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UNIT ONE
WHAT IS COUNSELING?
In this chapter you will learn:







The historical context and origins of counseling and psychotherapy
Different ways of defining counseling and psychotherapy
About the roles of counseling
About the evaluation and effectiveness of modern therapy
About counseling and related fields
Future trends of the field of counseling

1. INTRODUCTION
Counseling is a dynamic, ever evolving and exiting profession that deals with human concerns
and potentials in an intensive, personal and caring way. It is a profession dedicated to prevention,
development, exploration, empowerment change and remediation in an increasingly complex and
chaotic world. In the past counseling emphasized guidance by helping people make wise choices.
Now guidance is but one part of this multidimensional profession. Although it is a profession
that has come of age, it is also still growing.
This module introduces counseling beginning from its definition, historical back ground, roles
and its relationship to other fields. It continues by discussing the view of human nature, key
concepts, techniques and process of counseling in major theoretical approaches to counseling
and psychotherapy. In addition, it presents the ethical principles, issues and practices in the field
of counseling.

1.2.

Definition of Counseling

Different authors have defined counseling in different ways. The following are some examples:
1. Counseling is the artful application of scientifically derived psychological knowledge and
techniques for the purpose of changing human behavior‖ (Burke, 1989).
2. ―Counseling is a helping relationship that includes someone seeking help and someone
willing to give help who is trained to help in a setting that permits help to be given and
received‖ (Cormier & Hackney, 1987).
3. Counseling consists of whatever ethical activities a counselor undertakes in an effort to
help the client engage in those types of behavior that will lead to a resolution of the
client‘s problems‖ (Krumboltz, 1965).
4. ―[Counseling is] an activity . . . for working with relatively normal-functioning
individuals who are experiencing developmental or adjustment problems‖ (Kottler &
Brown, 1996).
American counselors association (ACA) accepted the following definition of counseling (1997):
―Counseling is the application of mental health, psychological or human development principle,
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through cognitive, affective, behavioral or systemic interventions, strategies that address
wellness, personal growth, or career development as well as pathology‖
The above definitions contain a number of implicit and explicit points that are important for
counselors as well as consumers to realize.
 Counseling is a profession: counseling practitioners complete c prescribed course of
study leading to a masters or doctorate degree. They also should get certification and
licensing and adhere to ethical code of ethics.
 Counseling deals with wellness, personal growth, or career development and
pathological concerns: counselors work in such settings as schools families and careers
as well as in private practice to deal with relationship, adjustment and remedial concerns.
 Counseling is a helping relationship: counseling can be considered as a unique kind of
professional relationship between a counselor and a client.
 Counseling is intended to solve problems or help people develop by modifying behavior,
thinking or feelings using scientific and artful application of knowledge about human
behavior.
 Counseling is ethical: ethics is a significant and defining characteristic of the profession
of counseling.

1.3.

Guidance and Counseling

Guidance is the process of helping individuals choose what they value most. It is providing
information or experiences (vocational, educational, and personal) to help people make plans or
decisions. Guidance is a direction from more experienced to less experience usually in schools. It
could be provided in group or individually. Orientation to fresh college students can be an
example of group guidance.
In contrast, counseling helps people make changes and deal with adjustment or developmental
issues. For example, counseling helps people make behavior modification, developing personal
relationship skills. Counseling may encompass guidance activity within it.

1.4.

Brief History of counseling

In the entire human history, people have sought the advice and counsel of others believed to
possess knowledge, insight or experience. Perhaps the first counter parts of the present day
counselors were the chieftains and elders of the ancient tribal societies who provided advice and
guidance to youth. These tribal members shared fundamental economic enterprises like hunting,
fishing and farming. In early civilizations and the medieval ages philosophers, priests, and other
representatives of religion assumed the function of advising and offering counsel. From the
middle ages onward teachers also were increasingly expected to provide guidance for their
pupils, often of the most directive kind.
Most of the pioneers in counseling identified themselves as teachers and social reformers. Jesse
B. Device was the first person to set up a systematized guidance program in the public schools.
Frank Parsons, who is considered as the father of guidance and counseling, established the
Boston Vocational Bureau in 1908 to help young people make career decisions. He wrote an
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influential book ―choosing avocation‖. Abraham and Hannah Stone established the first marriage
and family counseling center in 1929 in New York City.

1.5.

Roles of Counseling

The roles of counseling can be categorized in to three; remedial role, preventive role and
developmental role.
The first role of counseling is remedial. Remedial counseling is concerned with treatment of a
psychological disorder once it occurs. It is concerned with solving existing problems. For
example, counseling can help people with anxiety, depression or alcohol abuse alleviate their
problems. Marriage counselor may work through troubled relationship to solve existing
problems in the marriage.
The second role of counseling is prevention which works to prevent anticipated dangers before
they occur. In other words, counselors anticipate or predict problems and work on them so that
they will not occur. For instance, college counseling center may provide first year students with
training about substance abuse so that they will not engage in that behavior. Pre-marital
counseling may prepare couples to the problems they might face in their marriage or parenting
so that they will cope better.
Counseling may also play the role of developing people‘s capacity so that they will be more
productive and efficient in their lives. The goal is empowering people to master their
environment. The emphasis is on positive qualities rather than weaknesses and problems. For
instance, training may be given on assertiveness skill for students which make them more
effective in their interaction with others. Study skill training may help students become better
academic achievers

1.6.

Effectiveness of Counseling

 Is counseling effective? Does it work?
 How do we know weather counseling is effective or not?
In 1952, Hans Eyesinck published a controversial article titled ―The effects of psychotherapy‖.
In the article he concluded that ―There is no evidence that psychotherapy is effective‖. He
claimed that after 50 years of practice and research no evidence exist that show its effectiveness.
This claim generated a lot of controversy and contributed for psychotherapy research to flourish
for the next thirty years. In 1980s considerable research evidence celebrated the effectiveness of
counseling and psychotherapy. It was established in the 1980s that counseling and psychotherapy
are remarkably efficacious. For some behavioral and psychological problems there is no better
treatment than counseling and psychotherapy.
In 19980s, the question was ―which form or approach of psychotherapy is more effective? Metaanalysis of psychotherapy outcome studies indicated that different therapists‘ theoretical
orientation and different techniques did not produce different results. That is all forms of therapy
produce relatively equivalent results. One explanation for these findings is that common factors
rather than specific techniques are important in counseling. In other words, factors common to all
counseling approaches like relationship and client‘s expectancy to heal are more effective than
specific techniques in a given approach. The other explanation is that all approaches produce
6

similar results using their own techniques and theories. The third explanation is that the available
research method cannot detect the difference in the effectiveness of counseling approaches.

1.7.

Characteristics of effective counselors

The following are important characteristics of effective counselors (Corey, 2004)
 Identity achievers: They know who they are, what they are capable of becoming, what
they want out of life. They not only know themselves, but also respect & appreciate
themselves and have self worth. Do you know yourself? Do you wish to be another
person?
 Open to change: Willingness and courage to leave the security of the known for better.
 Feel alive: They are committed to live fully rather than mere existence. They live in the
here and now Do you post pone life? Are you stuck in the past?
 Authentic: they are sincere and honest. They do not hide behind masks, defenses and
sterile roles. Are you phony?
 Sense of humor: They put life in perspective and did not forget how to laugh. Are you too
serious?
 Make mistakes and are willing to admit mistakes: Do not act as if they are perfect. They
make mistakes and admit their mistakes. Are you Mr. Perfectionist? Are you boastful?
 Interest in the Value and respect others: they have sincere care for the welfare of others
Are you doing it for livelihood?
 Respect cultural diversity: They appreciate cultures, not affected by stereotypes. They
are also sensitive to cultural differences. Are you stereotyped?
 Maintain healthy boundary: They do not carry clients‘ problems in to their life. Do you
cry for your client?

1.8.

