutic phase to make the client
able to cooperate in rehabilitational work.

8.3. Case Studies

Case study - a "new marketing generalist from the night"

Coaching

A Hungarian division of a multinational company is under an organizational crisis. A new general manager
is appointed to lead the division from Belgium. He and the rest of the management do not fit well, constant
disagreements, non-cooperation, conflicts emerge after the new general manager's enrollment into the new
position.

From the point of view of the general manager:

The Hungarian management simply lack the very basic business attitude towards organizational problem
solving. They do not accept anything new, they are always complaining, they hinder the minimal change of
the old rules and ways of thinking. They should know that I am the last chance of the organization, if we all
do not change and improve efficiency, the international headquarters simply will close down the whole thing
in the future. This is why it is absolutely inevitable, that we apply new leadership, management frameworks
and ways of thinking. Renew or perish, this is out choice, but as far as I see, my management team is unable
to grow up to the new challenges. I am deeply disappointed, in my country, these guys could not even be bus
drivers, let alone company managers.

Form the point of view of the management (the marketing and sales, hr and controlling managers):

The new general manager has been a great disappointment for us so far. He is hostile towards the Hungarian
culture and projecting a huge superiority towards us. He does not believe in the management, does not believe
in our expertise.

He tries to imply new practices and thinking without considering the necessary integration process into the
already existing systems. This can be a basic fault and he does not seem to be aware of it. He alienates himself
from the organization, does not respect us not only as managers but as human beings.

An addition from the hr manager: she lashed out against the general manager because he decided in hr issues
without the coordination or even the information of the hr department. With the words of the hr manager: "he
went out to the nightlife of Budapest and met a lady there, and the next day he said this lady will be a new
marketing generalist. This is outrageous, cannot be taken seriously in any normal company environment."

Coaching task: you and a colleague of yours hired by the hr and have a chance to have a first briefing talk with
the general manager for half an hour.
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Role play

Describe your consultation strategy prior to the meeting!

TASK

Case study - kings and slaves

Case study - a non-profit organization has been sinking into financial crisis for a year, due to management
problems and negative economic changes in the global environment.

The management of the organization do not want to reflect to the changes, they try to maintain the level of
functioning in the organization and keep the whole staff, hoping that they can get a major grant or sponsorship
that can change the course of the events.

This non-reaction keeps the staff anxious and nervous, and they start to urge the management to make decisions
to avoid the complete financial breakdown of the organization.

The process goes on and none of the hopes of the management are fulfilled, and it seems necessary to get rid
of two-third of the personnel of the organization. The staff seems to be content and accepting the unavoidable
until a strange piece of information leaks out: while the organization is under crisis and most of the experts
are working for reduced salaries, the management keeps their honors on a very high level, even doubling it
since the beginning of the crisis. Members of the management argue that they had to face an even tougher job
than ever coping with the financial shortcomings and organizational stress and they deserved the high level
management salaries, but the staff is full of rage: they had been working for less than a minimal income while
the management worked for twenty times more in the middle of the looming bankruptcy.

Task: you are about to create a restorative mediation circle for the staff and management.

Please describe the initial strategy prior to the first meeting.

TASK
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Case study - "bullying in heaven"

Your are approached as a leadership coach and requested to act in a confidential way.

The organization who asked for your assistance is a well-designed and leading IT development center, that is
proud of its non conventional and informal organizational culture. Person-centered attitudes and human values
are considered to be of high importance for the company, and respect for individuality and freedom is prevalent
in every levels within the company's everyday life.

The problem aroused is related to bullying. A colleague committed - luckily unsuccessful - suicide and then
reported that he felt emotionally abused by colleagues, especially when he had to present reports, or was in
the center of attention otherwise.

This colleague was considered as "uncultivated" and not using the elite style of communication by most of
the colleagues at the company.

The management sees the absurdity of this attitude but do not know how to approach it, especially because
they do not use very much directive leadership skills anyway.

Task: try to work out a strategy to stop bullying at this workplace.

TASK

Study - no truth on Earth

A company faces the challenge of inventing a new leadership framework.
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This relates to the change of the company's organizational culture.

The process goes on and provides good results, the management, senior learns and all employees understand
and below new attitudes and approach to organizational problem solving.

However, as the process goes well, the basic numbers of the company do not improve simultaneously, they
even decline in some key areas. The management reacts in a very nervous way because this can undermine the
legitimacy of the organizational culture development in the eyes of the company owners and investors.

The management are impatient - they need results very soon and at the same time, they have to keep a positive
attitude towards the already running OD process.

Task: create a strategy for keeping the processes together and harmonic at the same time.

TASK

Study – Qualitat

You are hired as a coach for a private investor, who starts to run a movie theater in an Eastern European city.
Your client is of German origin and has very high quality approach to work and business. He likes the saying:
" one thing that proves to be real worth in life is Quality".

However, this approach does not seem to work on this occasion. The movie theater is rather unattended, the
environment is too fancy for the local youth to attend and the movie database of the place does not provide
the variety that is demanded by them.

Your client does not react well to the standard recommendations: to use a different movie set, focusing more on
young people, or create a more convenient environment instead of the marble and oak enterior and expensive
drinks.

Task: how could you change the stuck situation and influence your partner?

TASK
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Study - "please me" leadership

You are coaching a very successful managing director of a commercial company.

He is successful on the level of sales and strategy, but as a leader he does not enjoy the respect and authority
from the side of all employees. He is usually seen as a "soft manager" someone who is feminine, and does not
have the power to influence people.

Part of this image is intentional and the manager sees himself as open and person centered, he is rather proud
of the fact that he can be approached without fear and reservation.

His office is open anytime, any moment for colleagues. People are popping in, complaining, communicating
their situation at the company all the time, and the manager is dealing with their issues.

His openness and warm regard, and at the same time, the lack of managing power, builds up a burnout-like
state of mind and dissatisfaction in the manager.

In the course of coaching, upon a question by the coach (how do you see your own attitude towards colleagues?),
an instant reply comes: "I hate them".

How would you react to the situation?

TASK
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Study - "everything against us" - even cockroaches

A NGO has great traditions but now is in deep trouble. Financially it has lost its foundation, and financial
problems even with personal responsibility may arise. Monitoring comes after monitoring, and the organization
falls into chaos.

Colleagues they are not paid their salaries for months, the head of the organization is seriously depressed
because of the situation arised.

One day, as a biblical synchronicity, cockroaches flow out of a computer monitor in the office. Panic is
everywhere, the colleagues feel this is the end of the world.

You are a supervisor in this organization, what is your approach to handle the situation?

TASK

Study - last survivors - in the building like titanic

In the framework of a nationwide institutional reconstruction and reorganization, all state-owned companies
in a building are closed down and re-institutionalized in another place and framework.

As usual in governmental reconstructions, the building up of the promised new organizational structures are
rather delayed. This creates very strong anxiety among colleagues, and most of the divisions are losing their
staff and those who can find new alternatives for making a living leave the stated-owned conglomerate.

One division of all could keep the staff together because of a very strong OD tradition. This created a strange
situation, this division still worked in one of the stories of the huge office building, where all other divisions
and companies, offices were emptied.

One day, on a division meeting this situation creates a feeling of "depersonalization" in the staff of 20 colleagues
in the opening departmental meeting. "Like the Titanic", "we are the last survivors after a nuclear war", and
remarks like these describe the situation.

How could you manage this group process?
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TASK

Study - from community to betrayal

In a multinational company one of the controlling department leaders has failed in a standard audit.

It turned out that for a long time now, he has used the company to get bribes and illegal income from partner
representatives.

This was a great shock for colleagues who knew him as a man of quality and honor, and now do not have a
clue how to interpret the situation and relate to him personally and professionally.

How could you mediate this situation?

TASK

Study - human risk of a new marriage

A family business is set up with the financial and personal aid of supporting relatives, and seems to function
on a minimal and colloquial basis.

After some years of minimal existence, the enterprise receives a substantial contract from a local major service
provider. This means a real chance for the organization, and this chance could be utilized after the sustainable
social support from the family related owners.
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After some years of spectacular success and mainstream development, one of the owners - who, until this time,
remained in the background not even monitoring the activity of the company - initiated a global company
meeting with all steakholders and management.

It turned out that this man changed his life abruptly - divorced and about to establish a new family. For the
sheer horror and surprise to the management, he planned to get rid of all his shares and even to turn down
the most of the company production capacity and sell it to competitors, for the sake instant money withdrawal
from the company.

After the shocking conference, the management faced a critical issue: should they fight against a family
member, with deep personal connections to almost all members of the management, or leave years of work
and development crumble to dust.

The management asks an independent consulting team to sort out this problem.

TASK

Study - suicide at the workplace

In a fast food restaurant one of the colleagues committed suicide and died a week ago. All the colleagues in the
same team are shocked, especially the line manager, who tried to play a supportive role to this rather depressive
and self-destructive girl.

On the day of the suicide, the line manager ordered the girl to leave the place because she'd been late for almost
an hour. They never saw her again after the successful suicide attempt.

The feling of guilt and anger, grief are present in the workplace.

You are hired as a grief recovery expert.

TASK



Counseling, therapy and consultation

&ULVLV�LQWHUYHQWLRQ�VNLOOV
83

8.4. Individual Case Examples

The Initilal Phase of the Helping Process

Sherzer and Stone (see in Gladding, 1998) refer to the establishment of the relationship between helper and
helpee as the "building of rapport", and while some writers regard this as a sub-phase of the first interview,
others would regard it as the very foundation of this phase. Gladding (1998) makes the point that the building
of rapport cannot be seen as only a part of the first interview, because it refers to the entire process of ensuring
that the client's welfare is being catered for and that his/her sense of comfort is being increased.

Ivey (1987) describes rapport-building as the establishment of agreement between client and helper and the
creation of a trusting atmosphere within which the therapeutic work can take place. At the same time, he refers
to it as an independent phase of the counselling process. For Ivey, the crucial skills that need to be creatively and
spontaneously brought into play by the helper in this phase are those of ongoing encouragement and enhancing
of the client's abilities, as well as highly developed attending skills.

In Corey's (1990) writings, the attitude of encouragement is a unified, reinforcing phenomenon which plays an
important part in behavioural counselling and psychotherapeutic endeavours. The presence of the counsellor
is in itself a source of reinforcement and reward for the client.

Amongst the tools for building rapport are the introductory questions posed by the counsellor, or, as
Gladding(1998) writes, these are the questions that place the initiative for the helping process in the hands
of the client. There are clear differences between the kinds of questions posed within the psychotherapeutic
approach, and those generally asked in a medical situation. They can indeed be sources of encouragement for
the client if those questions help him/her to realise that the direction of the session depends on him/her, and
to this effect, Gladding recommends questions such as:

What would you like to speak about with me?
What was the reason for wanting to meet with me?

The efficiency of these questions depends greatly of course on their sounding natural and goal-focused,
providing the client with the real sense that he/she can determine the course of the interview. Another useful
question in practice might be:

How would you like this session to be filled?
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Questions such as these are useful also in the sense that they give indications of the conceptions of success
that the client may have regarding the sessions.

Within family therapy literature, the establishing of rapport and building of a successful working relationship
is often referred to as "connecting". As Insoo Kim Berg (1995) writes:

"In the first place, the task of the therapist is to open up to the client, to lay the foundation for warm and positive
feelings that can lead to an increase in confidence that he is a person worthy of such trust. This is achieved by
a combination of verbal and non-verbal, complex and less complex gestures, and a host of other skills." (Insoo
Kim Berg, 1996).

Insoo Kim Berg's text refers to work carried out with multi-problem families (and, within individual therapy,
with the members of such families). It is of even greater importance when thinking about the establishing of a
helping environment in such cases, compared to the examples of crises that arise from psychological and life
conditions factors. Kim Berg's work is an example of problem-focused therapy (see also De Shazer, 1991).
In this approach, problem-solving not only refers to the techniques that are adopted toward situations which
arise within therapy, but also to those situations that can be regarded as the natural, normal condition of the
target system (the individual or family, etc.). The family system in this approach cannot therefore be regarded
as "the enemy". It would be far more important for the counselling process to give rise to strategies that would
be useful in managing change, than to strategies which may themselves lead to change or that are designed to
lead the establishment of self-preservation of the individual based upon resistance toward the family.

De Shazer and colleagues developed this approach to family therapy at the Brief Therapy Center in Milwaukee
in the 1980s. In the approach, the essence of the therapeutic work is to understand the ongoing changes that
are occurring within the family and to find ways of managing these changes effectively. Amongst the writings
dealing with individual therapy, it is Kelley's (2000) "self-presentation psychotherapy" model that comes
closest to the approach adopted by the family therapists. In this work, the primary issue for therapy is not to
unfurl the problem and find solutions to it, but rather to build up the individual on the basis of the unfolding
of a positive conception of the self.

Kim Berg provides a number of specific guidelines toward the building up of a co-operative atmosphere
between therapist and client. In particular, in answer to the question as to how the therapist can connect with
the client, he suggests the following.

"Before meeting with the client, place yourself in his/her situation and imagine what you would want from the
therapy and what you would do for it. Don't forget to put personal feelings aside, and to have instead a level
of objectivity, not completely devoid of curiosity, however.

Avoid professional jargon and use instead simple, everyday language. Avoid words that the client isn't likely
to understand, but would be more calculated to confuse him/her. Jargon can be confined to use in meetings
with colleagues or other professional people.

The first meeting has a determining effect on the tone of all subsequent contacts. You need to make use of
friendly, positive words. Think about the kinds of things that are likely to lead to the development of self-
protective behaviours on the part of the client, and make all attempts to avoid them. Try saying things such
as: " It's my role to keep peace within the family. It's clear that your family is undergoing difficult times, and
I would like to know in what ways I can help".
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Find key words and phrases that the client is likely to use and attempt to use them as well. For example, if the
client sys that it's the ‘chattering of the kids' that gets him down, you could say something like, "So, when the
kids are chattering, how do you try to quieten them down?"

Behave in a way that shows that you accept the way in which he/she conducts him/herself and how he/she
sees or explains things, even if this may not seem logical or rational to you. One must remember that to the
client these ways are real.

Avoid direct confrontation and steer clear of issues that will only lead the client into defensive positions.
Arguing, or the heavy exchange of words, should be avoided at all costs. It is far more useful to occasionally
accede that there are differences of opinion between you and the client, and that some issues may need more
work on in the future.

Avoid taking on the role of expert regarding the client's problem situation and, where possible, try not to ‘tell
him what his problem is'. If the therapist takes on this expert role, the onus lies on him/her to provide evidence
for a given point of view, especially in cases where the client disagrees with the ‘diagnosis'.