Relationship between counseling and other fields/Professions

Counseling, clinical psychology and psychiatry are closely related fields, however, there are
traditional differences among these fields in terms of work settings, educational back ground,
and theoretical orientation. Both clinical psychologists and psychiatrists work in mental health
hospitals and clinics to help clinical severely disturbed clinical population. Counselors work in
community settings like schools and marriage counseling centers, helping people with
adjustment and developmental problems. In terms of educational back ground, Psychiatrists have
back ground in medicine while clinical psychologists and counselors typically have a back
ground in psychology. Psychiatrists use biomedical model of health and illness and therefore can
prescribe medication and perform surgery. Clinical psychologists and counselors on the other
hand use a psychological model of illness and can provide psychotherapy.

1.9.

Future Trends of the Field of Counseling

Counseling is an ever changing profession that emphasizes certain topics, and developmental
concerns in accordance with the needs of its clients and society. Some of the trends in counseling
are listed below.
Increasing Standards for counselor preparation: previously counselors were expected to cover
32-36 credit hours of course load to have their master‘s degree, which increased to 45-48 credit
7

hours now, it is also anticipated to increase to 65 credit hours in the future. This is because
counselors are increasingly expected to have broader knowledge and responsibilities. Counselors
also have to anticipate life time learning, consistently updating their knowledge.
Increasing attention to specialty fields: Currently counseling has many specializations including
school counseling, career counseling, marriage and family counseling, rehabilitation counseling,
crisis counseling, correctional counseling, gerentological counseling, substance abuse counseling
and mental Health counseling. As a profession grow and gain public confidence specialty fields
tend to emerge and strengthen.
Increased use of technology: new technologies are influencing the counseling profession. For
instance, computerized scoring of test results is increasingly used. There is also a growing trend
in the use of online counseling.
Increasing focus on empirical results: counselors are increasingly expected to support their
practice with empirical evidence and to insure accountability. Counselors are also expected to
address real need of the clients rather than assumed needs
Updating traditional theories: today theorists are engaged in research to validate and adapt
theories to changing society.
Increased globalization of the profession: increased global work force and increased uncertainty
of the job market demands the assistance of counselors.
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UNIT TWO
COUNSELING THEORIES
What is counseling theory?
You are conducting your first individual counseling session. How do you proceed? What is your
purpose, what are your goals, and how do you pursue them? How do you conceptualize your
client‘s psychological dynamics? How do you determine what you can do to help her reach her
counseling goals?
Counseling theory is an explanation of basic human nature; what is commonly shared by all
human beings. It explains how people develop and become who they are. It describes what
constitutes functionality/mental health and dyfunctionality/mental illness. It also provides
explanation of how personality changes and what conditions are necessary/ sufficient to bring
about change in once life. It provides a rationale for action in relation to phenomena. Counseling
theory is your guidebook about how to accompany and assist clients in the journey of change.
Review questions
1. How do you define counseling?
2. What are the roles of counseling profession?
3. What are characteristics of effective counselors?
4. What is the difference among counseling, clinical psychology and psychiatry?
5. What are the trends in counseling?
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-1PSYCHOANALYTIC THERAPY
In this chapter you will learn:
 Theoretical principles of classical psychoanalytic theory
 Basic methods and techniques of psychoanalytically oriented therapy
 The contributions and limitations of psychoanalytic therapy
INTRODUCTION
Psychoanalysis is the first comprehensive psychotherapy approach developed by Sigmund Freud.
Psychoanalytic system is a model of personality, a philosophy of human nature, and a method of
psychotherapy/counseling. Psychoanalysis emphasized the unconscious, psychodynamic factors
that motivate behavior and intrapsychic conflicts. It influenced many other psychotherapy
approaches in one way or another. Some therapeutic approaches extended the psychoanalytic
model, others modified its concepts and procedures, and others emerged as a reaction against it.
VIEW OF HUMAN NATURE
Psychoanalytic view of human nature is basically deterministic. Determinism assumes that for
everything that happens there causal lows that could be discovered. For example in physics there
are lows that determine the situation of physical world while in chemistry there are causal lows
that determine chemical reaction. In metrology, it is believed that there are certain causal lows
that determine weather, so that it is possible to predict weather if we identify these causal lows.
Psychoanalysis assumed that there are certain causal lows that determine all behavior, thought
and feelings.
Psychoanalysis states that human behavior is determined by biological derives or instincts.
Originally, Freud used the German word ‗Treib‘ (which is translated as ‗derive‘ or ‗instinct‘) to
describe the biological energy that motivates all human behavior. Freud Believed that the true
purpose of an individual organism‘s life is the satisfaction of innate/biological needs. When a
need arises in an organism it produces drive which is experienced as disturbing, unpleasant state
of tension. For example, lack of food in the body is a need that produces the hunger drive.
Similarly, lack of water in the body (need) produces hanger (drive).
Freud concluded that there are two fundamental instincts/drives; life instinct and death instinct.
Life instinct (Eros) perpetuates the life of the individual organism by motivating him/her to seek
food, water and other biological necessities. It also perpetuate the life of the specious (e.g. the
human race) by motivating the organism to engage in sexual behavior. The goal of the life
instinct is making the organism gain satisfaction and avoids pain.
Death instinct (Thanatos) refers to the organisms unconscious need to die-to end life .Life can be
struggle, too painful, too stressful, more pain than pleasure. Death promises relief from painful
struggle and escape from stimulation. It is the need to be at peace, to have no more needs,
nothingness which is called nirvana in Buddhism. Freud sees evidence of death instinct in
escapist activities (loosing yourself in books, TV etc), craving for rest and sleep, substance
abuse, suicide, aggression, murder and destructiveness.
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KEY CONCEPTS
Structure of Personality
Freud divided personality in to three parts; id, ego and super ego.
Id is the biological component of personality that is present in the person beginning from birth.
Id dominates the entire personality or behavior of a new born infant since other components have
not yet developed. It is the store house of all biological drives or instincts. It has a pleasure
principle, demanding immediate satisfaction of needs and avoidance of all pain. However, it has
limited contact with external reality and cannot satisfy needs by itself. It represents internal need
of the person but is completely unaware of the external environment. It is irrational and primitive
that it can‘t reason or plan. It is also Atemporal (has no sense of time), therefore is unable to
learn from past and anticipate the future. Despite strong wish and fantasy, id cannot satisfy the
needs of the organism.
Ego is the component of personality that develops later to serve the id. It has a reality principle
that it is aware of both internal and external (environmental) reality. Id can think logically reason
effectively, plan and execute voluntary activities to satisfy the needs of the person. Even if its
ultimate goal is to meet the needs of the organism, it may delay or deny gratification to avoid
external constraint or danger. It controls the impulses of the id, so that it can meet the needs of
the person in a safe way.
Super ego is the third component of personality which is composed of internalized values, moral
codes and standards of society. It develops out of punishment and reward from anyone who has
authority over the child. It has a moral principle in that it is concerned whether an action is good
or bad, Wright or wrong. It strives to do all socially acceptable ideals and to avoid all socially
unacceptable behaviors-perfection. Super ego inhibits id impulses and persuade ego to follow
moralistic goals.
Super ego has two components; conscience and ego ideal. Conscience is consisted of all the
bad/wrong things that a person should not do. For example, conscience may insist that you
should not steal, you should not lie, and you should not commit adultery. Whenever you do
something against your conscience it punishes you with feelings of guilt, shame and inferiority.
On the contrary, ego ideal is contains all the good/write things you should do to others. Ego ideal
may tell you to respect others, to help someone in trouble or to obey parents. When you conform
the demands of ego ideal it rewards you with feeling of pride.
Levels of consciousness
Freud divided all mental experiences (i.e. memory, thoughts, feelings, needs, wishes etc) in to
three levels; conscious, subconscious and unconscious. The concept of levels of consciousness in
general and the unconscious in particular are considered as Freud‘s greatest contribution since
they are the keys to understand behavior and personality. However he didn‘t invent or discover
the concepts rather he popularized them.
Consciousness is the smallest part of the total mind. It is part of our mind that we are currently
aware. Currently you are aware of the letters and the words you are reading. If your phone rings
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while you are reading, your consciousness shifts from the text to your phone. Consciousness
continually shifts and that you can be conscious of one thing at a time.
Subconscious refers to part of the mind that we are not currently aware but is easily accessible to
awareness. It is not currently in our awareness but it can come to awareness with little effort. It is
not in consciousness but it is available to consciousness. If you want to access material in the sub
conscious you have to shift your attention. For example, about the last meal you have; you just
brought the meal from your subconscious to conscious.
Unconscious is the largest part of our mind. It is part of our mind below/out of awareness and
that is not accessible. The unconscious is the stores up all past experiences, memories, traumas,
conflicts, needs, fantasies, motives and wishes. According to Freud, our normal and behavior is
greatly influenced by the unconscious. Unconscious process is at the root of all forms of neurotic
symptoms and behavior. We cannot directly study the unconscious rather we infer it from
behavior. The aim of psychoanalytic therapy is to make the unconscious motives conscious so
that the individual controls his/her behavior.
Defense Mechanisms
The conflict among the components of personality may cause anxiety against the individual. Ego
uses defense mechanisms to help the individual cope with anxiety. Generally, defense
mechanisms operate on unconscious level and they tend to distort or deny the reality to reduce
anxiety. Defense mechanisms are part of normal behavior and they have adaptive value.
Defense Mechanisms with examples
Defense
Definition
Example
Mechanism
Denial
Rejecting/denying stressful, unacceptable fact A person reacts with denial
when he is informed that he
has cancer.
Repression
pushing unacceptable, stressful material in to A traumatized soldier has no
unconscious mind
recollection of the details of a
close brush with death.
Projection:
transforming once own unacceptable,
A woman who dislikes her
distressful thought, feeling or behavior to
boss thinks she likes her boss
others
but feels that the boss doesn‘t
like her.
Displacement
Transforming once unacceptable feelings
After parental scolding, a
(anger) from a more threatening object to a
young girl takes her anger out
less threatening object.
on her little brother
Reaction
formation