Instead of placing expectations upon the client to adopt the kind of thinking that is prevalent within the
profession, the helper should rather try to approach the way of thinking and behaviour of the client on its own
terms. Not only will this prevent all kinds of difficulties in the helping relationship in the long run, but it is
also the more relaxing and principled method.

It is useful to provide as much praise as possible for the client in the early phases of the work in whatever
aspect he/she shows some level of success.

In work with families, the therapist should not place him/herself overly on the side of the children, but rather
provide reinforcement for the parents when they are attempting to do things in the children's interests.

Pitch your language at the client's level – in a majority of cases this will imply using more concrete and less
abstract terminology.

After fact-finding, it is useful to pose the following questions to yourself:

What is important to the client?
What would the client be able to understand?
What problem-solving mechanisms are available?
What kinds of success or failure has the client experienced in connection with the problem up to the present?
How does the client view the problem – how does he/she make sense of the fact that this problem exists for
him/her now?
What would the client be prepared to do, and what not?
In dealing with the problem situation, what resources can be relied upon – extended family, neighbours,
religion, friends?"
(Insoo Kim Berg, 1992)

Most professional writers recognise that this is the most difficult phase in the treatment process, especially
since the kinds of skills and techniques that need to be applied are the most difficult to learn, and require the
highest levels of spontaneity and appropriacy. To complete this section on the relationship-building phase, the
following points can also be made.

Congruency, Acceptance and Rapport
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As can be seen in some of the points that Insoo Kim Berg (1995) makes (for example, to accept the way of
thinking and behaviour of the client on its own terms), it is necessary for the therapist to occasionally ‘reach
down into' the client's world-view, however bizarre and unusual this may appear. Psychiatric literature is replete
with injunctions to reach down to the patient's level, and indeed a basis of relationship-formation with psychotic
clients is the ability to ‘believe' them and those irrational things that make up their world and their problems.

At the same time, as Rogers (1961) wrote in connection with the principle of congruency: "In my relationships
with real people, I came to the realisation that in the long term there is no value in revealing aspects of myself
that in truth do not exist." This therefore brings into question the value of acting ‘as if' we accept the client's
bizarre and irrational thinking – to what extent does it serve the purpose of establishing a real connection with
the client?

This point is particularly relevant in cases where:

the client's thinking contains elements of prejudice and discrimination on the basis of race, gender etc.

the client places the blame for his/her problems on others when it is clear to an outsider that the client is him/
herself at the centre of the problem situation

the client's thinking can lead to harm to others in his/her family, workplace etc.

In other words, there are often real obstacles in the way of gaining the confidence and goodwill of clients, and
in such cases, referral to another professional is not a solution either. If we find difficulty in accepting our
clients, it is probable that others will have the same difficulties. Nevertheless, at the heart of the principle of
congruency lies the ability to accept our clients, even those for whom a basic problem is that they are incapable
of finding supportive relationships within their everyday environments – perhaps exactly because of the kinds
of attitudes (mentioned above) that they have.

The question is thus: how do you preserve the sense of congruency that is essential to the encounter with the
client when, in the relationship-building phase, "you need to behave in a way that shows that you accept the
way in which he/she conducts him/herself and how he/she sees or explains things, even if this may not seem
logical or rational to you"?

Some guidance can be derived from the psychoanalytic literature. Jung (1952), for example, makes a distinction
between mental and physical reality, and suggests that mental reality is in no way less of an objective
phenomenon than physical reality. Hence, while it may not seem rational, the client's words are real to him/
her, and it is at this level that we need to respect those words and identify with them. Some valuable points
are also made by writers within the phenomenological tradition. Husserl (1931) recommends a method to be
used in the process of making a phenomenological assessment that he terms "bracketing". Material available to
the consciousness is examined in its own right, without reference to its possible connections with real events.
Phenomena are hence regarded as imaginable on their own terms, and due justice is given to their importance
within the client's life situation.

We should perhaps not avoid the point that this approach contains an element of naivety. But even if it does,
it should not imply reduction in the power of therapy. This, at least, is what can be deduced from the example
of Freud, whose well-known ‘naivety' led him in some cases to give credence to the imaginings of even those
diagnosed with paranoia – in any event, later generations of psychoanalysts regard this as an aspect of his
genius as a therapist (Jones, 1961).
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Use the Following standpoints to find action guidelines for the following case examples.

CASE 1: The Unemployed Chef

A client (male, 42yrs) just become unemployed 3 moths ago. He is a cook, he could find new jobs, but not
willing to do anything, become rather unmotivated: "I do not want to work any more for a minimal wage" "I
hate the corruption in catering industry, you have to cook with bad ingredients, make shit for people", he is not
willing to move out of his apartment. He is running out of money, not paying the rent etc.

He is developing a serious depression, hating and aggressiveness towards the world. Please conceptualize it
according to the psychodynamic approach, add new details you can imagine as family history, etc, and draw
some outlines of a possible treatment plan.

TASK
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CASE 2: Disease

Tell an example of CONGRUENCE in a healthcare setting: communicating the diagnosis and the prospects in
a very serious, even possibly a terminal disease.

A possible context (you can choose a different one): a 26year old girl just developing epileptic attacks - with
no epileptic diseases, personal history background. Questions of medication, possible diagnoses arising. Her
reaction is motivationless, complying, giving up attitudes. "OK? My life is over", "OK, just I will end up
demented in a hospital, never having family, husband". How can you use CONGRUENCE here?

TASK

CASE 3: Family Therapy

You are conducting a family therapy (husband, wife, boy - 8 years, girl, 17 years), and in the middle of the
session, the 17year old girl shows that she is harming herself: her arm is full of fresh wounds made with a knife
at home. The family is becoming frightened and furious, how do you react, upon what base? (You can give
new elements and details upon imagination).

CONCEPT: BORDERLINE as a system-factor, how different elements of borderline functioning (anger, self-
harm, substance abuse are interconnected in a family system).

TASK
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CASE 4: Parade

Imagine a father who just becomes informed that his 17-year-old son is gay. He is rejecting, saying his son
is crazy, antisocial, he never wants to be together with him until he changes his "pervert" attitude. Tell me a
(believable) story upon "FLOW OF INSIGHT" how he can change his attitude through counseling.

TASK

CASE 5: Wanda

Wanda (female, 28 year old) is abandoned by her boyfriend after a long relationship (5 years). He left her for
another girl. Since then, Wanda is really upset and obsessed; all the time, she tries to find why her boyfriend
left her. She blames herself a lot, she thinks that she is not beautiful enough or she didn't reserve enough time to
her boyfriend or she could threaten him better than she has done although this loss was not because of specific
behavior of her. She creates many reasons and thoughts to understand what happened. She feels alone and
when she thinks about the situation, she finds herself guilty, she behaves impulsively, drinks a lot, she cannot
forget the feeling of guiltiness. She developed a serious depression. Her emotions are extreme and changes
often. She even tried to suicide once. Since she thinks that she was a terrible person for her boyfriend, she
wants to punish herself.

Another detail, her father left her family when she was a child and she has this fear of being abandoned by
someone that she is attached.
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This is borderline personality disorder described by unusual variability and depth of moods, unstable self-
image, unstable relationships. Mentalization based therapy is used to help these clients, the focus of the therapy
is enhancement of mentalizing itself. The goals of the therapy are better behavioral control, increased affect
regulation, and the ability to pursue life goals. In Wanda's case, she has to focus on her feelings and thoughts
about her self-image and this will be a long-term therapy.

TASK

CASE 6: Sports career breakdowns

Thomas (male, 26) started to play tennis when he was a child. He practiced a lot and participated many
championships etc., during his childhood and adolescence which lead him to be professional. He works with
his coach since 4 years. His coach gives advices to him to be the best on the court and also for his private life.
‘‘You should wake up really early today, although you are on holiday, you should practice.'' Or ‘‘You should
be serious in front of the cameras, your image is really important for your fans'' etc.

After some point, he just does what his coach tells him. He thinks that his coach's thoughts are really important
for him to be successful, if he doesn't listen his coach, he would fail. Although he does not agree with his coach
all the time, he forces himself to behave like he says. That would not be correct not to listen him. He comes
to the counsellor because generally he feels anxious and sad.

In this point, counsellor should use the person-centered therapy, which is created by Carl Rogers. The goal
of therapy is to provide clients with an opportunity to develop a sense of self wherein they can realize how
their attitudes, feelings and behavior are being negatively affected and make an effort to find their true positive
potential. Three elements are important on this therapy: Congruence, Unconditional Positive Regard, Empathy.
In his case, he is under influence of his coach's advices, he doesn't listen himself. He just wants to do what
his coach is worth to do. So, counsellor should let him speak about himself and try to help him discover his
nature, his real wishes and feelings.

TASK
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CASE 7: JANET

And finally, a case from the literature: (Source: Oltmans, T., F., Neale, J., M., Davison, G., C (1986) Janet:
Unipolar Depression. In: Cases Studies in Abnormal Psychology. New York: John Wiley and Sons. pp 77-95.)

Janet continued her studies for a few more months. The children assisted with household chores. There was
even some time for recreation. She went out on two occasions, but these turned out to be unpleasant: on the
one date, the guy was incredibly boring, and in the other, the guy was problematically pushy. After this, Janet
didn't raise a finger to develop new acquaintances. She saw the situation as far too complicated and risky. She
regarded the single parents' club as a kind of meat market in which the search for a partner was really a search
for casual sex. She might have found some appropriate friends amongst her fellow students if she'd had greater
confidence in striking up conversations with them.

As time went by, Janet realised that she was coping better with the divorce. She gained weight, about 1.5 – 2
kg per month, and at first she didn't even notice the extra kilos. It was more a case of a slight irritation, but
within a short time she discovered that she wasn't fitting into her clothes. The children also started making
comments about her weight. Problems now started to mount – Claire, her baby daughter, developed severe
inner-ear infection just at the time that she needed to take exams. The ill-health of the girl and anxiety about
her studies completely ruined Janet's temperament. She realised that she would have to give up her studies if
she wanted to avoid the possibility of failure.

It was at about this time, a month before she came for help, that she lost interest in practically all those things
that had been so important to her. She even gave up reading. Since time had always been tight for her, she had
never bothered to take up a hobby. Then she began to become aware that Susan was also keeping her distance
from her. If Janet called her up, Susan would excuse herself a few minutes later and for some or other reason
put down the receiver. All her relationships became reduced to fleeting meetings and pleasantries in shops or
at the school. It seemed to her that Susan had grown tired of her company and had had enough of her.

This was the state of affairs that led Janet to seek psychological counselling, in a depressed mood and filled with
anxieties about finances and the lack of social contact. The final straw was that Adam had started to develop
sleep disturbances the week before she gave up university. She reached the conclusion that she was no longer
able to deal with her situation and that she was in need of help."

TASK
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8.5. References and Bibliography
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9. Positive Therapy

9.1. Introduction of Positive Psychology

Positive psychology is a recent branch of psychology whose purpose was summed up in 1998 by Martin
Seligman and Mihaly Csikszentmihalyi: "...our message is to remind our field that psychology is not just the
study of pathology, weakness, and demage; it is also the study of strength and virtue. Treatment is not just
fixing what is broken; it is nurturing what is best. Psychology is not just a branch of medicine concerned with
illness or health; it is much larger. It is about work, education, insight, love, growth, and play (Seligman and
Csikszentmihalyi, 2000, p. 7.)1. The aim of positive psychology is making normal people stronger and more
productive. So the primary task of positive psychology the understanding of what makes life worth living.
(Seligman and Csikszentmihalyi, 2000). Table 1 summerize the main interests of the field.

9.2. Applied Positive Psychology

Positive psychology provides a collective identity, a conceptual home, a common vioce and language
for researchers and practitioners interested in all aspects of optimal human functioning. "Applied positive
psychology is the application of positive psychology research to the facilitation of optimal functioning." (Linley
and Joseph, 2004, p. 4.)2

1Seligman, M. E. P.; Csikszentmihalyi, Mihaly (2000) Positive psychology: An introduction. American Psychologist, Vol 55(1), Jan 2000,
5-14.
2Linley P.A. and Joseph, S. (2004): Applied Positive Psychology: A New Perspective for Professional Practice, in Positive Psychology
in Practice, Hoboken, New Jersey: John Wiley and Sons., 2004, p 3-15
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Applied positive psychologists may work at the level of the individual, the group, the organization, the
community, or the society and they work to promote optimal functioning across the full range of human
functioning, from disorder and distress to health and fulfillment. The approach also serves to buffer stress and
has a preventive function. (Linley and Joseph, 2004)

Four areas of applied positive psychology are:

1. Increasing Happiness
a. development of methods for inreasing happiness
b. the majoritiy of happiness-increasing interventions that have been empirically tested are single

modifications to volitional behavior, often referred to as exercises

2. Enhancing Clinical Practice - developing new treatments with applications of positive psychology
a. Positive Interventions as Adjuncts

i. Quality of Life Therapy (Michael Frisch)
ii. Well-Being Therapy (Giovanni Fava and Chiara Ruini)

b. Standalone Positive Interventions
i. Acceptance and Commitment Therapy (Steven Hayes) (mindfulness)
ii. Positive Psychotherapy (Seligman, Rashid, Parks-Sheiner)

3. Promoting Work Productivity and Satisfaction
a. Strengths –based-practice (Gallup, Clifton)
b. Barbara Fredrickson's research on the relationship between positive emotion, creativity, and effective

communication

4. Education
a. higher edication – PP Master, PhD programmes
b. secondary schools – character development and fostering positive emotion

9.3. Positive therapy

As humanistic theorists, like Karen Horney, Carl Rogers and Maslow positive psychologysts also share the idea
that human beings have the potential of good, and the actualizing tendency is fundamental in human nature.
(Joseph and Linley, 2006)3 Psychopathology results, when a person's inherent capacity for growth, fulfillment
and happiness is thwarted. (Rashid, 2009)

Positive psychology rejects the categorical approach to psychopathology that is current within clinical
psychology and the DSM. Instead, positive clinical psychology proposes the following assumptions (Maddux,
et al, 2002)4:

Assumption 1: positive clinical psychology is concerned with everyday problems and also as much concerned
with understanding and enhancing subjective well-being and effective functioning as it is with alleviating
3subjective distress and maladaptive functioning.

Joseph S. and Linley P. A. (2006): Positive Therapy. A Meta-Theory for Positive Psychological Practice, Routledge, 2006
4Maddux, J. E. (2002): Stopping the "Madness". Positive Psychology and the Deconstruction of the illness Ideology and the DSM in

�Snyder C. R. and Lopez S. J. (2002): Handbook of Positive Psychology, Oxford University Press, p. 13-26
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Assumption 2: psychopathology, clinical problems, and clinical populations differ only in degree, rather
than in kind, from normal problems in living, non-clinical problems and non-clinical populations: they are
considered to be related entities falling somewhere on a continuum of a human functioning.
Assumption 3: psychological disorders are not analogous to biological or medical diseases. Rather, they are
reflective of problems in the person's interactions within the person himself or herself. Further, these problems
in living are not construed as being located within an individual, but rather are construed as being located within
the interactions between an individual, other people, and the larger culture.
Assumption 4: following on from these three former assumptions, the role of the positive clinical psychologist
is to identify human strengths and promote mental health as assets which buffer against weakness and mental
illness.

9.4. Introduction of interventions in positive psychology perspective

Positive psychologists have begun to explore and develop new ways of working. Here we describe three
interventions named Quality of Life Therapy (Frisch, 1998)5, Well-Being Therapy (Fava, 1999, Fava and Ruini,
20046) and Positive Psychotherapy (Seligman et al, 2006)7.

QOLT QUALITY OF LIFE THERAPY - Frisch (1998, 2006)

Michael B. Frisch (2006)8 proposed Quality of Life Therapy (QOLT), which is based on the integration of
cognitive therapy and positive psychology. This intervention integrates a theory of well-being, a psychometric
instrument for assessing quality of life (Quality of Life Inventory, QOLI), a therapy approach, and a toolbox of
personal growth exercises for clients (It is available online on the website of the publishing company Wiley).
This therapy offers strategies and specific treatment for each of the 16 areas of life (see Table 2.) that Frisch
has identified as the most closely related to well-being and quality of life.

5Frisch, M.B. (1998). Quality of Life Therapy and assessment in health care. Clinical Psychology: Science and Practice, 5(1), 19-40.
6Ruini, C. and Fava, G. A. (2004): Clinical Applications of Well-being Therapy, in Linley P.A and Joseph, S. (2004): Positive Psychology
in Practice, Hoboken, New Jersey: John Wiley and Sons., 2004, p 371-388
7Seligman M. E. P.; Rashid, T., Parks, A. C., (2006): Positive Psychotherapy. American Psychologyst, 61. 774-788
8Frisch, M.B. (2006). Quality of life therapy. Applying a life satisfaction approach to positive psychology and cognitive therapy. Hoboken,
New Jersey: John Wiley and Sons.
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Frisch's QOLT uses a four-path model to increase life satisfaction and happiness. The rubric of this model is
CASIO, which stands for:

(C) circumstances or characteristics of an area of life
(A) a person's attitude with respect to that area
(S) a person's evaluation of fulfillment in an area, based on the application of standards of fulfillment or
achievement
(I) the value or importance a person places on an area regarding his or her overall happiness or well-being, and
(O) overall satisfaction in other areas of life that are not of immediate concern.

CASIO strategies are elaborated in a handout given to clients so they can do exercises at home, or for discussion
in psychotherapeutic sessions (see Table 3.).
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WBT WELL-BEING THERAPY – by Ruini and Fava, 2004

Fava and collagues (Ruini and Fava, 2004) developed well-being therapy (WBT), which is based on the based
on Ryff's cognitive model of psychological well-being (Ryff, 1989). It consists of building environmental
mastery, personal growth, purpose in life, autonomy, self acceptance, and positive relations with others. Well-
being therapy (WBT) is a short-term, structured, directive, problem-oriented psychotherapeutic strategy based
on an educational model. The used techniques include cognitive restructuring (modification of automatic or
irrational thoughts), scheduling of activitieties, assertiveness training, and problem solving. The goal of the
therapy is to lead the patient from an impaired level to an optimal level in the six dimensions of psychological
well-being (see Table 4.)

The development of sessions is described in the following sections (Ruini and Fava, 2004):

INITIAL SESSIONS are concerned with identifying episodes of well-being and setting them into a situational
context. Patients are asked to report the circumstances surrounding their episodes of well-being in a structured
diary, rated on a 0 to 100 scale, with 0 being absence of well-being and 100 the most intense well-being that
could be experienced.

In INTERMEDIATE SESSIONS the client identifies his or her thoughts and beliefs leading to the
interruption of well-being (irrational or automatic thoughts). The therapist may also reinforce and encourage
activities that are likely to elicit well-being.

In FINAL SESSIONS Ryff's six dimensions of psychological well-being are introduced to the clients. Then
errors in thinking and alternative interpretations are discussed.
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PPT POSITIVE PSYCHOTHERAPY – Seligman et al, 2006

Positive Psychotherapy is based on the hypothesis that depression can be treated effectively not only by
reducing its negative symptoms but also by directly and primarily building positive emotions, character
strengths, ang meaning. (Seligman, et al, 2006)

Seligman (2002)9 proposed that "happiness" has three components:

1. The Pleasant Life: consists in having a lot of positive emotion about the present (satisfaction derived from
immediate pleasures), past (satisfaction, contentment, fulfillment, pride, and serenity) and future hope and
optimism, faith, trust, and confidence), and learning the skills to amplify the intensity and duration of these
emotions.

2. The Engaged Life: a life that pursues engagement, involvement in work, intimate relations, and leisure.
Flow is Csikszentmihalyi's term for the psychological state that accompanies highly engaging activities
(Csikszentmihalyi, 1990)10. Seligman (2002) proposed, that one way to enhance engagement and flow is to
identify people's highest talents and strenths and then help them to find opportunities to use these strengths
more.

3. The Meaningful Life: pursuit of meaning, belong to and serve something that one believes is bigger than
the self (e.g. religion, politics, family, community, nation...) Such activities produce a subjective sense of
meaning and are strongly correlated with happiness.

Each excercise in PPT is designed to further one or more of these. For group therapy exercises see Table 5,
and for the individual idealized session-by-session description of Positive Psychotherapy see Table 6.

9Seligman, M. E. P. (2002): Authentic Happiness: Using the new positive psychology to realize your potential for lasting fulfilment, New
York: Free Press
10Csíkszentmihályi, M (1990): Flow. New York: Harper and Row
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9.5. Summary
Both Frisch's QOLT and Fava's WBT explicitly target faulty automathic cognitions offering a well-being
component as a supplement. Seligman's PPT is based on the hypothesis that depression can be treated
effectively not only by reducing its negative symptoms but also by building positive emotions, character
strengths, ang meaning. It is possible that directly building these positive resources may successfully counteract
negative symptoms and may also buffer against their future reoccurrence. As we can see in positive psychology,
treatment is based on 3 pillars: prevention, intervention and promotion. The role of the therapyst is not only
about how to alleviate distress, treat illness, and repair weakness, but also how to facilitate well-being, promote
health, and build strengths. Client is his or her own best expert and works together with the terapist on his or
her development.
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10. Divorce Meditation
Divorce Meditation1, i.e. presentation of a humane method for the termination of a couple relationship

Motto: "In reality, no opposites exist. What is it, that exists in reality? In one word: difference. The world is
not characterized by opposites, rather by differences." - (Hamvas Béla: Scientia sacra I. page 162)2.

10.1. Introductory thoughts
Today it is quite common to see families, entities providing an intimate protective cover for its members,
breaking up. By now the approach of the society has become one of resignation, even though the values
conveyed about family, couple relationships and conflicts directly determine the mindset of the people, and
through that, their actions.

The fact of the divorce, the changes in the pattern of cohabitation as a family, the uncertainty caused by late
commitment and late childbirth, the romantic love ideal of relationships and relationships functioning according
to the principle of the consumer society all contribute to the negative interpretation of conflicts occurring in
couple relationships. There have always been and will be stress, tension, problems and conflicts in couple
relationships as well. However, it is a question how conflicts are interpreted, what is the meaning and the
importance ascribed to them, how the concept itself is construed: do they mean the end of the relationship, or
rather the beginning of something.

The system of ideals conveyed by a given era, given culture and society will determine how we interpret a
particular phenomenon, how we conceptualize it. This kind of interpretation has an influence on emotions,
somatic states and behaviour, which will naturally shape, in turn, the cognition and interpretation of conflicts
as well. This basic tenet of cognitive psychology can be well captured in the field of thinking about satisfaction
and conflicts in couple relationships, and indirectly in the progress of conflicts in couple relationships.

In my therapeutic conversations with couples I registered that the stall identified by them the most often is an
issue of conflict handling. The way conflicts are handled, the differences in methodologies is the difficulty
that is the easiest to capture both in the couple relationship and in the therapeutic sessions. One can often
hear the following phrases: "We don't understand each other," "We carry on parallel conversations," "As if
we don't speak the same language," "We cannot discuss our conflicts, as it would only lead to shouting and
offences." As long as these realizations take place in time and to the spouses try to resolve the stall relying
on the assistance of a family and couple therapist, there is a chance to bring the conflicts to the surface and to
reduce the issue or conflict by bringing it to the surface, by mutual understanding and resolution. Therefore,
individual, family or couple therapy may be one of the tools for resolving relationship conflicts. This seems
an adequate solution if the spouses or life partners consider the maintenance of their relationship important,
and therefore are motivated to request assistance, to participate in the therapeutic process, in order to develop
a better, more livable, happier and more satisfied cohabitation.

However, if the issue persists for any length of time, even for several years, one of the spouses or both of the
spouses gradually distance themselves from the other one, emotionally, physically and on the cognitive plane.

1Written by: Mrs. Zsuzsanna Kozéki-Hammer, clinical psychologist, relaxation therapist, family and couple therapist, mediator registered
by the Ministry of Justice. Assistant lecturer at ELTE Institute of Psychology, Department of Counselling Psychology. Senior lecturer at
college, MPANNI Institute of Humanities.
2Hamvas Béla (2006) Scientia sacra I. Medio Kiadó. Budapest.162. o.
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This may result in a situation where the couple tries to terminate the frozen situation that is causing lots of
psychological/emotional pain, by declaring the intention to get a divorce. If the aim of either or both members
of the couple is to terminate the relationship, after the declaration of the intention to break up the relationship,
mediation can be identified as the ideal method, instead of settling the divorce by a litigious proceeding under
civil law. The process of mediation provides assistance to the spouses with terminating their relationship by
amicable means, as peers, respecting each other, in a way that enables them to rely on each other in the future
as parents, taking into account the interests of the child as well. In a lucky scenario, through the educational,
facilitating and mediation activity of the mediators the earlier destructive conflict handling method applied
by the spouses will be transformed into a milder, constructive approach, and they will adopt a deal that will
contain the mutually accepted items and thus constitute an acceptable agreement.

10.2. Comparison of Family Therapy and Mediation

Being two helping processes based on communication, Family and Couple Therapy and Mediation try to resolve
conflicts by their own toolsets, taking into account the interests of the spouses. However, the aims for the
two methods are different. Family therapy and mediation show many similarities, but there are also a few
differences between the two procedures.

Table 1. Similarities between Family Therapy and Mediation
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Table 2. Differences between Family Therapy and Mediation

Since a helping professional, therapist or mediator may also participate in the handling of the conflict in addition
to the persons in conflict with one another, not only the persons involved in the helping process, but also the
helping professional, the mediator should be aware of their own beliefs and ideas related to the conflict. The
mediator's beliefs, philosophy and aspect related to the conflict may also exercise very significant influence
on the process of mediation.

10.3. Brief description of the conflict3

The term conflict stems from the Latin word of confligere, which means verbatim "to collide, struck together."
Conflict is construed as a result, rather than the cause of dissimilarities, differences. It is inherent in the human
character, regardless of geographic, ethnic or religious affiliation The interpretation of conflict depends on two
fundamental factors: the aspect from which the outsider viewer observes the conflict, and the environment
itself where the conflict is created. (Strasser, Randolph, 2008)4.

3The historical overview of the term "conflict" will be presented relying on the first chapter of the book Mediation by Freddie Strasser�
and Paul Randolph (2008).
4Strasser, F., Randolph, P. (2008): Mediáció. A konfliktusmegoldás lélektani aspektusai. Nyitott MĦhely. Budapest.
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A variety of definitions have been created for the term "conflict." The Webster dictionary carries the following
definition: "competitive or opposing action of incompatibles: antagonistic state or action (as of divergent ideas,
interests, or persons)." Every other dictionary also assigns a negative connotation to the concept of conflict.

About 2300 years ago Aristotle formulated one of the most permanent metaphors of conflict, the conflict
between reason and emotion. According to the fundamental tenet of Heraclitos, developed before Aristotle,
change is the comprehensive law of existence. Change involves resistance, and resistance involves conflicts.
Therefore, according to Heraclitos conflict is the most natural state of the world. This is also the creed of a
mediator. In the Middle Ages, according to the dominating Christian philosophy, the fundamental conflict is
the one between virtue and sin, between the demonic and the angelic. The conflict must be eliminated and
replaced by goodness. Accordingly, as opposed to the former idea, a conflict is an absolute burden that should
be got rid of. This approach can be discovered easily in our time as well. According to Descartes (1968)5, man
consists of two entities: a body and a soul. This dualistic approach flourishes in our time as well. Sigmund
Freud was the first psychiatrist who developed a theory based on intrapsychic conflicts. The conflict between
the conscious and the subconscious mind is a fundamental characteristic of humans, i.e. conflict is part of the
human mind. According to Alfred Adler (1994)6, conflict is a universal state existing in every individual, but
there is an opportunity to terminate the conflict. Adler sees in the inferiority complex the conflict that creates a
tension between inferiority and efforts at accomplishing superiority. Carl Rogers (1987)7 can be considered as
the trailblazer of the interpersonal school of communication established between the therapist and the client.
In his theory the root cause of the problem can be found in the eternal conflict existing between the benevolent
nature of the people and the unnatural influences of the civilized society. He believed that the fundamental
nature of men is positive, benevolent, and an appropriate environment and human warmness will elicit these
qualities. When this happens, the conflict will disappear. Lois Coser (1956)8 not only states that a conflict is a
natural thing, he also assigns a positive interpretation to the concept, saying that the benefit of the conflict is a
sense of belonging together and cooperation. Conflict will create strong bonds and cohesion within a particular
group. Morton Deutsch (1973)9 claims that conflicts should not be eliminated, rather made fertile. He makes
a distinction between constructive and destructive conflicts. In a destructive conflict the participants feel like
losers, while persons who think in constructive terms will leave the process as winners. Sartre (1958)10 thought
that the mere fact that we exist in the world carries in it the possibility of eternal conflict between ourselves
and other people.