acting directly opposite to your true feelings
or thoughts

Regression

is a reversion to immature patterns of
behavior
Expressing socially undesirable impulses in
socially desirable ways

Sublimation

A parent who unconsciously
resents formation the child
with gifts.
An adult has a temper tantrum
when he doesn‘t get his way.
A person with aggressive
derive become a boxer
12

Compensation

Compensating weakness in one area by a
strength in another area

Identiﬁcation

Bolstering self-esteem by forming an
imaginary or real alliance with some person
or group
Forwarding plausible but false
justification/reason to our situation

Rationalization

a girl who see herself as
unattractive become a hard
working student.
An insecure young man joins
a
to boost his self-esteem
A student watches TV instead
of study saying that
―additional study wouldn‘t do
any good anyway.‖

Psychosexual Stages of Development
In psychoanalytic view the entire personality of an individual is shaped in early years of life,
particularly from birth to six years. There are five stages of psychosexual development from
birth through adulthood. In a given stage there may be erogenous zone; particular part of the
body from which a person derives satisfaction. Fixation may also occur in a given stage, if the
individual fails to move forward from one stage to another as expected.
The first stage of psychosexual development is oral stage which extends from birth to 18 months.
The erogenous zone during this period is the mouth. The child derives satisfaction from sucking,
biting and chewing. Sucking the mother‘s breast satisfies need for food and pleasure. Under
satisfaction or over satisfaction during this period may result in fixation. Oral fixation in turn
causes adult oral behavior. Examples of adult oral behavior include over eating, alcoholism,
smoking, chewing gum, talkativeness optimism or pessimism.
The second stage is anal stage, the period from 18 months to 3 years. During this period the
erogenous zone shifts from the mouth to the anus. Tension develops as fecal matter collects in
the rectum, and pleasure is experienced as the tension is released with the expulsion of the feces.
The crucial caretaking activity is toilet training, which usually represents the first time the child
is required by external authority to bring a reflex under voluntary control. Therefore, if the
mother (or other caretaker) is rigid and harsh in her demands, the child may fixate and develop
anal retentive behavior. Examples of anal retentive behavior include cleanliness, discipline,
stinginess, time consciousness, orderliness etc. If the mother is relaxed and let the child enjoy
anal repulsive activity, the child may fixate and develop anal repulsive behaviors like dirtiness,
lack of discipline, extravagance, excessive relaxation etc.
The third stage which extends from three to six years is phallic stage. During this time the
genitals become the focus for the child‘s erotic energy. Children show interest in sexuality and
become pre occupied with their genitals. The male child experiences Oedipus complex, in which
he become sexually attracted to his mother and hostile or rival to his father. However, due to
castration anxiety (the fear that his father cut off his penis), the child give up his attraction to his
mother and identify with his father. The female child becomes attracted to her father and hostile
to her mother. She is aware of the lack of a penis, she feels inferior, blames her mother for the
lack. Complex fixation during this stage may result in gender identity disorder, homosexuality,
too strong or too weak super ego, phobia or anxiety.
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The fourth stage is latent stage within the age range of six to twelve years. Due to powerful
experiences in phallic stage sexual energy is repressed-become latent. The child focuses on
education and socialization outside the home. Thus, Freud saw sexual development in humans
not as one continuous, monophasic process, but as diphasic, consisting of the pregenital phases
and the later genital phase, interrupted by the latent phase.
The last stage is genital stage which extends from puberty up to senility. Sexual urges reappear
and focus on the genitals. The first three pregenital phases were narcissistic—focused on selfgratification. In genital stage however, sexuality is other focused and reproductive oriented. The
individual derives gratification from love with someone outside the family.
THE THERAPEUTIC PROCESS
Therapeutic Goals
The most important goal of psycho analytic therapy is to make the unconscious conscious; for
only then the individual can exercise choice on his/her behavior. Our behavior, thought and
feelings are controlled by early experiences, memories, traumas and conflicts, which are
inaccessible to awareness. Using therapeutic methods bring out unconscious material; deeper
probing in to the past, childhood experiences are reconstructed, discussed, interpreted and
analyzed. However, early childhood experiences that produce pathology are not completely
understood, recalled, or dealt with in a conscious manner.
Deep probing in to the past is to develop the level of self understanding or insight that is
necessary for change in personality/character. The client answers his/her why questions about
his/her life. The individual becomes conscious of the true nature of conflicts underlying one‘s
distressing feelings and self-defeating behaviors. The individual resolve some symptoms, clarify
and accepted remaining emotional problems, understood the historical roots of their difficulties.
The person becomes more honest and less defensive about him/her self.
Psychoanalysis also aims to strengthen the ego so that behavior is based more on reality. The
person controls impulses and irrational guilt and anxiety. It is to allow the person work
effectively and engage in successful relationships. Successful therapy is believed to result in
significant modification of personality not only saving immediate concerns.
Acquire the freedom to work, love and play.
Therapist Function and Role
After establishing a working relationship with the client the psychoanalyst engages in listening
and interpreting the client‘s verbal productions. The therapist interprets the client‘s behavior in
free association, dream analysis, resistance, and transference.
Psycho analyst typically assume anonymous stance, very little self disclosure, maintain a sense
of neutrality, which is called a blank screen approach. It is to foster transference, in which clients
project/transform the feelings they have to significant other (parent, sibling, and lover) to the
analyst. This provides clients insight in to their repressed feelings and past experiences.
Clients Experience in Therapy
14