It may facilitate a positive approach to conflict if one adopts the view of Sartre and regards conflict as an
inevitable aspect of human life, something that cannot just be neglected once and for all, rather to be recognized
and dealt with. Conflict, conflict resolution and reconciliation are all natural things and the history of humanity
is interwoven with them.

A positive approach to conflict is one of the keys to successful conflict handling. Conflict is part of life,
something that is impossible to avoid, but it is possible and worth the effort to cope with it, to resolve it in
a constructive manner. This interpretation includes the acceptance of the conflict and the desire for efforts to
resolve it, which is the key to the positive development of relationships.

5Descartes, R. (1968) Discourse on Method and The Mediations. London: Penguin Group
6Adler, A. (1994) Emberismeret: Gyakorlati individuálpszichológia. Göncöl Kiadó, Budapest.
7Rogers, C (1987) "Speaking Personality" int he Carl Rogers Reader. London: Constable
8Coser, L.A. (1956) The Function of Social Conflict. New York: Free Press
9Deutsch, M. (1973) The Resolution of Conflict. New Haven, CT and London: Yale University Press
10Sartre, J.P. (1958) Being and Nothingness. London: Routledge.
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The high number of dissatisfied couple relationships, frequent divorces may serve to demonstrate that most
people do not interpret conflicts as changes, rather as deterioration, negative events that should be terminated
as soon as possible.

10.4. The role of conjugal relationship/life partnership

One of the keystones of the systemic thinking of the author is the importance of studying and understanding
the relationships of married couples/life partners (collectively: couple relationships). The familial system is
developed building onto the individual, then the couple relationship subsystem. In the event difficulties and
seemingly irresolvable conflicts appear in the couple relationship subsystem, a dysfunction manifests in the
familial system at one or more members of the family, creating a dysfunctional equilibrium. Naturally, relying
on the circular causation, the problems of family members, such as those of children may also affect the couple
relationship. However, according to my therapeutic experiences, the root cause of the problems is usually in
the couple relationships and it is there that it can be "cured" the most efficiently. As a consequence, we must
primarily facilitate the understanding of stalls that occur - as a cause or consequence - in the relationship,
since the parent may be provided with the function of directing and controlling. The children are victims to
the consequences of the relationship, the conflicts and tensions of adults. Therefore it would be important to
understand the marriage/life partnership, so that we can provide the most efficient assistance with resolving
the problems occurring in it. Couple relationships are exposed to several effects and the interaction impacts of
those effects, and we cannot be sure to find the combined impact of these.

The drop in relationship satisfaction may result in the appearance, surfacing of more and more conflicts, and
vice versa, the appearance of seemingly irresolvable conflicts may result in the reduction of the measure of
relationship satisfaction.

10.5. Definition of marriage

According to the definition of Vilmos Szilágyi "Marriage means a kind of contract for the mutual commitment
of the spouses, more precisely, for the fulfillment of the important bodily and psychological needs of each
other" (Szilágyi, 2010, page 63)11. "A bond established between a man and woman in accordance with legally
prescribed formal requirements, which is usually aimed at the creation of an enduring conjugal community and
the establishment of a family." (Lamm, 1999)12.

Considered from the 1990s, the frequency of marriages has been decreasing sharply. According to the most
recent figures of the Central Statistical Office (CSA), compared to the data registered in the 1990s, the number
of marriages has been almost halved in Hungary. While in 1990 66 405 persons got married, in 2009 only 36
750 (CSA 2010).

11Szilágyi, V. (2010) A nemek viszonyának jövĘje. Egyenrangúság, nyitottság, önmegvalósítás. Háttér Kiadó Budapest 35- 84.�
12Lamm Vanda (1999): Jogi Lexikon. KJK-Kerszöv Jogi és Üzleti Kiadó Kft.. Budapest
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Figure 1. Changes in the frequency of marriages in Hungary (CSA, 2010)

Therefore, today we register processes that are indicative of the deterioration of trust in marriage as an
institution. Parallel with the frequency of marriages, the number of childbirths has also decreased, and
cohabitation without marriage, life partnerships are becoming more and more widespread (Gödri, 2001)13.

Here I highlight a few of the numerous explanations for the decrease in the number of marriages.

10.6. Possible causes of the crisis of marriage

The underlying cause of the drop in the number of marriages may be the social, economic and value system
changes that have occurred over the years, which modified the functions of marriage and the general mindset
about marriage as the institutionalized form of cohabitation. While the most important functions of traditional
marriage had included reproduction and child raising, recently the psychological and personality developing
functions have taken on more significant roles (Szilágyi, 2010).

The impact of economic and social changes on the institution of marriage

The Industrial Revolution brought about changes that may have impacted the transformation of the functions of
family life, and parallel with that, those of marriage. People moved from villages to cities owing to the industrial
enterprises and the job opportunities, thus the closely knit communities have disintegrated; cohabitation of
several generations and large families have been replaced by the lifestyle of nuclear families consisting of
parents and their children. The separation of the home and the workplace has resulted in the termination of the
family as a unit of production. Grandparents and relatives could be involved in child raising to a lesser extent
or not at all, the sustaining power of the community that had also contributed to the preservation of marriages
has become weaker. Parallel with the weakening of the economic functions of the family, the emotional,
psychological and personality developing functions have appreciated.

As a result of modernization, the increasing social expectations started announcing the priority of work and
independence, which made the accomplishment of the highest possible level of education and the best available
livelihood and high social status more important than marriage and the establishment of a family. The mass
employment of women also changed traditional family patterns: the wife became responsible not only for
creating a home and taking care of household chores, but also for earning an income. The build-up of a
profession and a career intensified the role conflict between the establishment of a family and the build-up of a
career in the lives of women. One of the consequences of that is that personal self-realization became a priority
compared to commitment to marriage and the establishment of a family (Szilágyi, 2010).

Value system changes in the assessment of marriage

In the old days marriage was considered the basis of family life, getting married was a condition of becoming
an adult; marriage was both a value and an aim to be accomplished. Communities supported the marriage of
couples and condemned those who did not get married as young adults. On the one hand, the value system of

13Gödri I. (2001) A házassági kapcsolatok minĘsége és stabilitása. Elméleti támpontok és mérési lehetĘségek, Központi statisztikai�
Hivatal Népegészségtudományi Kutatóintézetének kutatási jelentései 66., Budapest URL: http://www.demografia.hu/letoltes/kiadvanyok/
Kutjelek/KJ66Hazmer.pdf (downloaded: 25 March 2011)

http://www.demografia.hu/letoltes/kiadvanyok/Kutjelek/KJ66Hazmer.pdf
http://www.demografia.hu/letoltes/kiadvanyok/Kutjelek/KJ66Hazmer.pdf
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the community encouraged couples to get married, on the other hand, it held together the existing marriages
(Dányi, 1996)14.

By our time the assessment of marriage has been transformed. According to an international investigation
covering 16 countries, significant changes had taken place between the 1980s and the 1990s concerning the
assessment of marriage. Most of the respondents considered loyalty, tolerance and mutual respect as the basis
of a successful marriage, at the same time, they considered marriage, as an institution, obsolete. Compared to
the 1980's, divorce and extramarital sexual relationships have become more accepted (S. Molnár, 1999)15.

Tringer (2000)16 is of the opinion that the underlying factor in the reduction of the number of marriages and
the increase of divorces is the increasing acceptance of the view that a marriage must be born from love. It
follows from this false belief, the ideal of romantic love, that when the love is no longer there, the marriage
will lose its right to existence, therefore the existing partner has to be replaced.

Extension of lifespan

As a result of state-of-the-art healthcare, conscious lifestyle and less physical strain, less wars, people keep
living longer. This could result in marriages lasting longer, but it is not certain that human nature has been cut
out for that. Longer life paths also extend family life cycles. People live longer as workers, then as pensioners.
The importance of the ideal of love is also assigned a significant role in this approach, since throughout these
monotonous and lengthy sections of life the repeated experience of love is inherent in the individuals as a
burning desire. If that cannot be done with the spouse, then the relationship is considered having gone sour and
the experience of the feeling of love will be expected from a new relationship.

In total, the disruption of the sustaining communities, the intensifying social expectations - announcing the
priority of work and creating a secure livelihood - the employment of women and the resultant changes in
attitude towards marriage, the extension of the lifespan do not favour marriages, which results in a drop in the
number of marriages and childbirths, as well as the increase of the frequency of divorces. According to Szilágyi
(2010), the changes of the last decade have made both the society and the mindset more open, which led to the
development of a new approach and needs. As an institution, marriage could not successfully adapt to these
changes, which thus led to a change and the spread and reinforcement of other couple relationship lifestyles.

10.7. Divorce, i.e. the breakup of the conjugal/life partnership
relationship

Officially, divorce means the judicial breakup of a conjugal relationship that became unfit to fulfill its functions.
However, in practice it means much more than that, since over the years significant emotional ties have
developed in the family that cannot be broken up and terminated overnight, despite the dissatisfaction of the
parties with each other.

14Dányi DezsĘ (1996): Házasság és válás. In Kollega Tarsoly István –���IĘszerk (2000) Magyarország a XX. században Volume II URL:�

http://mek.niif.hu/02100/02185/html/185.html (downloaded on 26 January 2011).
15S. Molnár Edit (1999): Családi értékek, magatartások, demográfiai tendenciák. Századvég, Új folyam no. 14, 31-54
16Tringer, L. (2000): A család szerepe a lelki egészség ������PHJĘrzésében és helyreállításában URL: http://www.magyarpaxromana.hu/
kiadvanyok/csalad/tringer.htm (downloaded on: 9 March 2011)

http://mek.niif.hu/02100/02185/html/185.html
http://www.magyarpaxromana.hu/kiadvanyok/csalad/tringer.htm
http://www.magyarpaxromana.hu/kiadvanyok/csalad/tringer.htm


Counseling, therapy and consultation

'LYRUFH�0HGLWDWLRQ
112

According to research, this grief process takes at least one and a half to two years, regardless of who initiated
the divorce (Buda and Szilágyi, 1988)17.

According to the traditional concept of the family as the primary field of socialization, children need the entire
shelter provided by the family, in a state of integrity for their healthy upbringing, and in their development it
is of extraordinary significance what is the quality of their relationship with their parents and the environment
around them after their births.

The equilibrium of emotional life that we find in every undamaged family with two parents will be tipped
after a divorce (György, 1978)18. With the breakup of the marriage the child will no longer enjoy the usual
family setting that provides safety for them, which is a trauma that is difficult to process. These periods are
characterized by the disruption of relationships, soul searching, which is also one of the strongest stress factors
both for parents and their children (Bognár and Telkes, 1986)19.

According to the demographic report of CSO of 2009 concerning divorces (Földházi, 2009)20, in the space of
50 years the number of divorcees in Hungary increased five to six times over. The full divorce ratio has been
constantly increasing since 1990. While in 1990 this ratio was 31%, in 2007 it had gone up to 45%, which
means that by that time almost every second marriage ended up in divorce.

At the same time, the data on official divorces do not present a full picture about marriages actually breaking
up, since many couples live separated lives without getting a divorce. Thus the data on divorce somewhat
underestimate the instability of marriages, there are a lot more dysfunctional and actually broken up marriages
than are terminated judicially (Földházi, 2009).

In 60% of marriages ending in divorce there are one or two children as well, the number of single parents
raising three or more children is now extremely low, approximately 7% (Földházi, 2009).

In the case of parents raising underage children the number of divorces shows a slight decrease, even though the
full divorce ratio keeps increasing constantly, which can happen because, owing to the increase of childbearing
age, many persons get a divorce before the birth of the first child. Between 1990 and 2009 the ratio of divorced
parents raising underage children decreased from 67% to 60%. Within that, the ratio of single parents with one
underage child decreased from 36% to 32%, while those raising two underage children went down from 26%
to 21%. On the other hand, the ratio of divorcees with three or more children shows a slight increase: It went
up from 5.3% to 6.7% (Földházi, 2009).

In the following part we will review some negative consequences of divorce.

Possible negative consequences of divorce

• Relations between divorce and lifespan

Schwartz and colleagues (1995. in: Martin, and colleagues. 2005)21 have demonstrated, as a result of
their research, that children of divorced parents will die four years earlier on average compared to their

17Buda B. és Szilágyi V.(1988) Párválasztás. Gondolat, Budapest
18György J. (1978) A nehezen nevelhetĘ gyermek. Medicina. Budapest.
19Bognár Gábor és Telkes József (1986) A válás lélektana. Közgazdasági és Jogi Könyvkiadó. Budapest
20Földházi E. (2009) Demográfiai portré 2009: Válás. http://www.demografia.hu/letoltes/kiadvanyok/portre/honlap_teljes.pdf�
(downloaded: 05.03.2011)
21Schwartz and colleagues (1995) in: Martin, L.R., Friedman, H.S., Clark, K.M., Tucker, J.S. (2005): Longevity following the experience�
of parental divorce. Social Science and Medicine, 61(10) p. 2177-2189.

http://www.demografia.hu/letoltes/kiadvanyok/portre/honlap_teljes.pdf
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peers whose parents did not get a divorce. This relationship is independent of the childhood personality.
Concerning smoking it can also be said that among those young adults whose parents got a divorce and later
on they took up smoking themselves, the risk of death was higher compared to those whose parents did not
get a divorce, but they smoked themselves.

• Consequences for persons in childhood with parents getting a divorce

Wallerstein and his colleagues (1991)22 demonstrated that the younger the child is when his or her parents
get a divorce, the more severe problems he or she will experience later on.

Children who lived through the divorce of their parents perform worse at school, they have more behavioural
problems, lower self-esteem, worse psychological adaptation. (Peretti and di Vittoria 1993, in: Clarke-
Stewart, K.A. and colleagues. 2000)23 in the two years following the divorce a serious lag can be registered
in the playing and social relations of the child (Hetherington, Cox and Cox, 1979)24, as well as in his or
her behaviour and task orientation (Hodges and colleagues, 1983. in: Clarke-Stewart,K.A. and colleagues,
2000)25, emotional well-being and sociability. In adult age they receive lower scores for their psychological
skills, interpersonal skills and socio-economic well-being (Clarke-Stewart, K.A. and colleagues 2000). They
are more prone to anxiety, have worse fears of rejection and more often express negative emotions, their self
esteem is lower, they are underachievers, they are less determined and more inclined to depression compared
to those whose parents did not get a divorce. (Summers, P.1998)26

• Consequences for persons in adolescence with parents getting a divorce

Those adolescents whose parents got a divorce are more likely to start their sexual lives earlier. They are
characterized by a high level of emotional distress, failure to comply with their duties, as well as learning
difficulties (Wallerstein and colleagues 1996, in: Summers, P.1998).