Clients must be willing to commit themselves to an intensive and long term therapy process.
Typically, there are 3-5 sessions of therapy are conducted in a weak and therapy can take from
three to five years. The client should not make major life style change during the period of
analysis. After some face to face contact with the analyst the client lies on a couch and free
associate, that is say whatever comes to their mind without self censorship. Clients report their
feelings, experiences associations, memories and fantasies to the analyst. The most important
client experience in the process of psychoanalysis is insight/ understanding of the reasons and the
roots of one‘s current behavior, thoughts and feelings as well as conflicts and symptoms. This
insight results in resolution of some symptoms, acceptance of others and reduced defensiveness.
Relationship between therapist and client
Transference refers to client‘s unconscious shift to analyst of feelings and fantasies that are
reactions to significant others in the clients past. In the analyst becomes a current substitute to a
significant other of the client. For example, clients may transform feelings towards unloving
father to the therapist. In positive transference clients transform positive feelings and may fall in
love with the analyst; seek acceptance and approval of the therapist. In negative transference
hostile feelings to a significant other is transformed to the analyst. Analysts should note that all
negative or positive feelings of the client towards the counselor should not be labeled
transference it could also be a function of the therapist‘s real behavior or function.
Transference can have beneficial effects to the client, if it is worked through by the analyst.
Clients bring childhood conflicts (love v/s hate, dependence v/s independence, trust v/s mistrust
etc) and intense feelings (resentment, anger, love, hostility, sexuality and anxiety) into present,
reexperience them and attach them to the analyst. Childhood feelings and conflicts begin to
surface from the unconscious, clients regress emotionally, it allows clients to understand and
resolve unfinished business from these past relationships. When the therapist works through
transference, exploring of unconscious materials and defenses, it results in resolution of old
patterns and allows clients to make new choices. Clients will be aware of unconscious material
and gain some freedom from behavior motivated by infantile strivings. However, Therapy cannot
erase and resolve all childhood needs and traumas; the person has to struggle through out his/her
life.
Counter transference occurs when therapist has inappropriate affect to the client; he/ she respond
in irrational ways, when he/she lose objectivity because his/her own conflict is triggered. It is
when therapists project their childhood relationship patterns onto the client. For example, when a
client become dependent and care seeking the counselor keep him dependant and become
nurturing. Counter transference can help understand the client‘s world if it is explored in therapy.
In order to help the counselor understand his/her own psychodynamics they undergo their own
extensive analysis during training.
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Therapeutic Techniques and Procedures
Free Association
Free association is considered as the fundamental rule because it plays a central role in therapy.
In free association, clients are encouraged to say whatever comes to their mind, regardless of
how painful, silly, trivial, illogical or irrelevant it may be. Clients flow with any feelings or
thoughts by reporting them immediately without censorship. As the analytic work progress, most
clients will occasionally depart from this basic rule, and this resistance will be interpreted by the
therapist.
Free association is one of the basic tools used to open the doors to unconscious wishes, fantasies,
conflicts and motivations. This technique leads to some recollection of past experience and at
times a release of intense feelings (cathexis) that has been blocked off. The therapist s task is to
identify the repressed material that is locked in the unconscious. Sequence of associations helps
the counselor in understanding the connections clients make among events, blockings or
disruptions in association serve as cues to anxiety arousing material. The therapist interprets the
material to clients, guiding them toward increased insight in to the underlining dynamics. As
analytic therapists listen to their clients associations, they hear not only the surface content but
also the hidden meaning; nothing the client says is taken at face value. For instance, slip of
tongue can suggest that an expressed affect is accompanied by a conflicting affect. Areas that
clients do not talk about are as significant as areas they do discuss.
In free association external and internal destructions are minimized to let unconscious impulses
and conflicts rise to consciousness. The client should not to be too hungry or thirsty or physically
uncomfortable. The distracting stimulus of the analyst‘s facial expressions is eliminated.
Cognitive selection or conscious planning is reduced because keeping control over primitive
sexual and aggressive and other conflict-ridden impulses
Dream Analysis
Freud described dreams as royal road to unconscious. During sleep defenses are lowered and
repressed feelings surface. In dreams unconscious wishes, needs and fears are expressed. Some
motivations are so unacceptable to the person that they are expressed in disguised or symbolic
form rather than being revealed directly.
Dreams have two levels of content; latent and manifest content .Latent content consists of
hidden, symbolic and unconscious motives, wishes, and fears. Because they are so painful and
threatening, the unconscious sexual and aggressive impulses that make up latent content are
transformed in to more acceptable manifest content, which is the dream as it appears to the
dreamer. The process by which the latent content of a dream is transformed in to the less
threatening manifest content is called dream work.
The therapist‘s task is to uncover disguised meanings by studying the symbols in the manifest
content of the dream. The rapist may ask clients to free associate to some aspect of the manifest
content of a dream for the purpose of uncovering the latent meanings. Therapists explore clients
associations with them. Interpreting the meaning of the dream element helps clients unlock the
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repression that has kept the material from consciousness and relate the new insight to their
present struggles. Dreams can also provide an understanding of clients current functioning.
Interpretation
Interpretation consists of the analysts pointing out, explaining, and even teaching the client the
meaning of the behavior that is manifested in dreams, free association, resistance and the
therapeutic relationship itself. The function of interpretation are to allow ego assimilate new
material and speed up the process of uncovering unconscious material. Interpretation is
grounded in the therapist‘s assessment of the client‘s personality and of what factors in the
clients past have contributed to his/her difficulties. Interpretation includes identifying, clarifying
and translating the client‘s material.
The therapist must be guided by a sense of client‘s readiness to consider it. The therapist uses the
client‘s reactions as a gauge. It is important that interpretations be well timed: the client will
reject ones that are inappropriately timed. A general rule is that interpretation should be
presented when the phenomenon to be interpreted is close to conscious awareness. The client
should be capable of tolerating and incorporating, even if he/she has not yet seen for him/her
self. Interpretation should always start from the surface and go only as deep as it is able to go. It
is best to point out a resistance or defense before interpreting the emotion or conflict that lies
beneath it.
Analysis and interpretation of resistance
Therapy is threatening, clients often resist therapy. Resistance is anything that works against the
progress of therapy and prevents the client from producing previously unconscious material. It is
the client‘s reluctance to bring to the surface of awareness unconscious material that has been
repressed. It refers to any idea, attitude feeling or action (conscious or unconscious) that fosters
the status quo and gets in the way of change; The client‘s unwillingness to relate certain
thoughts, feelings and experiences. It is an unconscious defense against the intolerable anxiety
and pain that would arise if they were to become aware of their repressed impulses and feelings.
Interpretation is aimed at helping clients become aware of the reasons for the resistance so that
they can deal with them. The general rule is therapists point out and interpret the most obvious
resistance to lessen the possibility of clients rejecting the interpretation and to increase the
chances that they will begin to look at their resistive behavior. It is important that therapists
respect resistance of the clients (because it is representative of usual defense approaches in daily
life and assist them in working therapeutically with their defenses.
Analysis and Interpretation of Transference
It makes sense that the client react to their therapist as they did to significant person. It helps
clients reexperience a variety of feelings that would otherwise be in accessible. Through the
relationship with the therapist clients express feelings, beliefs and desires that they have buried
in their unconscious through appropriate interpretation and working through of these current
expressions of early feelings clients able to change some of their long standing patterns of
behavior. Clients achieve here and now insight in to the influence of the past on their present
functioning. Clients work through old conflicts that are keeping them fixated and retarding their
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emotional growth. The effect of early relationships is counteracted through a similar emotional
conflict therapeutic relationship.
Evaluation of psychoanalysis
Psychoanalysis has much significant contribution to psychotherapy and counseling. Counselors
of any theoretical orientation can gain a greater appreciation of the complexity of human
development and various associated problems, the importance of sexuality and unconscious by
understanding psychoanalysis. The approach has a historical significance since it led to the
emergence of other approaches that expanded it, or contradicted it. The approach provides
theoretical support for a number of diagnostic assessment instruments like Thematic
Apperception Test, Rorschach Inkblot Test, draw a person test, and sentence completion test.
The approach appears to be effective for a variety of disorders including hysteria, narcissism,
obsessive compulsive disorder, character disorders, anxiety, phobia and sexual difficulties.