All in all, we can see how a divorce that has been elected as a resolution for construed conflicts called
irresolvable in a couple relationship creates very negative preliminaries and consequences for the unity of the
family and for the lives line family members.

Today divorce is interpreted as an unavoidable fact, i.e. a task to be resolved. It may be approached from two
directions: to help the spouses with realizing that the solution to their problem should not be the divorce, or to
have them get a divorce in the most positive manner.

22Wallerstein, J.s. (1991) The long-term effects of divorce on children. Journal of the American Academy of Child and Adolescent
Psychiatry, 30(3), 349-360.
23Peretti and di Vittoria (1993) in: Clarke-Stewart, K.A. and colleagues (2000) Clarke-Stewart, K. A., Vandell, d. L., McCartney, K.,
Owen, M. T., Booth, C. (2000): Effects of Parental Separation and Divorce on Very Young Children. Journal of Family Psychology Vol.
14 (2) June 2000 p.304-326
24Hetherington, E.M.Cox, M and Cox,R (1978) Long term effects of divorce and remarriage on the adjustment of children. Journal of the
American Academy of Child Psychiatry, 24, 518-530.
25Hodges and colleagues .(1983) in: Clarke-Stewart, K. A., Vandell, d. L., McCartney, K., Owen, M. T., Booth, C. (2000): Effects of
Parental Separation and Divorce on Very Young Children. Journal of Family Psychology Vol. 14 (2) June 2000 p.304-326
26Summers, P., Forehand, R., Armistead, L., Tannenbaum Lynne (1998): Parental Divorce During Early Adolescence in Caucasian
Families: The Role os Family Process Variables is Predicting the Long-Term Consequences for Early Adult Psychosocial Adjustment.
Journal Consult.Clinical Psychology Vol 66(2) April p. 327-336.
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In the following parts of this chapter we will present mediation, as a possible conflict handling method for the
humane completion of a divorce declared as a result of the inadequate handling of several conflicts qualified
as irresolvable by spouses and life partners.

10.8. What is Mediation?

Mediation is an alternative conflict handling process (known as AKE) that is still relatively little-known in
Hungary but is gaining acceptance in the public discourse. Its name stems from Latin mediare (to stand in the
middle). Mediation, i.e. conflict handling through mediators, is a process that uses independent and neutral
mediator(s) standing in the middle, i.e. person(s) mediating between the parties, thereby helping the persons
in conflict with each other with reaching a joint agreement acceptable for both parties through finding a joint
solution in one or more disputed matters. (Barczy, Szamos 2002)27

In the literature on mediation the procedure of mediation is assigned quite varied synonyms and similes:
• democratic handling of disputes
• painless conflict resolution
• the art of creating agreements
• negotiation based on the win-win principle

In total, mediation is a kind of amicable conflict handling method, the essence of which is intercession,
reconciliation between the parties to the conflict. Considering its more remote origin and essence, the procedure
has a history of several hundred years. The intervention and mediation of a neutral outsider in a conflict or
tension is a method known in several cultures.

In Hungary mediation has been legally allowed since 17 March 2003, the basis of which is Act LV of 2002 on
mediation activity. The statute defines what are the matters of civil law where mediation is excluded (which
also means that it is allowed in all other cases), and who may perform it with what qualifications, record-
keeping and subject to what kind of conditions.

"It is increasingly considered a condition for the enforcement of rights that there should be methods and
institutions available for the alternative settlement of disputes, which should be suitable for the prevention and
replacement of legal disputes. We experience this in international initiatives and recommendations - especially
those of the European Union -, and today it is also an element of the domestic legal regulation, which contains
almost 20 statutes that regulate some kind of form of alternative dispute settlement. The professionals have
also been involved very successfully in the settlement of disputes related to the economic entities, families and
children, which are often commonly characterized by the fact that when the parties enforce their interests they
do not presume that the other party in the dispute would violate any rule (norm or right), but the enforcement of
their interests comes at the expense of a conflict. These disputes are usually called interest disputes, as opposed
to the former category (legal disputes). (The website of OME, downloaded on 6 June 2013).

Therefore mediation is a process not specific for any theme, it has several areas of application.

27Barczy M., Szamos E. (2002) "Mediáre Necesse eset". A mediáció technikái és társadalmi alkalmazása. Animula. Budapest
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Figure 2. Areas of application of mediation

Related to the subject of Family and couple relationships, with no claim to completeness, mediation
activities can be identified in the following fields:
• divorce mediation;
• mediation applied in disputed matters concerning succession;
• mediation applied to sharing of assets;
• mediation applied to such issues as custody of children, visitation rights, maintenance of connections,

payment of child support;
• mediation applied to matters of child raising;
• mediation among remotely related family members;
• mediation applied to problems occurring in institutes of education;
• neighbourhood mediation;
• minority mediation;
• mediation between cultures.

In this paper divorce mediation is presented, which is very likely to include child custody, sharing of assets
and maintenance of connections.

10.9. Who is a mediator?

Pursuant to the relevant statute, only those persons and companies are allowed to function as mediators who
or which are included in the constantly updated register of the Ministry of Justice. Today in Hungary such
persons may be mediators who have a college or university degree, have participated in and successfully
graduated from an accredited course in mediation consisting of at least 60 hours, furthermore, have submitted
the relevant documents to the Ministry of Justice, have been accepted by the Ministry and recorded in the
register of mediators.

Regarding their qualification and tasks in mediation, the mediator is basically responsible for facilitating
efficient communication between the parties and keeping up the framework of the process. The mediator does
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not make any decision on the dispute between the parties, rather, he or she supports the process of reaching
an agreement by his or her person, experiences and knowledge. The mediator strives to explore the common
needs along the identification of the individual needs, and then he or she uses these common needs to find
common solutions for the resolution of the conflicts deriving from the different needs. By these he or she helps
the persons with identifying their problems, moderates the negotiations efficiently, develops several alternative
options for an agreement together with the relevant conditions and never loses sight of the aim: reaching an
agreement fast, serving mutual satisfaction, which is also recorded in the form of a mediation agreement. During
mediation the parties determine the final result and they do not have to anticipate the risk of having a third party
(court or court of arbitration) to adopt a decision that would be unfavourable for them, but still obligatory.

10.10. Conditions of the establishment of the process of mediation

Appropriate conditions are necessary for a successful cooperation. According to BARCZY, M. AND
SZAMOS, E. (2002) mediation is a good choice for conflict handling if the following conditions are met:
• the existing relationships are important for the parties, both in the present and in the future,
• as regards the outcome, the participants want to retain control,
• there is no significant difference in powers between the parties to the dispute,
• time and money are significant elements in conflict resolution for the parties to the conflict,
• the participants are prepared to accept the assistance of an unbiased outsider,
• the outcome of the dispute will not affect the personal security of any of the parties, and
• the parties require that the dispute be settled.

10.11. Divorce mediation

We talk about a divorce when persons who had been living in marriage or life partnership terminate their union
and community of goods. If after expressing and mutually accepting their intention to get a divorce, the wife and
husband can discuss the issues related to the divorce, they can reach an agreement on issues related to children
and assets, then with mutual consent and a mutually written agreement the court will separate them quickly and
smoothly. If the parties cannot discuss their conflicts appearing related to a divorce, their negative emotional
states and the offences taken do not enable them to reason with each other, they will make it an objective to
defeat the other party, for which they will request support from attorneys. As a result, their relationship will
become even more hostile and will have to terminated by means of a court resolution, they will maintain it
in the future only as far as the children are concerned. Between these two extremes solutions we find divorce
mediation, which is a mediation process recommended for persons who are determined to get a divorce, while
cannot reach an agreement despite their willingness on the impeding factors appearing relate to the divorce.
Divorce mediation is not a litigious procedure, i.e. during mediation the persons retain control and the right
of decision-making, i.e. by the end of the process such a resolution may be adopted that contains the common
needs of the parties without having a third party making the decision above their heads.

In the case of a divorce/child custody mediation, in general 5 to 7 sessions are sufficient for the development of
a mutually accepted agreement. During this process the parties to the conflict will acquire new communication
skills through the educative intervention of the mediators, through the acquisition of which they will remain
able to reason with each other in the future as well and to resolve any conflict situations that may arise. This
is of outstanding importance, since after the breakup of their conjugal relationship the parties will continue to
maintain a connection with each other as parents, in order to discuss any matters related to the children.
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10.12. When is divorce mediation not a good choice?

The application of divorce mediation is not ideal, if

• There is a considerable power difference between the two parties;

If the relationship is heavily characterized by differences in position, status, mediation cannot always help
the parties.

• The conflict between the parties escalates into an assault;

If the mediator discovers the fact of domestic violence or abuse, mediation must be suspended and steps
must be taken to involve the competent authorities, then after the termination of the acts of violence it will
become possible to continue the mediation procedure.

• The willingness of the parties to negotiate is impeded by extremely intensive emotions;

The existence of very intensive, negative emotions will defeat the process provided through the involvement
of the mediators, in such cases mediation is not an adequate solution. Tape recordings, foul language,
shouting, lack of hope to attenuate threatening will impede the conduct of mediation.

• Fundamental rights are at stake;

If personal security or asset security is questioned, mediation is not an option, it is recommended to be
suspended or terminated.

• Legal proceedings are already in progress;

If legal proceedings are in progress and cannot be suspended for the term of mediation, it will negate the win-
win position conflict resolution that was set as an objective in mediation, i.e. the formulation of individual
needs as common needs, since legal proceedings are primarily aimed at sustaining the win-lose position.
This is manifest in both thinking and actions, which is sanctioned and sustained by socialization in society
and customs.
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10.13. Why is mediation a good choice as opposed to legal
proceedings?

Table 3. A comparison of the legal procedure and the mediation procedure in divorce

10.14. The scenario of divorce mediation

As with any other mediation, divorce mediation also progresses through specific steps, according to a relatively
defined "scenario": after the discussion of the conflicts, it is moving through the verbalization of individual
needs, then the issues to be discussed together, towards the careful, detailed development of proposed
resolutions acceptable by both parties.

Two mediators participate in the situation of mediation, similarly to family therapy, whose roles are clear-cut.
One mediator intermediates between the parties and the other one makes notes on a flipchart and prepares a
summary. These roles can be changed in a flexible manner. Recording in writing is a very important activity,
since the final agreement will be prepared based on the recorded information It is also easier to preserve
neutrality and independence if two mediators are at work.

Stages of the mediation process (partly Barczy, Szamos 2002)

A) STAGES OF CREATING FACE-TO-FACE MEDIATION

stage 1: first contact with a party

Tasks:
• mutual introduction, mapping the situation,
• recognition of emotions,
• establishment of contact, relationship building, development of trust,
• an explanation of mediation and the role of the mediator - mentioning reliability,
• development of the first impression,
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• winning trust,
• showing neutrality,
• how to progress from here – deciding the next step.

stage 2: first contact with the other party

Tasks:
• mutual introduction, mapping the situation,
• recognition of emotions,
• establishment of contact, relationship building, development of trust,
• an explanation of mediation and the role of the mediator - mentioning reliability,
• development of the first impression,
• winning trust,
• showing neutrality,
• how to progress from here – deciding the next step.

stage 3: the mediators prepare for dispute resolution

Tasks:
• Selection of the most adequate method for the conduct of mediation,
• Offering or delaying the option of face-to-face mediation,
• Joint preparation by the mediators,
• Creating the premises.

B) STAGES OF FACE-TO-FACE MEDIATION

stage 1: preparation, hearing the problems and conflicts

Tasks:
• greetings, mutual introductions
• formulation of the ground rules, establishment of the framework
• explanation of the mediation procedure:
• presentation of the rules of communication – gaining acceptance: listening to the other party without

interruption, "I" statements, facilitating dealing with the present and the future – not to bring up past offences,
avoiding qualification of the other party, formulation of one's own needs/interests.

• assurance that each party can speak for a predetermined period of time, without interruption;
• handling of early conflicts,
• constant recording on paper,
• the mediators provide a summary based on their recorded notes, clarification of any misunderstandings,

complement,
• The steps to be taken.

stage 2: exploration of the problem

Tasks:
• identification of needs
• selection of the problems in agreement with the parties,
• facilitation of communication,
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• verification of understanding,
• recognition of the worries of the participants concerning conflicts, problem;
• clarification of differences,
• maintenance of a safe atmosphere,
• changing of the point of view from past to future,
• clarification and summary of areas of agreement and disagreement.

stage 3: development of the agreement

Tasks:
• identification and summary of common needs and common problems
• planning of the opportunities and highlighting the offers of the parties
• collection of proposals for the resolution of the common problems through brainstorming;
• facilitation of problem solving,
• accurate development of the mutually accepted resolution modalities of the jointly identified problems, to

the level of small details,
• shaping the agreement,
• verification and recording of the agreement.

Between two sessions, accurate preparation of the Agreement and sending it to the parties.

stage 1: closing, follow-up

Tasks:
• joint overview of the mediation agreement, discussion of the change proposals, improvement of the

agreement
• after mutual acceptance, signing the contract.
• discussing the modality of mediation follow up
• closing of the mediation.

When we identify the stages of the mediation process, we will be able to perceive its structuring, which
differs from the generally identifiable process of family therapy, although many shared characteristics can be
recognized. Mediators with proper experiences can be useful helpers for persons formulating their intention of
getting a divorce, and for children living in their households.

Mediators with psychological skills ensure their impartiality to the spouses. However, the mediator represents
the children of the spouses according to their age, relying on his or her knowledge of developmental psychology.
This is of significance primarily in the grant of child custody, the identification of the caregiver parent and the
definition of maintenance of connections after the divorce.

In summary, divorce mediation may be an optimal method for persons who intend to conclude their couple
relationships while maintaining their roles as parents. In summary, the parties will rebuild their relationship as
parents while preserving control in their own hands, finding mutually acceptable solutions for their conflicts
through the work of the mediator, while the physical/psychological and emotional state of the children and the
adults is exposed to negative impacts to the least possible extent given the difficulties of the situation. Ideally,
the parties will depart from the concluded divorce mediation with a better communication toolset, more clear-
cut boundaries and more secure parental competences.
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Case Presentation

Gabi, the mother contacts my colleague with the request that she should examine her six-year-old child, to
determine whether everything is all right with the child in a psychological sense. At the request of my colleague,
Gabi and her husband, Tamás, arrive together at the first meeting, but their child is not with them. The couple
show up at the appointed time, together with their little child. My colleague is only talking to the parents, during
that time a female social educator colleague is dealing with the child.