Critics have pinpointed the limitations and weaknesses of the theory of psychoanalysis. The
approach is based on a number of concepts that are difficult to communicate and to prove
imperially. The theory challenged researchers to develop sophisticated method of inquiry. The
assumption of Freud that, females are partly inferior because of their gender and blaming the
mother for developmental deficiencies is criticized by feminists.
The approach also has limitations from practical point of view. The approach is time consuming
and expensive; that a client needs to commit for three to five sessions for five years. It also
requires Lengthy period of training for analysts. It is not effective for severely disturbed
individuals and for clients who need to fix their immediate problems.
Reviewing Key Terms
Conscious
Corrective emotional
experience
Counter transference
Denial
Displacement
Dream interpretation
Ego
Ego psychology
Focal psychotherapy

Id
Interpretation
Object relations theory
Preconscious
Projection
Projective assessment
Rationalization
Reaction formation
Regression
Repetition-compulsion
Repression

Selection criteria
Self psychology
Sublimation
Superego
The Oedipal conflict
Transference
Unconscious

Review Questions
1. Explain Freudian determinism.
2. What are the four primary characteristics of ego defense mechanisms?
3. What are the benefits of transference to the client?
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-2ADLERIAN THERAPY
INTRODUCTION
Alfred Adler was a president of the Vienna psycho analytic Society before he established his
own approach psychotherapy called individual psychology. Adler emphasized subjectivity, unity
of personality, purpose as a motivating force and social interest. Adlerian therapy considered the
client as discouraged individual rather than as a ‗patient‘ emphasizing the roles and
responsibilities of the client. Adler influenced many subsequent therapies including rational
emotive behavior therapy, existential therapy and person centered therapy.
VIEW OF HUMAN NATURE
From Adlerian point of view, behavior is determined by heredity, environmental factors like
family environment and human capacity to choose, interpret, influence and create events. Adler
believed that Freud was excessively narrow in his stress on biological instinctual determinism.
Adler asserts that what we were born with is not as what we do with the abilities we possess.
Adlerians do not go to the extreme and maintain that individuals can become whatever they want
to be. Adlerians recognize that biological and environmental conditions limit our capacity to
choose and create.
KEY CONCEPTS
 What are the key concepts of Adlerian therapy?
 How do they differ from psychoanalysis?
Unity of Personality
In Adlerian perspective, the individual is seen as interconnected, integrated and indivisible
whole. Adler emphasized unity of thinking, feeling, acting, attitudes, values, the conscious, the
unconscious, body and mind. The human personality becomes unified through development of a
life goal. This holistic view of personality opposes Freud‘s intra psychic conflict and conscious
unconscious dichotomies. The implication of this view is that the individual is an integral part of
a social system and that there is more focus on interpersonal relationship than individual‘s
internal psychodynamics.
Subjective Perception of Reality/Phenomenology
Adlerians attempt to view the world from the client‘s subjective frame of reference, an
orientation described as phenomenological. Individual‘s perceptions, thoughts, feelings, values,
beliefs, convictions, conclusions are more important than ‗objective reality‘. For instance, your
memories and perceptions of you early/ childhood years are more important than what actually
happened at the time. Adler emphasized that each person perceives the environment in a unique
and personal manner. While Freud postulated an objective view of behavior, Adler relied on the
individual‘s perceptions of events rather than on the objective events themselves, for it is on the
basis of perceptions and interpretations that people choose thoughts, behaviors, and feelings.
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Behavior as Purposeful and Goal Oriented
Individual psychology assumed that all human behavior has a purpose. Adler believed that
Individuals set their own goals based on their subjective reality. Adler used the term fictional
finalism to describe ultimate, ever present, imagined central goal that guides a person‘s behavior.
The ultimate goals are fictions because they are created by the individual. For instance, the
individual may believe that ―Only when I am perfect I can be secure‖ or ―Only when I am
important I can be accepted‖. Adler replaced Freud‘s deterministic explanation of motivation
with teleological one, i.e. motivation as a matter of moving towards the future, rather than being
driven, mechanistically, by the past.
Striving for Significance and Superiority
Adler stresses that coping with inferiority and striving for superiority significance, perfection,
competence and mastery are innate. Adlerians believe that we are born inferior: small, naked,
visually impaired, and helpless, not yet having a place of belonging and significance in our social
surroundings. Our most fundamental motive is to move from a sense of inferiority to a sense of
superiority. Superiority does not necessarily mean being superior to others. Rather, it means
moving from perceived lower position to a perceived higher position-from a felt minus to a felt
plus. People may strive for competence, change weakness in to strength or compensate their
weakness in one area by strength in another.
Life Style
Individual‘s unique/personal strategy of moving towards their goal (superiority and significance)
is called life style. Since there are countless ways of achieving significance or superiority,
individuals develop their own strategy, plan or road map to reach their goals. For example, in
striving for the goal of superiority, some develop their intellect, others their artistic talent, others
their athletic skill and so on. Life style is the theme that characterizes an individual‘s life,
influencing everything he/she do.
Social Interest and Community Feelings
Social interest refers to individual‘s awareness of being part of a human community and their
attitude in dealing with the social world. Social interest involves sense of belongingness and
identification with others. Empathy, the ability to see with the eyes of the other, hear with the
ears of the other and feel with the heart of the other is also part of social interest. It also includes
contributing to the society by striving for better future. It can also be expressed through concern
for the welfare of others. Humans need a place in the family, and in society to feel secure,
accepted, and worthwhile and to diminish inferiority and alienation. According to Adler, lack of
social interest and community feelings result in discouragement, anxiety and dissatisfaction.
Birth Order
Adlerians give special attention to relationships between siblings and psychological birth
position in one‘s family. Although siblings share aspects in common in the family environment,
the psychological situation of each child is different from that of the others because of the order
of their birth. Birth order can also influence personality and life style .Adler identified five
psychological positions:
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First born: receives a lot of attention from the family and tends to be pampered/spoiled.
When a new sibling arrives the first born looses his/her favored position and will be no more
unique or special – will be dethroned. First born tend to be achievement oriented,
perfectionist, controlling, cautious, reliable, structured conservative, tend to incline towards
parents.
Second born: from the time he is born have to share the attention with another child. Typical
second child is competitive and tries to surpass the older child by finding weak spots. If one
is talented in a given area the other strives to get recognition by developing other abilities.
The second born is often opposite to the first born.
Middle child: often feels squeezed out. He/she is convinced that life is unfair and feel
cheated, assuming ―a poor me‖ attitude. In a family with a conflict middle child become the
peace maker, the person who holds things together.
The youngest child: is always the baby of the family and tends to be the most pampered one.
They often develop in ways no other family thought about. They dream about exceeding
everyone in the family but may not work on it, feel frustrated and remain to be the baby of
the family.
The only child: often pampered by her family and tend to be dependently tied to parents.
He/she tend to be achievement oriented and tend to want to have center stage and if her
position is challenged she will feel it is unfair.
THERAPIUTIC PROCESS
Goals of Therapy
The main aim of Adlerian therapy is fostering social interest; helping the client develop sense of
belongingness, contributing to society and receiving from others. It is assumed that as social
interest and community feelings develop feeling of inferiority diminishes. Therapy also aims at
identifying, exploring, disclosing and modifying mistaken goals, faulty assumptions, and
mistaken life styles. This goals are achieved by increasing clients self awareness, challenging
and modifying faulty life styles and goals, reeducating and encouraging the client.
Therapists Function and Role
 What is the role of Adlerian therapist?
The major function of Adlerian therapist is to make a comprehensive assessment of the clients
functioning. The counselor identifies mistaken beliefs, faulty values, and goals that discourage
the client from functioning effectively. Examples of mistakes in thinking and valuing include
mistrust, selfishness, unrealistic ambition and lack of confidence. The individuals family
constellation (i.e. early family life, relationship with siblings and parents, family values etc)
provide a picture of early social world of the client. The earliest memories of the client may also
indicate major mistakes, convictions, attunes and biases of the client.
The other role of Adlerian therapist is reeducating and reorienting the client toward the useful
side of life. The therapist builds the clients courage by encouraging him/her recognizes assets
and strengths and internal resources. He also encourages and challenges the client to search new
possibilities, to take risks and try out new behaviors.
21

Clients Experience in Therapy
People usually resist change in their life style because they don‘t recognize the errors in their
thinking or the purpose of their behavior, they don‘t know what to do differently and they are
fearful of leaving old patterns. Clients in Adlerian therapy explore their private logic; their
concepts about self, others and life that influenced their life style. For example, a depressed
client might mistakenly convince himself that nobody cares for him, that everyone is rejecting
him and that he is a complete failure. The client will be able to identify errors in private logic,
life goals and life styles. Clients also learn how to correct faulty assumptions and conclusions,
mistaken values and goals. In Adlerian therapy the client is not perceived as ‗sick‘, rather is
perceived as ‗discouraged‘, hence, he/she is encouraged that change is possible.
Relationship between Therapist & Client
What kind of relationship is there between client and Adlerian Therapist?
Adlerians consider a good client therapist relationship to be one between equals that is based on
cooperation, mutual trust, respect, confidence and alignment of goals. The relationship is a
collaborative one where two persons working equally toward a specific agreed on goals. Clients
are not passive, rather are active and responsible who work for the change in their behavior.
Even though, Adlerians view the quality of relationship to be relevant to the outcome of therapy,
they do not assume relationship alone bring about change.
Therapeutic Techniques and Procedures
 What are the major techniques in Adlerian Therapy?
 What is the difference from psycho analysis?
 Adlerian therapy can be seen in four stages of therapeutic process.
The first phase of Adlerian therapy is concerned about Establishing Relationship with the client.
Relationship between Adlerian therapist and the client is collaborative one which is based on
sense of deep caring, involvement and friendship. Adlerian therapists try to establish person to
person contact rather than staring from the problem. Therapists form initial Hypothesis about the
client by receiving information before meeting him/her for the first time. The counselor
encourages the client by emphasizing strengths and assets rather than focusing on weaknesses in
the initial sessions. Important techniques in the initial sessions include attending verbal and non
verbal behaviors of and empathy.
The second phase of therapy focuses on exploring the individual Dynamics which includes the
subjective interview and the objective interview. In the subjective interview, the client tells
his/her story as completely as possible, the n the subjective interview clients are treated as
experts in their own lives, allowing them to feel completely heard. During the interview
counselor engages in empathic listening with a sense of wonder fascination and interest. The
subjective interview, should extract patterns in the person‘s life, develop hypothesis about what
works for the person and determine what accounts for the concerns in the client‘s life.
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The objective interview seeks for information on how problems began in the client‘s life,
medical history and life style assessment. Life style of the client can be assessed by exploring the
client‘s family constellation; which includes family systems, family relations, birth order and
family values. Life style can also be extracted from early recollections; where the client is asked
to provide his/her earliest memories. Personality priorities also shape the individual‘s life style.
For instance, a person with a personality priority of significance focuses on achievement and
success while a person with a priority of comfort wants to avoid stress and pain at all costs.
In the third phase of therapy, the client gets self understanding and insight. The client becomes
conscious of his/her hidden purposes and goals, understand the motivations that operate in
his/her life. The client also understands his/her private logic and current behaviors. Disclosure
and well timed interpretations of goals, directions and behaviors are techniques that facilitate
insight.
The fourth phase is concerned with helping clients in reorientation of the clients towards a useful
way of life. The client is led to discover new and functional alternative behaviors and life styles.
The clients are both challenged and encouraged to develop courage to take risks and make
change in their life. Clients are encouraged to accept their positive qualities, recognize their
belongingness, have sense of hope and act as if they were the people they want to be. Clients
self limiting assumptions, old patterns of behavior and lack of commitment are challenged.
Adlerian counselors work to make a difference in the client‘s life, behavior or attitude. A number
of techniques including the future auto biography, creating new images, acting as if, the push
button technique spitting in the clients soup, Paradoxical strategies, I‘ll betcha are used.
Evaluation of Adlerian Therapy
Adlerian approach contributed a lot to counseling and psychotherapy. The approach emphasized
on health rather than illness, considering clients not as patients but as discouraged individuals.
Adlerians educate and encourage their clients with an optimistic outlook on life. The approach
has contributed education, family counseling, and group counseling. It influenced other therapies
like cognitive behavioral therapy, reality therapy, existential therapy and solution focused
therapy. It also promoted flexibility and eclectic approach with regard to therapeutic techniques.
Never the less the Adlerian approach has its limitations. His ideas are loose, simplistic and
vague, difficult to define. In addition the approach lacks firm research support; more
investigations are needed if the theory is needed to develop systematically. The theory lacks
model of human development or learning. The view of individuals as autonomous and locus of
change may not apply to non western cultures.
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Reviewing Key Terms
Acting ―as if‖
Adlerian therapy
Basic mistakes
Birth order
Catching oneself
Community feeling
Creating new images
Dream analysis
Early recollections

Family constellation
Fictional goals or fictional
finalism
Future autobiography
Holism
I‘ll betcha
Lifestyle
Paradoxical strategies
Phenomenology

Purposeful striving
Push-button technique
Social interest
Spitting in the client‘ soup
Superiority striving
The four stages of
The idiographic approach

Review Questions
1. From the Adlerian perspective, discuss the relationship between insight and motivation.
2. How do Adlerians propose that individual clients overcome their basic mistakes?
3. Identify and operationally define one Adlerian concept that you think should and could
be evaluated using modern quantitative scientific research methods.
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-3Existential Therapy
IN THIS CHAPTER YOUWILL LEARN





Basic principles of existential philosophy
Theoretical principles of existential and Gestalt therapy
Specific techniques employed by existential and Gestalt therapists
Therapeutic roles of counselor and client

Introduction
Existential therapy is more a way of thinking than any particular style of practicing
psychotherapy. It is neither an independent nor separate school of therapy, nor is it a neatly
defined model with specific techniques. Existential therapy can best be described as a
philosophical approach that influences a counselor‘s therapeutic practice. This approach is
grounded on the assumption that we are free and therefore responsible for our choices and
actions. We are the authors of our lives, and we design the pathways we follow.
The existential approach rejects the deterministic view of human nature espoused by orthodox
psychoanalysis and radical behaviorism. Psychoanalysis sees freedom as restricted by
unconscious forces, irrational drives, and past events; behaviorists see freedom as restricted by
socio-cultural conditioning. In contrast, existential therapists acknowledge some of these facts
about the human situation but emphasize our freedom to choose what to make of our
circumstances.
A basic existential premise is that we are not victims of circumstance because, to a large extent,
we are what we choose to be. A major aim of therapy is to encourage clients to reflect on life, to
recognize their range of alternatives, and to decide among them. Once clients begin the process
of recognizing the ways in which they have passively accepted circumstances and surrendered
control, they can start on a path of consciously shaping their own lives.
Key Concepts
View of Human Nature
The existential tradition seeks a balance between recognizing the limits and tragic dimensions of
human existence on one hand and the possibilities and opportunities of human life on the other
hand. It grew out of a desire to help people engage the dilemmas of contemporary life, such as
isolation, alienation, and meaninglessness. The current focus of the existential approach is on the
individual‘s experience of being in the world alone and facing the anxiety of this isolation.
The existential view of human nature is captured, in part, by the notion that the significance of
our existence is never fixed once and for all; rather, we continually re-create ourselves through
our projects. Humans are in a constant state of transition, emerging, evolving, and becoming.
Being a person implies that we are discovering and making sense of our existence. We
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continually question ourselves, others, and the world. Although the specific questions we raise
vary in accordance with our developmental stage in life, the fundamental themes do not vary. We
pose the same questions philosophers have pondered throughout Western history: ―Who am I?‖
―What can I know?‖ ―What ought I to do?‖ ―What can I hope for?‖ ―Where am I going?‖ The
basic dimensions of the human condition, according to the existential approach, include (1) the
capacity for self-awareness; (2) freedom and responsibility; (3) creating one‘s identity and
establishing meaningful relationships with others; (4) the search for meaning, purpose, values,
and goals; (5) anxiety as a condition of living; and (6) awareness of death and nonbeing.
Questions for Reflection

Governments vary dramatically across the globe in the amount of individual freedoms available to
citizens. States vary, cities vary, even families and couples vary in this domain. What makes freedom safe
within a group of humans? What makes it dangerous?