It turns out from the conversation that Gabi and Tamás, the father, have been separated for 10 months and are
going to get a divorce in the near future. The worry of Gabi about the condition of their child stems from this
situation. Based on the information received, it turns out that they shared the intention of getting a divorce, still,
progress is impeded and slowed down by lots of problems, issues, disputed matters, which increases tension and
hinders communication between them. In addition to the above information I also learned that Gabi and Tamás
are very short-tempered with each other, their negative feelings come to the surface easily and intensively.

My colleague offers them mediation as a possible way to build a "bridge" between each other for the discussion
of their problems. They take the opportunity and postpone the psychological examination of their child to a
later date.

One of the first steps of mediation is that taking advantage of undivided time, each party tells what is a problem
to him or her, why they need mediation. They tell their story in another session later.

They were both young when they got to know each other, back during their college years, then after graduation
they get married and go to work to Austria at the request of Tamás. After the initial difficulties both of them took
a liking to the local lifestyle, they work in the hospitality industry. In the meantime they establish a company
in which Tamás works a lot and Gabi only holds a minimum percentage of ownership in it. Gabi becomes
pregnant, but owing to her autoimmune disease, not discovered up to that time and therefore not treated, the
physicians advise her against keeping the baby. She talks with many physicians, and finally finds one who tells
her that she can become pregnant once main, under strict control. She becomes pregnant once again, she must
stay in bed during the fall term of her pregnancy, and finally she gives birth to Dani, their healthy male child
who was born on time. After that they moved to Hungary, to the village where the parents of the father live.
They build a detached house where they live for two years together with the grandparents, in love and harmony.
Tamás continues working in their company, which performs very well, Gabi takes care of the children. Tamás
wants to move to Budapest, so they sell the house and buy an apartment in a residential estate in Buda, but the
entire family is not moving in, because it turns out on the day before moving in that Tamás has a relationship
with someone else. After half a year Gabi files the divorce papers.

Dani is 6 years old at that time, his condition worries Gabi because he does some really disturbing things. He
keeps scratching his skin, at some points on his body he already has some bloody spots, he keeps waking up
each night and cries. This is their preliminary history in brief.

So when mediation starts the official procedure is already in progress. As I have mentioned, this fact is a
contraindication for mediation, therefore we request them to terminate the procedure. They comply.

It is with this story behind their backs that they formulate their positions, then their needs and requirements
from the other party.

Gabi
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• She would like to get a divorce;
• Tamás should help her when she needs it (concerning Dani);
• She should be in charge of her own life - she wants to terminate her financial dependence on Tamás;
• Getting support from more than one source;
• Setting up a regular schedule, within that, Dani should not alternate spending one week in her place and the

other at his father's, he should only meet his father during the usual visitation hours;
• She should be able to talk to Tamás bypassing Dani;
• Dani's condition gets worse when Tamás and Gabi are having a row;
• Respect for each other's habitats;
• She is grateful to Tamás for the divorce, as she gets an opportunity to make new friends acquaintances,

relationships;
• Tamás should keep his promises;
• Full break-up of connections between the parents of Tamás and Gabi;
• The child had not had a father for five years, only since ten months ago,
• The father is important for the child.

Tamás
• He would like to get a divorce;
• To reach an agreement concerning Dani; Instead of 1 week with each parent, 9 and 5 days, and Tamás should

be allowed to take him home on training days;
• Honesty, Gabi should not make untrue statements concerning visitation rights;
• A regular schedule;
• Dani should be harmed as little as possible - he should spend more time with his father, Dani's condition

is bad;
• An agreement, a written contract should be concluded on financial matters, the earlier agreement did not

work;
• They should be able to communicate regarding Dani, keeping up the relationship between the child and the

grandparents, and this should be a mutual arrangement.
• Gabi should not instil in Dani a hatred of his grandparents, she should respect the parents of Tamás and

support their relationship.

Mediation started with these statements of position and hidden needs. The common, identical items of those
listed above were highlighted, we were glad to realize that such items did exist and emphasized that the child
is important for both of them and they want to spend as much time as possible with him. We confirmed them
on those points where confirmation was possible, and this concluded the first meeting.

However, a real "poker game" began, in which we, mediators, declined to participate. The parents usually
played the games during the sessions. It was a difficulty for us that we could not see the cards of Tamás or
Gabi, and they could not see each other's cards, either. That way, the feeling of distrust that was already there
between them rubbed off on us a bit, too. We felt several times that they had been trying to deceive the other
one, and thus the mediators all the time, i.e. they did not play honestly.

The second time only Tamás came. Gabi wanted to cancel the meeting on telephone because terrible things
had happened, but finally I managed to convince her to come. Despite that, only the father came. Tamás told
us that Dani was at his place, as per their mutual agreement, but he got sick with the flu. Tamás texted to Gabi
that the child was sick, and then she ran to his place with a female friend and wanted to take Dani home. They
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started scuffling, pulling Dani to and fro, then Gabi threw such a tantrum that she opened the window, started
shouting and threatened with hurling herself out of the window. Tamás pulled her back. Finally, Tamás pushed
Gabi out through the door and she left.

Since we had a separate conversation with Tamás, we offered Gabi the same opportunity, which she took.

At the time of the conversation her son was already with her, Tamás took him back to her at the agreed time.
She tells the same story as Tamás, with the difference that she understood the text message of Tamás as a call
for help, and so frantically rushed to his place.

Both of them came to the third and fourth sessions, and we carried on the process of mediation.

Based on this, the list of common needs is created, which provides a basis for negotiations.

Common Needs
• To get a divorce: to become independent of the other person emotionally, spatially, financially, a clear

situation, autonomy;
• Respect for each other's habitats,
• Financial agreement;
• A regular regime; to agree on the visitation of Dani; On training days Tamás takes home Dani from

kindergarten;
• To talk to each other without Dani;
• Honour the agreement, honesty, trust;
• Tamás and Dani, as well as Gabi and Dani should be on good terms;
• There should be jointly defined rules concerning Dani;
• Create a child's room for Dani in Dad's place;
• The financial differences should not be emphasized when Dani is present
• Dani should not be a messenger between his parents, he should not be used as a tool to punish the other one

(Mediator), he should not be given wider decision-making right than his age would justify.

Of the common needs both of them chose the need for a Regular regime as the first aspect to be discussed.
However, the discussion of this aspect soon starts spinning around mutual blackmailing, which sends the
message to them and to the mediators that they cannot yet reach a resolution on that matter. Mutual blackmailing
in this case would mean that Tamás is willing to pay higher child support if they agree on alternating visitation
terms of one week. On the other hand, Gabi is only willing to let the child go if she received more money
from Tamás. They struggle for a long time trying to devise a resolution, since both parties insist on their reins,
which do not take them forward.

We would have liked not to accept this way of thinking, i.e. that the child and the division of assets, financial
support are linked. We did not want to make the child subject of payment, purchase, sale. By deferring the
conflict of a regular regime and clarifying an easier issue, we wanted the couple to experience that they can
cooperate, they can produce a joint solution from themselves, and this will increase their trust for the future
in themselves and in mediation. We postponed the discussion of the necessity for a regular regime to a later
date, thus we chose the honouring of each other's habitat as the second problem. This common need has been
discussed, they both accepted their proposals for the resolution of the issue. I present their resolutions here
to show how detailed they are.
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Respect for each other's habitats
1. When Daddy takes home the child after visitation, he will stop at the doorstep, which is where the child is

delivered and taken over. (Gabi)
2. Tamás is allowed to make a phone call every other day, between 7:00 and 7:30 PM. If Gabi is otherwise

engaged, she will tell as much and Tamás will call Dani later. Tamás will call his son either on the landline
or on the cell phone of his mother. Dani should not make calls. (Gabi).

3. Not to meet each other (adult – adult) until Gabi wants otherwise. (Gabi)
4. Respecting each other's workplace. During working hours only Gabi may contact Tamás on telephone.

(Gabi).
5. The parents should talk to each other once a week for 20 minutes on telephone about Dani, during the first

visitation of the week (Gabi+Tamás)
6. To take away the cell phone from Dani, and he can only use the other two telephones. (Both).

Gabi once again skips the next meeting, since she got offended by Tamás for some reason. At this point I stop
giving a detailed description of the mediation by session. My only reason for presenting it so far was to make
the process tangible.

Their intention and willingness to reach an agreement continues to be motivated by the division of assets and
child visitation. Gabi is in a dire financial situation, although in the apartment in Buda she got used to an
affluent lifestyle. She does not want to move, but if she has to, then she will move to the countryside with the
child. Tamás feels threatened by that, so he promises that Gabi may continue living in the apartment and he
will donate his own share to Dani, if Gabi stays and the regime of alternating terms of one week remains. Gabi
is only able to stay in this apartment if she receives higher child support (the utility bills are high...), or if she
moves to a smaller apartment, which means a lower standard for the child than he is used to. Tamás promises
to pay a higher amount than the average. Gabi is not able to give a ride for the kid to the school if she does
not have a car, she would like to keep the company car. Tamás is willing to concede, with the restriction of
a definite term. The agreement is concluded on the assets. Unfortunately, the story does not end here. In the
next session everything is blown, since a friend of Tamás told him that he was conceding too much to Gabi,
he could receive the alternating visitation terms of one week without being so generous. Gabi gets offended
by this and does not let the child go...

It would have gone on like that over and over again if we had not changed our strategy. We did change: we
got in the poker game.

We "put Dani on the table" and asked the parties what is this child worth for them? This question clarified the
situation "we called a spade a spade." Everything has changed: they start to negotiate with each other on the
child. After many sessions they managed to agree on alternating visitation terms of one week, in exchange,
Gabi may stay in the Buda estate condominium, which she may even sell, but a certain percentage of the price,
which is really be 50% share of Tamás, will go to Dani.

We had one more session, as agreed, by which we had prepared the agreement. I had sent the draft agreement
to them by mail. Both of them came and signed the agreement, together with the mediators.

In the follow-up meeting they told us that they chose mediation to facilitate their divorce, with the written
mediation agreement i.e. with their joint agreement in hand the court in fact separated them quickly, that way
the official divorce was completed relatively quickly. Divorce can be completed without a lengthy, difficult
and costly procedure through the mediation agreement, in such a manner that hopefully the parties remain able
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to continue communicating with each other after the divorce as well, relying on the communication techniques
acquired in mediation.
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11. Challenges and resources in the life of families
The concept of family resilience

The approach of family therapy has been evolved from theory of communication, from gestalt psychology,
from social approach of depth psychology (René Spitz, Erik Erikson) and partly from system theory (Luwig
von Bertalanffy).

Along these the system of a family can be described with categories like nonsummativity (i.e. the system is
more than merely the sum of its members), circular causality (i.e. emphasize the interaction, cause-and-effect
correlations), equifinality (i.e. different causes with the same outcome or same outcome from different causes ),
morphogenesys (i.e. during it's life cycle the family changes in it's structure, making new rules and norms in
order to make a new balance) . The latter, the measure of the family's ability to morphogenesys, is the resilience
of the family (Békés, 1998).

In a family therapy the subject is the family, not the individual. The family member showing symptoms is not
the weakest but in some sense the strongest in the family because he/she is the one who tries to keep the state
of balance within the family. However, all family members are involved in this coping process.

The family answers to the stress as a whole.

11.1. Family stress
In all culture, families experience some kind of family stress. Although the reasons or the events are unique
all family live and understand the family stress. Every stressor begins and completes something in the family.
Coming from either outside or inside of the family, it has it's effect on the family's inner system and makes
it change. Each family needs to find their own resources then, that helps them better coping within their life.
These resources can be internal or external. Maybe they are not that easy to recognize but it is true anyways that
every family has their own internal power and resistance to handle the stress. It is the internal resources (those
that are available inside of the family system) that are used first, before the family need to call for external
ones. The various cultures may not be different in the previous attributes, they differ in what approach and
strategy they apply in coping with family stress (Olson, 1997)1.

Stressors are events, transitions and difficulties leading to strain to handle. When the strain is not solving
stress arise. amily stress (to distinguish from the stressor) may be defined as a state coming from recent or
perceptible imbalance between the needs (i.e. challenge, threat) and abilities (i.e. resources, coping) in the
family functions. When the imbalance needs excessive resources it is defined as hyperstress, when the resources
cover the needs the family is said to experience hypostress (McCubbin and Patterson, 1983)2. Distress is an
adverse state when the family finds its demand-resource levels imbalanced, eustress is a positive state with
demand-resource balance defined as satisfactory, family members are finding it a challenge.

Stressors as life events bring change to various areas of family life, limits, goals, interaction patterns and family
values may be changed. A comprehensive scheme for evaluating crises has been proposed by Lipman and

1Olson, D. H. (1997): Family Stress and Coping: A Multisystem Perspective, In: Dreman S. (Ed), The Family of the 21st Century, (pp.
259-280), Lawrence Erlbaum Associates, London
2McCubbin, H. I. and Patterson, J. M. (1983): Family Transition: Adaptation to Stress, In McCubbin, H. I. and Figley, C. R. (Eds) Stress
and The Family, (pp. 5-25), Brunner/Mazel, New York
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Blumen with 8 criteria to group stressors and their effects on the family system (see McCubbin and Patterson,
1983). Stressors are differentiated by coming from inside of the family (e.g. mother go to work again) or
outside of the family (e.g. loosing job). There is a difference when it affects all family members directly (e.g.
divorce) or only one of them (teen's quarreling with a friend). The stressor may come suddenly (e.g. tornado)
or gradually (e.g. pregnancy). Stressor may be serious and bad (e.g. death) or moderate (e.g. buying a new
car). It may last for short time (e.g. starting school) or be a long term one (e.g. parent in cancer). It may be
expected (e.g. child becomes adolescent) or unexpected (e.g. car accident). It may be caused by the nature (e.g.
hurricane) or a man-made situation (e.g. loosing job because of technology). Finally, it may be a difference
whether the family have the confidence to solve the difficulty (e.g. getting used to a new home) or it is beyond
their control (e.g. inflation's effect on family budget).