The Therapeutic Process
Therapeutic Goals
Existential therapy is best considered as an invitation to clients to recognize the ways in which
they are not living fully authentic lives and to make choices that will lead to their becoming what
they are capable of being. An aim of therapy is to assist clients in moving toward authenticity
and learning to recognize when they are deceiving themselves.
The existential orientation holds that there is no escape from freedom as we will always be held
responsible. We can relinquish our freedom, however, which is the ultimate in authenticity.
Existential therapy aims at helping clients face anxiety and engage in action that is based on the
authentic purpose of creating a worthy existence.
The task of existential therapy is to teach clients to listen to what they already know about
themselves, even though they may not be attending to what they know. Therapy is a process of
bringing out the latent aliveness in the client (Bugental, 1986).
Bugental (1990) identifies three main tasks of therapy:
• Assist clients in recognizing that they are not fully present in the therapy process itself and in
seeing how this pattern may limit them outside of therapy.
• Support clients in confronting the anxieties that they have so long sought to avoid.
• Help clients redefine themselves and their world in ways that foster greater genuineness of
contact with life.
Increased awareness is the central goal of existential therapy, which allows clients to discover
that alternative possibilities exist where none were recognized before. Clients come to realize
that they are able to make changes in their way of being in the world.
Therapist’s Function and Role
Existential therapists are primarily concerned with understanding the subjective world of clients
to help them come to new understandings and options. Existential therapists are especially
concerned about clients avoiding responsibility; they invite clients to accept personal
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responsibility. When clients complain about the predicaments they are in and blame others, the
therapist is likely to ask them how they contributed to their situation.
Existential practitioners may make use of techniques that grow from diverse theoretical
orientations, yet no set of techniques is considered essential. Russell (2007) captures this notion
well when he writes: ―There is no one right way to do therapy, and certainly no rigid doctrine for
existentially rooted techniques. What is crucial is that you create your own authentic way of
being attuned to your clients‖.
Client’s Experience in Therapy
Clients in existential therapy are clearly encouraged to take seriously their own subjective
experience of their world. They are challenged to take responsibility for how they now choose to
be in their world. Effective therapy does not stop with this awareness itself, for the therapist
encourages clients to take action on the basis of the insights they develop through the therapeutic
process. They are expected to go out into the world and decide how they will live differently.
Further, they must be active in the therapeutic process, for during the sessions they must decide
what fears, guilt feelings, and anxieties they will explore. Merely deciding to enter
psychotherapy is itself a frightening prospect for most people. The experience of opening the
doors to oneself can be frightening, exciting, joyful, depressing, or a combination of all of these.
As clients wedge open the closed doors, they also begin to loosen the deterministic shackles that
have kept them psychologically bound. Gradually, they become aware of what they have been
and who they are now, and they are better able to decide what kind of future they want. Through
the process of their therapy, individuals can explore alternatives for making their visions real.
Some major themes of therapy sessions are anxiety, freedom and responsibility, search for
identity, living authentically, isolation, alienation, death and its implications for living, and the
continual search for meaning. Existential therapists assist people in facing life with courage,
hope, and a willingness to find meaning in life.
Questions for Reflection
Eastern philosophies often stress the fact that our separations are illusions. We are, in fact, all one. We are
all part of the great web of life. Does this argue against accepting and embracing our isolation? Is one
view or the other true, or do they somehow both speak to ultimate reality?

Application: Therapeutic Techniques and Procedures
The existential approach is unlike most other therapies in that it is not technique oriented. There
is a de-emphasis on techniques and a priority given to understanding a client‘s world. The
interventions existential practitioners employ are based on philosophical views about the
essential nature of human existence.
The practitioners prefer description, understanding, and exploration of the client‘s subjective
reality, as opposed to diagnosis, treatment, and prognosis.
The main guideline is that the existential practitioner‘s interventions are responsive to the
uniqueness of each client. An existentialist reminds us that existential therapy is a collaborative
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adventure in which both client and therapist will be transformed if they allow themselves to be
touched by life. When the deepest self of the therapist meets the deepest part of the client, the
counseling process is at its best. Therapy is a creative, evolving process of discovery that can be
conceptualized in three general phases.
Phases of Existential Counseling
During the initial phase of counseling, therapists assist clients in identifying and clarifying their
assumptions about the world. Clients are invited to define and question the ways in which they
perceive and make sense of their existence. They examine their values, beliefs, and assumptions
to determine their validity. This is a difficult task for many clients because they may initially
present their problems as resulting almost entirely from external causes. They may focus on what
other people ―make them feel‖ or on how others are largely responsible for their actions or
inaction. The counselor teaches them how to reflect on their own existence and to examine their
role in creating their problems in living.
During the middle phase of existential counseling, clients are encouraged to more fully examine
the source and authority of their present value system. This process of self-exploration typically
leads to new insights and some restructuring of values and attitudes. Individuals get a better idea
of what kind of life they consider worthy to live and develop a clearer sense of their internal
valuing process.
The final phase of existential counseling focuses on helping people take what they are learning
about themselves and put it into action. Transformation is not limited to what takes place during
the therapy hour. The therapeutic hour is a small contribution to a person‘s renewed engagement
with life, or a rehearsal for life. The aim of therapy is to enable clients to find ways of
implementing their examined and internalized values in a concrete way between sessions and
after therapy has terminated. Clients typically discover their strengths and find ways to put them
to the service of living a purposeful existence.
Summary and Evaluation
As humans, according to the existentialist view, we are capable of self-awareness, which is the
distinctive capacity that allows us to reflect and to decide. With this awareness we become free
beings who are responsible for choosing the way we live, and we influence our own destiny. This
awareness of freedom and responsibility gives rise to existential anxiety, which is another basic
human characteristic.
Whether we like it or not, we are free, even though we may seek to avoid reflecting on this
freedom. The knowledge that we must choose, even though the outcome is not certain, leads to
anxiety. This anxiety is heightened when we reflect on the reality that we are mortal. Facing the
inevitable prospect of eventual death gives the present moment significance, for we become
aware that we do not have forever to accomplish our projects. Our task is to create a life that has
meaning and purpose. As humans we are unique in that we strive toward fashioning purposes
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and values that give meaning to living. Whatever meaning our life has is developed through
freedom and a commitment to make choices in the face of uncertainty.
Existential therapy places central prominence on the person-to-person relationship. It assumes
that client growth occurs through this genuine encounter. It is not the techniques a therapist uses
that make a therapeutic difference; rather, it is the quality of the client–therapist relationship that
heals. It is essential that therapists reach sufficient depth and openness in their own lives to allow
them to venture into their clients‘ subjective world without losing their own sense of identity.
Because this approach is basically concerned with the goals of therapy, basic conditions of being
human, and therapy as a shared journey, practitioners are not bound by specific techniques.
Although existential therapists may apply techniques from other orientations, their interventions
are guided by a philosophical framework about what it means to be human.
Contributions of the Existential Approach
The existential approach has helped bring the person back into central focus. It concentrates on
the central facts of human existence: self-consciousness and our consequent freedom. To the
existentialist goes the credit for providing a new view of death as a positive force, not a morbid
prospect to fear, for death gives life meaning. Existentialists have contributed a new dimension
to the understanding of anxiety, guilt, frustration, loneliness, and alienation.
One of the major contributions of the existential approach is its emphasis on the human quality
of the therapeutic relationship. This aspect lessens the chances of dehumanizing psychotherapy
by making it a mechanical process.
Existential counselors reject the notions of therapeutic objectivity and professional distance,
viewing them as being unhelpful.
Limitations and Criticisms of the Existential Approach
A major criticism often aimed at this approach is that it lacks a systematic statement of the
principles and practices of psychotherapy. Some practitioners have trouble with what they
perceive as its mystical language and concepts. Some therapists who claim adherence to an
existential orientation describe their therapeutic style in vague and global terms such as selfactualization, dialogic encounter, authenticity, and being in the world. This lack of precision
causes confusion at times and makes it difficult to conduct research on the process or outcomes
of existential therapy.
Both beginning and advanced practitioners who are not of a philosophical turn of mind tend to
find many of the existential concepts lofty and elusive. And those counselors who do find
themselves close to this philosophy are often at a loss when they attempt to apply it to practice.
As we have seen, this approach places primary emphasis on a subjective understanding of the
world of clients. It is assumed that techniques follow understanding. The fact that few techniques
are generated by this approach makes it essential for practitioners to develop their own
innovative procedures or to borrow from other schools of therapy. For counselors who doubt that
they can counsel effectively without a specific set of techniques, this approach has limitations.
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Practitioners who prefer a counseling practice based on research contend that the concepts
should be empirically sound, that definitions should be operational, that the hypotheses should be
testable, and that therapeutic practice should be based on the results of research into both the
process and outcomes of counseling. Certainly, the notion of manualized therapy is not part of
the existential perspective because every psychotherapy experience is unique. From the
perspective of evidence-based practices, existential therapy is subject to criticism. According to
Cooper (2003), existential practitioners generally reject the idea that the therapeutic process can
be measured and evaluated in quantitative and empirical ways. There is a distinct lack of studies
that directly evaluate and examine the existential approach. To a large extent, existential therapy
makes use of techniques from other theories, which makes it difficult to apply research to this
approach to study its effectiveness. According to van Deurzen (2002b), the main limitation of
this approach is that of the level of maturity, life experience, and intensive training that is
required of practitioners. Existential therapists need to be wise and capable of profound and
wide-ranging understanding of what it means to be human.
Authenticity is a cardinal characteristic of a competent existential practitioner, which is certainly
more involved than mastering a body of knowledge and acquiring technical skills. Russell (2007)
puts this notion nicely: ―Authenticity means being able to sign your own name on your work and
your life. It means you will want to take responsibility for creating your own way of being a
therapist‖.
Question for reflection
What messages about meaning dominate the airwaves in our culture? Watch TV or read a few magazines
and fill in the blank with an answer based on their messages:
The meaning of life lies in _______________________________________.
Reviewing Key Terms
• Ontological experience
• Neurotic anxiety
• Neurotic guilt
• Ultimate concerns
• Logotherapy
• I-Thou relationship
• Will to meaning