According to the scheme above five major categories may be set (McCubbin and Patterson, 1983). Special
difficulties are the life events that are made up by one specific tension, like divorce of going to work again.
There are difficulties caused by normative transitions that are coming from natural progress of the family.
These are future and predictable events that go with the peculiar changes of family life cycles and great scale
transitions. These are normal and are not necessarily displaying pathology (Walsh, 1993)3. Stress may stem
from earlier unresolved tension that live on preventing the family to adapt and improve it's structure. The rebirth
of an unresolved conflict is however provides the family with the hope and possibility of seeing it as a recent
problem (being embedded in a life cycle) to get a new resolution and successful adaptation (Bagdy, 2002)4.
The family being a functional unit may adapt to the stress in several different ways, healthy families apply a
wide variety of coping methods (Walsh, 1993), even though coping and the efforts made mean a new factor to
adopt to. Leaving a stressful job and getting a new one may be an example for successful coping however the
new job with an unfamiliar situation is also something to adapt to. Finally, ambiguous, fuzzy limits in family
and social life are to underline as a stress source. This concept by Boss (1983)5 describes that the individual is
defined as inside or outside of the family system an how solid this definition is.

As we see stressors may be classified by several perspectives. Essential is the effect on the structure of the
family, situations in which the tension is coming from the change of the family's structure. So we distinguish
between stressors by whether they result in improvement, growth in the family or have the opposite effect.
Family structure is changing by entering a new member, like birth of a baby or a young adult choosing mate.
Change can be the opposite of is as well, when the family structure changes by somebody leaving it (e.g.
death of a family member or, what is less stressful, somebody moving off). The loss however may occur in
the family morals as well. It may be encountered as a consequence of a family member addicted to alcohol or
drugs. Finally changing the structure and morals together may be the challenge as well like in case of divorce,
leaving the mate.

Although the difficulties listed above may be considered well known and general, there is one that stands
out from the others. Family stress caused by normative transition is emphasized here because it is a natural
consequence of life changes, an inevitable and essential step forward in improvement thus being impossible
to avoid but being an enriching experience as well.

3Walsh, F. (1993): Conceptualization of Normal Family Processes, In: Walsh, F. (Ed), Normal Family Processes, (pp. 3-69), The Guilford
Press, New York
4Bagdy E. (2002): Bevezetés, In: Bagdy, E. (Ed), Párkapcsolatok dinamikája, (pp. 9-20), Animula, Budapest
5Boss, P. G. (1983): The Marital Relationship: Boundaries and Ambiguities, In: McCubbin, H. I. and Figley C. R (Eds) Stress and The
Family, (pp. 26-40), Brunner/Mazel, New York
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11.2. Stress or crises?
Crises may be formulated as an always changing disagreement, falling apart, an inability in the family system.
Distinguishing from stress, which is a demand-resource imbalance, crises may be described as the family's
inability to restore the balance along with the permanent stress to change the family structure and the interaction
patterns. In other words, stress will never arise as a crises whenever the family is able to mobilize their resources
and recognizes the situation as a resistance against the change in the family system.

Transitions in family life cycles, being normative changes, bring stress for most families, but are resulting in
crises to significantly less extent (if they do however then mostly together with some other stressor).

11.3. Resources in the family

Coping in the family - Focus on the pre-crises variables - "pre-Lazarus model"

There are several theorems to help us to find the way in coping with family stress. At the first steps researchers
studied some serious and well defined events (for instance the effects of the father fighting in the 2nd World
War) in that old behavior patterns became inadequate, could not get confirmed so new patterns were to create.
The first models of family stress were conceptualized in accord with these. The first one and a starting point in
the research was the ABCX model by Hill (see McCubbin and Patterson, 1983). The deficiency in the demands
of a new situation (A) and the resources available in the family (B), and the event defined in the context of the
family (C) leads to the crises (X). Hill first focused on the paralyzing effect of the crises but later recognized
that disorder caused by non-normative effects as well lead to a new order and growth (see Cowan, 1991)6.

Reiss extended Hill's event definition in sense of family stress theory laying emphasis on the family being
initiative and involved in interpretation of stressful events. Stressful events and coping with them are central
organizing power of the family constructs and the family paradigm. These meanings and family constructs are
dynamic, changing in time as the family answers to new experiences, especially to stressful experiences. Reiss
defined two variables in family constructs of reality, named family constructs and family paradigms. Family
constructs are more specific to the situation and can be classified into two distinct types. Usual constructs are
those that are routines and views of the families' everyday life while crises constructs are concepts and answers
to crises events.

In McCubbin andMcCubbin (see Schuck and Bucy, 1997)7 rituals in a family are relatively reliable indicators
of the family's integration and are helpers and essences to elaborate the family constructions and paradigms
accordingly they conduce to a successful outcome and improve the ability to handle a crisis.

Extending with post crisis variables

McCubbin and Patterson (1983) continued to elaborate Hill's structures extending his model with elements
of coping in Lazarus's secondary appraisal. Unlike Hill's theory, that focuses on the stressor and the pre-
crisis variables thus incorporate Lazarus's primary appraisal only, the Double ABCX model of McCubbin and

6Cowan P. A. (1991): Individual and Family Life Transitions: A Proposal for a New Definition, In: Cowan, P. A. and Hetherington, M.
(Eds) Family Transitions: Contintuity and Change Over the Life Cycle, (pp. 3-31.) Lawrence Erlbaum Associates Hillsdale, New Yersey,
Hove, London
7Schuck, L. A. and Bucy, J. E. (1997): Family Rituals: Implications for Early Intervention, Topics in Early Childhood Special Education
17(4), 477-493,
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Patterson adds some more variables. On one hand some accidental life-stressors and changes that influence the
family's ability to successful adaptation, psychological and social factors the family use to keep control in a
crises. On the other hand some family processes the family use to make the proper decision. In accord with
all these the family resources are interpreted at multiple levels. 1 Individual resources i.e. resources of family
members are helping the family to cope with the crisis situation. 2 The resource of the family system is made of
a continuously re-forming set of flexible connections resulting in a solid coherence that also feeds back to the
growth and autonomy of the family members. Concepts of Olson's system (1993, will see later in details)8 like
family cohesion and ability to adapt are also categorized as being family resources, maybe the most important
ones. 3 The third level is the society including family and individuals as well. From this side resources like
honor, network support, emotional and social support may be given.

However the first models of stress enriched with new notions. McCubbin and Patterson, emphasizing the
adaptation processes, added the analysis of control and adaptation modes (FAAR model, Patterson, 1988)9.
These are those two phases that the family undergo when coping with a stress event. 1 At first, in control phase
it tries to avoid and eliminate it. Then, via assimilation it gets closer to the problems and form the interaction
pattern in a way to keep changes in the structure minimal. Success depends on where the family is placed
in the adaptation -mal-adaptation continuum. The family's place in the adaptation continuum and in general
their sense of stability and satisfaction influences the family's vulnerability and the likely outcome of their next
stress event and transition.

2 The phase of adaptation makes it possible to sketch up a new structure, new roles, new values and new
interaction patterns. A successful adaptation result in higher level of integration and a higher level of confidence
of family members. They are more satisfied with communication and the family organization, members are
independent and with good self-esteem, the family is more coherent and solid, in social transitions there are
improvements in social support, and there is significant improvement in keeping the control and the unity of
the family.

Beyond introducing the model, like Reiss's concept of family constructs, also in FAAR model we may underline
the key concepts to define the situations, the "levels of family meanings" like family identity and those concepts
that are important from the perspective of an adaptive outcome (Patterson and Garwick, 1994)10. Family
meanings need to be distinguished from those meanings that are added by the family members and from those
that are given by consents throughout the family members. Family meanings are interpretations, visions and
ideas constructed by the family members together by interacting with one each other, by their daily routines,
sharing their experiences and thoughts, by the way they speak with each other. These are the family's social
constructions, results of the member's interactions and belongs to the family as an organic unit rather than to
the members as individuals.

In the FAAR model there are two distinct layers of interpretation levels: these are global and situational
meanings. Situational meanings are the individual's and the family's subjective definition on their needs,
capabilities and these two factors relative to each other. Global meanings are a more stationary set of cognitive
function about the family members' relationship to each other and the family's place in relation to a wide
community.

8Olson, D. H. (1993): Circumplex Model of Marital and Family Systems, In: Walsh, F (Ed.) Normal Family Processes, 104- 137, Gilford,
New York,
9Patterson, J. M. (1988): Families Expeiencing Stress, I. The Family Adjustment and Adaptation Response Model, II. Applying the FAAR
Model to Health-Related Issues for Intervention and Research, Family Systems Medicine, 6.2. 202.-237.
10Patterson, J. M., and Garwick, A. W. (1994). Levels of meaning in family stress theory. Family Process, 33, 287–304.
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In the same time with the FAAR model, Boss (1983) formulated his Contextual Approach to Family Stress
also laying emphasis on family perceptions. In Boss's work one of the key concepts related to perception is
the "ambiguity of boundaries". It is about whether the individual is defined as inside of the family system or
outside of it, meaning inside and outside either in physical or psychological ways. Ambiguity of boundaries is
a state in that family members are unsure about their perceptions, about who are inside and who are outside and
the roles in there. Rituals come handy to underline ambiguous situations, and highlight the ambivalence that is
outstanding usually in therapy situation. However the main role that rituals play is to protect the family from
ambiguous situations, by clearing up the roles and setting the right places for connections and interactions.

Putting together the concepts of situational and global meanings from the FAAR model and the concept of
ambiguity of boundaries from Boss's Contextual Model three distinct levels of meaning can be recognized as
being important in studying families' adaptation to stressful events (Patterson and Garwick, 1994). These are
situational meanings, family identity and family ideology. Situational meanings are how the family members
talk with each other on a stressful event, getting know the stressor event of the new demands and considering
their own capabilities how to deal with the situation as a family. Having a common definition not necessarily
comprise consent between family members, they may agree on that they disagree. Family identity as the
next level, describes how the family defines itself. This can be seen in their structure (who are the family
members) and clearly visible in their operation (connection patterns, members' connections with each other).
Family identity is a set of implicit rules describing how the family members are related to each other. These
rules include the definition of the external boundaries (who belong to the family) and the internals as well
(subsystems). Roles-responsibilities are displayed and norms and rules of interactions as well. The notion of
family identity is more abstract than the situational meaning and the family member may not be able to define
it properly if asked to. As seen previously, it is evolving and forming in family rituals and routines. Finally the
family ideology describes how they interpret the reality and what assumptions they have on their environment.
These are existential beliefs like the family's objects in life. Being the most abstract concept of this three the
family is probably unable to define it.

All three levels of meanings have the role and emphasis in families' adapting to stressful events.

Coping with stress can be followed in the new theorem by Burr and Klein (1994)11. They are building on
Koos's "roller coaster model" who described four levels in the stress process (see Burr and Klein, 1994). The
crisis disturbs the normal level of operation and result in the phase of disorder. This is followed by the phase
of recovery then a new balance is found in the phase of reorganization. The first level refers to a certain change
in the daily routines, for example modifying a family norm or rule. The second phase refers to a more abstract
and essential change, for example changing the way of setting up the rules, which is much more a question of
structure. The third level is even more abstract and refers to fundamental changes that influence the family's
main values and objects in life. Delimiting certain aspects of families' functioning and the stress types the
families are subject to, Burr and Klein (1994) examined how the various stress types influence the level of
reorganization in terms of main functions on family operation. They found that pattern of change is not only
dependent from the type of stress, but from other aspects of the study as well, like fulfillment with relationships,
rituals, forms of celebrations, leading, daily routines, emotional environment, family growth.

11Burr, W.R. and Klein, S.R. (1994). Reexamining family stress: New theory and research, Thousand Oaks, CA: Sage
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Systemic model of family stress and coping

Last of the stress and coping models we introduce David H. Olson's MASH model, in which we can examine
the interaction of individuals, families and other areas of life. The MASH model was build up mainly on the
Circumplex Model (Olson, 1993) of families and marital systems, which is commonly used in pair and family
research in case of healthy and dysfunctional families as well. The model emphasizes three dimensions, such
as cohesion in the family, adapting in the family and communication in the family. The marital and family
cohesion is an emotional bond that the family members feel to each other. According to their assumptions
it is the mid-range values of cohesion that ensure the optimal family functioning. When the cohesion is too
high that means too much consensus, a too high level of coupling in the family and family members with low
independence. Cohesion being too low the level of connections and commitments are at low level, the family
members go their own way. In the Circumplex Model both too low and too high levels are problematic, from
the individual's and the family's point of view as well. On the other hand, changing in connections, life cycles
keep this value continuously changing. There is no one good value for a connection.

Adaptation in a marriage and family, flexibility in leading are results of changes in rules and roles. Like in
case of cohesion, the same assumption is made here, that is, central values are more beneficial in functioning
of a marriage or family, extreme values are signs of rigid and chaotic structure, more and more problems in
the family throughout their life cycles. Adaptation is mainly focused on the changes of the roles, the rules,
leading in the family and on the capabilities to keep up with the changes. Couples and families need stability
and change as well. Having the balance will improve the family's functionality as the years passed.

Third dimension in the Circumplex Model is the communication skills within couples and families which is a
facilitating one i.e. influences the other two. Communication skills can be assessed in terms of self-disclosure
(on self and the couple), lucidity, continuity, openness, having a well-defined addressee, empathy, attention
from the listener. In terms of these, communications can be balanced or extreme.

Following the Circumplex Model Hecker and Schindler has studied the family rituals in order to place them in
a model of family therapy to promote its use in therapy. They defined three types of rituals, under-ritualized,
normal and over-ritualized respectively. Level of ritualization is an important indicator to healthy functioning
of families; it displays the ways the family is functioning in its cohesion, flexibility and in communication as
well. The healthy ritualization, within the dimensions of cohesion, will influence emotional bond, and family-
members balance of closeness. Family identity, religious beliefs, family symbols showing up in rituals display
the role rituals play in the cohesion. In families that are under-ritualized, this is easily seen, while in families
that are over-ritualized, it is the individual whose needs and growth is backed due to the rigid bonds. In the
category of flexibility a healthy ritualization shows the capabilities within the family system to grow and change
in rules, roles and structures as well. The course of a ritual, roles and leadership are of key importance. In terms
of Circumplex Model, families that are under-ritualized are chaotic, families that are over-ritualized are rigid.
Finally, ritualization in communication is reflected by how the information, myths and beliefs are handed over,
how the family's history is forwarded and how the emotions are appearing in it.

Studying the family rituals in these three dimensions we may get important and relevant information on the
family's functions and thinking it over again in different life-situations we may discover how the family adapts
to the new challenges.

Sketching up the fine structure of the family functions, the Circumplex Model has established Olson's model
of family and coping, the MASH model, mentioned above. The MASH model is a biopsychosocial approach



Counseling, therapy and consultation

&KDOOHQJHV�DQG�UHVRXUFHV�LQ�WKH�OLIH�RI�IDPLOLHV
132

to four strongly and mutually interacting system levels, such as the individual, the couple, the family and the
workplace community. These systems are having four features that are solid but able to change, serving as
resource in coping and easing the adverse effects of stress-situations on psychical and physical well-being.
These four features are closeness, flexibility, communication and problem solving, i.e. it is problem solving
that is added to the resources seen in Circumplex Model.

Based on the combinations of two dimensions, closeness (intimacy) and flexibility the theory differentiate
between eight types of families. If one of the values obtained in these two dimensions is extremely low
or high, the system is said to be imbalanced that means poor level of adaptation compared to the balanced
system. Accordingly we can speak about chaotic-dependent families (very high closeness and flexibility), rigid-
dependent systems (very high closeness but low flexibility), rigid-disengaged systems (very low flexibility,
low intimacy) chaotic-disengaged systems (outstanding high flexibility and low intimacy). If the values in
dimensions of flexibility and intimacy fall in the mid-range we speak about a balanced structure.

Families though are subject to continuous change along their life cycles thus their type of structure also may
change. As the families grow demands and challenges keep changing reorganizing the resources as well. While
family with a baby is more likely to be in rigid-dependent type, the same in case of a family with an adolescent
calls for other interpretation.

In order to study the measure of stress sources, family resources and success of coping, based on the MASH
model, Olson worked out a questionnaire, the so called Coping and Stress Profile-t (Olson, 199512, 1997.). The
questionnaire studies the measure of stress, coping-resources and success of coping in all the four systemic
levels (individual, couple, family, and workplace).

The theorems above and system approach that goes beyond the mere identification of coping resources forecast
a paradigm change in social sciences that also can be characterized with the appearance of the concept of
resilience and a dynamic growth and in which conceptual system the family coping is finding it's place.

11.4. Family resilience

The concept of resilience is hard to define, during its forming it was continuously kept extending with new
aspects. It is a complex notion with fine grains still under discussion. The core meaning is however clear, it
is a life-affirming resolution, a flexible resistance that showing up in hard and stormy times. This concept
from engineering physics is well demonstrating the capability of individuals, communities and systems to
successfully adapt under a strong pressure.

The adaptation may undergo two ways (Holling, 1998)13. On one hand, there is a resistance towards the external
forces, keeping the previous state of balance while the inner structure of system does not change. On the other
hand however the system (individual, community) adapts in a flexible way, forming a new structure and new
equilibrium, re-structuring to a new, different but solid state. This ecologic view of resilience gathered ground
in the social sciences and the in systematic approach of family therapy. Resilience is a "dynamic stability"
in which the system maintains and reconstructs its inner stability while reacting adaptively to the changes of
environmental conditions. It is not a strictly-meant resistance but still a resistance as being a capability to resist
influences and to maintain the integrity.

12Olson, D. H. (1995): Coping and Stress Profile, Understanding Personal and Relationship Stress, Carlson Learning Company
13Holling, C. S. (1998.): Two cultires of ecology. Conservation Ecology In http://www.consecol.org/vol2/iss2/art4
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Bowlby's early theory of attachment was unable to explain the paradox when traumatized infants were later
able to live a well balanced and happy life thus displaying the science's deficiency in this field, i.e. there is
some power (either individual or system level), in terms of Ferenczi, "traumatic progression" that makes them
capable of mastering hard situations even making a virtue of them (Békés, 1998).

Many personal capabilities can be cited here that as if distinguishing those that are able to stand in the
gap in need. Resilience is the ability of self-regeneration, ability to mobilize biological, psychological and
environmental resources. It is described by Masten (2001)14 as being a personal quality that is closely correlated
with abilities of adaptation like being optimistic, keeping inner control, being empathic, having positive self-
esteem and self-efficacy.

In some other surveys it was found that adolescents are more happy if using to less extent the mechanisms
like avoidance, keeping distance or self-accusation but to more extent the methods of active approaching
with problem solving, positive revaluation and dispositional optimism. A high level of stress is much more
dangerous when seen together with maladaptive coping strategies. Avoidance, suppression, resignation – i.e.
remoting or emotionally passive coping mechanisms – result in increase of both external and internal problems
in behavior, aggression towards either inside or outside and are coming with a higher level of discomfort (Pikó-
Hamvai, 2012)15. A further difficulty in passive resolution is the decreased level of possibility to get social
support that would mobilize the resources in the community.

Researchers at Ohio University (Gordon R. K. - Longo, M. – Trickett, M.)16 also studying children's resilience,
underlined five features playing important role in this psychical ability to resistance. According their findings,
it is enriched environment during the early years, autonomy, androgyny (appearance of masculine and feminine
characteristics according to the situation) social abilitis (like empathy, tolerance, friendlyness) and the solid
internal control, that was found as playing important role.

While the research of resilience was primarily focused on the individual's coping and supporting systems, other
some aspects got also formed that emphasized that resilience is not just an attribute of the individual but it
is also a process of adaptation to the difficulties with other people also contributing to its success (Infante
2001)17. Resilience is a dynamic transaction between the individual, the family, the society and the culture.
As Greenspan (Bhana - Bachoo, 2011)18 says resilience is not just an attribute of an individual itself but it is
an achievement of a person with certain connections where the connections are unique contributors to the way
of growth of the individual. Accordingly, families are critical base of a healthy improvement; they have their
influence on the resilience-constructing strategies resulting in resilience showing up in different areas of life:
institutional, political, family, social and individual levels.

Similar to the concept of individual resilience, the concept of family resilience has been built on family
attributes, it is a sum of all those that are helping the family in getting through the difficulties and are having
a favorable outcome.

14Masten, A. S. (2001): Ordinary magic. Resilience processes in development. American Psychologist, 56. 227-238.
15Pikó, B.- Hamvai, B. (2012): Stressz, coping és reziliencia korai serdülĘkorban, SZTE ÁOK Magatartástudományi Intézet, Szeged, ul:�
2013-08-17
16Gordon R. K. - Longo, M. – Trickett, M: Fostering Resdilience in Children, In: http://ohioline.osu.edu/b875/b875_2.html, ul: 2013-08-16�
17Infante, F. (2001): Five openquestions to resilience: a review of recent literature. The Hague, Netherlands: Bernard van Leer Foundation.�
18Bhana, A. – Bachoo, S. (2011): The determinants of family resilience among families in low- and middle-income contexts: a systematic�
literature review, in: South African Journal os Psychology, 42 (2), pp. 131-139.
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Patterson (2002) tried to conceptualize family resilience in terms of family attributes and coping, gathering the
successful ways of coping and defining the efficiency of the family in these coping processes.

Walsh (1998) emphasized that in fact, all families acting competently can be studied from the perspective of
family resilience, as no families are able to escape from the difficulties of life. A family acting competently can
be considered as being resilient. Life cycle transition is the most typical change or crisis in a family demanding
change in structure; the system itself need to change, that makes necessary a secondary change in the family's
life.

Researches starting off seem to verify that there are some individual, family and community strength that are
acting role in these life-affirming solutions and these are not only results of individual competence.

Patterson (1991)19 identified those coping functions, seen previously, that contribute to the growth of family
resilience. It is usually a demand by a current problem (a family member being chronic sick) that hinders the
fulfillment of everyday needs; there is no balance between the demands of the specific problem and those that
belong to daily functioning. However there are many coping source that helps to prevent the balance. One
of those, as Patterson (1991) says, is the keeping the clean and flexible boundaries within the family that is
to cleanly and reliably set the limits between the subsystems saving the system from problematic solutions.
The clean, fluent and emotionful communication is also a key helper in coping. It may be hard to recognize
a positive side of crises in crucial stage; however, families that are able to incorporate these perspectives as
well are more effective at coping than those that are seeing their situation nothing but depressing. Flexible
adaptation is a key concept in family research; also Patterson (1991) found this, at adequate level, as an adaptive
approach to changes. Experiencing the family as a whole, family cohesion, feeling belonging to each other and
it's sensation of support also helps coping. It is important that in a family each member contribute by their own
typical coping-resource to the family coping, helping the family his or her own way. From social point of view
it is essential the family not to left isolated in their hard times. It is usually seen how a problem consolidates
the external boundaries of a family but in the same time it isolates the family from the help and the resources
outside. Looking for external help and accepting it can be a forwarder within the adaptation and the change.

Benzies and Mychasiuk (2009)20 and Black and Lobo (2008)21 also identify attributes establishing family
resilience in terms of individual/family and community concepts.

Benzies and Mychasiuk (2009) describe the higher level of inner control and self-efficacy, i.e. when feeling
control over the difficulties, as belonging to individual/family factors. All the effective coping solutions in their
system, being adaptive answers to challenges, are classified as being here. An important aspect if the system
of beliefs that means the aims and ordering power in life, trust in a positive outcome, that helps the successful
adaptation. Resiliences are also catalyzed by individual abilities and trained skills. Looking at the structure
of the family they found it must be differentiated by size (little-big), number of parents (single parents, both
parents) and the age of the mother (younger, older) to understand their effect on coping. No wonder to see
here the family cohesion, recognizing the family warmth and togetherness as a protecting factor. The nature of
family communication like in earlier studies is also confirmed as being protective factor. Parental involvement,
support and a supporting parental communication will contribute to the child's resource set. An important but
not really emphasized factor is the family as stimulating environment, where the community has facilitating

19Patterson, J. (1991): Family resilience to the challenge of child's disability, Pediatric Annals, 20, 491-499
20Benzies, K. - Mychasiuk, R (2009): Fostering family resiliency: A review of the key protective factors. In: Child and Family Social
Work, 14, pp. 103-114.
21Black, K. – Lobo, M. (2008): A conceptual review of family resilience factors. Journal of Family Nursing, 14, pp.33-55.
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effects, improves the cognitive structures and provides an area to practice. Family is a model and safety as
well, as it is able come up with long term and adequate answers to its own system-level challenges. Finally,
the power of this safety is emphasized, underlined the family's permanent residence, and the members mental
and physical health as protective factors.

Benzies and Mychasiuk (2009) defines the level of involvement in the community – i.e. good relationship with
neighbors or a spiritual community - as one of the main community factors to help resilience. Another important
element is the acceptance of peer relationships in the family serving as confirming factor during the life of a
child. They underline the role of supporting mentors in the community who offer help to the family and may
serve as a model. Three important factors of the living quarters is also emphasized, these are public security,
availability of high quality schooling and health care. As we see these are far beyond the scope of individual
resources.

Similarly, Black and Lobo (2008) as well classifies factors to aid resilience as individual/family or community
ones. Like before, positive attitude, as confidence in resolving the difficulties, along with spirituality, a way
to enhance hope and optimism is emphasized. The emphasize harmony in the family as well, the coziness
and togetherness, attention and high cohesion. The clear, open-hearted and emotionful family communication,
cooperational way in resolving the problems is also a supportive factor in the hard times. An important factor
of this system is the family time, focus on common activities. Feeling togetherness in the everyday tasks,
cooperating roles make safety, order and trust in the family. The family's recreation together, sharing common
experiences also add to the cohesion and the individual stability as well. Similarly, important are the family
rituals, traditions and holidays.

As community factor the authors highlight the social support, the role of connections in the family and the
community, being of especial importance in case of families with low income.

Bhana and Bachoo (2011) studying the works in family resilience between 1991 and 2010, in case of families
with low and mid-range income, referring to the authors above (Benzies and Mychasiuk (2009), Black and
Lobo (2008)) identified six factors of which five are individual/family characteristics of resilience and one
is characterized by the general community resources. Their system joins individual and family resources,
resilience factors in remarkable way.

The system of beliefs, value factors are underlining the importance of what belief, main conception is found in
the family in regard facing and coping with a crises. It is helpful if this belief symbolizes a common supposition
shared by all family members, they agree in values and principles they follow in coping with the difficulties.
As discovered in earlier studies, there are three main curses of system of beliefs: it is supportive if the family
defines positive outlook in their like, if they live their aims intensely and if they have a solid belief in self-
efficacy. These are the most typical features that are common in resilient families.

Self confidence and the belief in self control are also outstanding factors. From perspective of control-origin,
extrapolating individual features to the case of family (Bhana – Bachoo, 2011), we may say that families under
external control are attributing their events of life to mainly external influences and are feeling control over
their life to a less extent. In contrary of this, families with inner control feel power to change the conditions.
Those impoverished families that are recognizing the responsibilities of being their own and are having more
self-confidence tend to be more positive and successful in finding resolutions.

Dimension of spirituality as being important factor is appearing in many researches and theoretical studies. It
is recognized as a mechanism to improve resilience but in fact its role is changing from situation to situation.
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It is inevitably important in the growth of family resilience, but apart from the belief in a supreme power, it's
mechanism of acting are lesser known. Further resources are needed to discover its dynamics.

The authors emphasize parental-educational style as being the fourth factor. It is well known that parental/
educational style is correlated with the child's psychical balance, his/her self-esteem and thus with the resilience.
At authoritative parental style, as compared to other forms, more typical is warmth in parent's attitude,
sensibility and open, supporting communication. Parental style directly influences the family cohesion and so,
indirectly, it has its influence on the resilient coping.

Family cohesion and warmth is probably the most basic protective factor, the one that is appearing most
generally in the researches and is a verified dimension. Bhana and Bachoo, beyond confirming parents role
in constructing protective factors in the family, lay emphasis on a less known fact, that others, more distant
persons may also ensure and establish the warmth that serve as a base of resilience. Emotional nearness of
grandparents, brothers, sisters or other important persons as an extra familiar support or presence of alternative
attendants is usually source of strength when the nuclear family is unable to provide it.

As a sixth factor Blaha and Bachoo (2011) emphasize the role of social-community factor, a wider system of
community that goes beyond the resources individual and the family, putting the wider system of community
to the stage of resilient coping. Perspectives of resilience-studies are thus expanded into the scope of society.

It can be seen from all these, however it may be hard to differentiate what is depending on the personality and
what is up to the environment, stages of individual-family-community , as dynamic systems, are all contribute
to the successful coping with the difficulties.

As we can see, similarly to coping of individuals, the family resilience can also be interpreted as a capability
describing how effective they are in managing their life. However it can be described as a process as well
meaning the competent adaptation of the family after a change or challenge.

When the family enter a crisis they usually loose balance, the crises make the family change in its structure
and before that, in their interactions. During an effective adaptation they get over the difficulties, their abilities
strengthen, that experience the results of flexible adaptation. Despite of negative impacts a positive way of
progress is experienced.
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