• Self-regulating
• Confluence
• Retroflection
• Deflection
• Projection
• Contact
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-4PERSON-CENTERED THERAPY
IN THIS CHAPTER YOU WILL LEARN
 Basic principles of a person-centered theory of personality, psychopathology, and psychotherapy
 How to prepare yourself and your clients for a person-centered therapy experience
 Specific attitudes and strategies employed by person-centered therapists

Introduction
The person-centered approach is based on concepts from humanistic psychology, many of which
were articulated by Carl Rogers in the early 1940s. Carl Rogers as the single most influential
psychotherapist of the past quarter century. Rogers has become known as a ―quiet revolutionary‖
who both contributed to theory development and whose influence continues to shape counseling
practice today.
The person-centered approach shares many concepts and values with the existential perspective
presented in the previous section. Rogers‘s basic assumptions are that people are essentially
trustworthy, that they have a vast potential for understanding themselves and resolving their own
problems without direct intervention on the therapist‘s part, and that they are capable of selfdirected growth if they are involved in a specific kind of therapeutic relationship. From the
beginning, Rogers emphasized the attitudes and personal characteristics of the therapist and the
quality of the client–therapist relationship as the prime determinants of the outcome of the
therapeutic process. He consistently relegated to a secondary position matters such as the
therapist‘s knowledge of theory and techniques.
Contemporary person-centered therapy is the result of an evolutionary process that continues to
remain open to change and refinement. Rogers did not present the person-centered theory as a
fixed and completed approach to therapy. He hoped that others would view his theory as a set of
tentative principles relating to how the therapy process develops, not as dogma. Rogers expected
his model to evolve and was open and receptive to change.
Key Concepts
View of Human Nature
A common theme originating in Rogers‘s early writing and continuing to permeate all of his
works is a basic sense of trust in the client‘s ability to move forward in a constructive manner if
conditions fostering growth are present. His professional experience taught him that if one is able
to get to the core of an individual, one finds a trustworthy, positive center (Rogers, 1987a).
Rogers firmly maintained that people are trustworthy, resourceful, capable of self understanding
and self-direction, able to make constructive changes, and able to live effective and productive
lives. When therapists are able to experience and communicate their realness, support, caring,
and nonjudgmental understanding, significant changes in the client are most likely to occur.
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The person-centered therapist focuses on the constructive side of human nature, on what is right
with the person, and on the assets the individual brings to therapy. The emphasis is on how
clients act in their world with others, how they can move forward in constructive directions, and
how they can successfully encounter obstacles (both from within themselves and outside of
themselves) that are blocking their growth. Practitioners with a humanistic orientation encourage
their clients to make changes that will lead to living fully and authentically, with the realization
that this kind of existence demands a continuing struggle. People never arrive at a final state of
being self-actualized; rather, they are continually involved in the process of actualizing
themselves.
The Therapeutic Process
Therapeutic Goals
The goals of person-centered therapy are different from those of traditional approaches. The
person-centered approach aims toward the client achieving a greater degree of independence and
integration. Its focus is on the person, not on the person‘s presenting problem. Rogers (1977) did
not believe the aim of therapy was to solve problems. Rather, it was to assist clients in their
growth process so clients could better cope with their current and future problems.
When the facades are put aside during the therapeutic process, what kind of person emerges from
behind the pretenses? Rogers (1961) described people who are becoming increasingly actualized
as having (1) an openness to experience, (2) a trust in themselves, (3) an internal source of
evaluation, and (4) a willingness to continue growing. Encouraging these characteristics is the
basic goal of person-centered therapy.
These four characteristics provide a general framework for understanding the direction of
therapeutic movement. The therapist does not choose specific goals for the client. The
cornerstone of person-centered theory is the view that clients in a relationship with a facilitating
therapist have the capacity to define and clarify their own goals. Person-centered therapists are in
agreement on the matter of not setting goals for what clients need to change, yet they differ on
the matter of how to best help clients achieve their own goals (Bohart, 2003).
Therapist’s Function and Role
The role of person-centered therapists is rooted in their ways of being and attitudes, not in
techniques designed to get the client to ―do something.‖ Research on person-centered therapy
seems to indicate that the attitude of therapists, rather than their knowledge, theories, or
techniques, facilitate personality change in the client (Rogers, 1961). Basically, therapists use
themselves as an instrument of change. When they encounter the client on a person-to-person
level, their ―role‖ is to be without roles. They do not get lost in a professional role. It is the
therapist‘s attitude and belief in the inner resources of the client that create the therapeutic
climate for growth (Bozarth et al., 2002).
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Person-centered theory holds that the therapist‘s function is to be present and accessible to
clients and to focus on their immediate experience. First and foremost, the therapist must be
willing to be real in the relationship with clients.
By being congruent, accepting, and empathic, the therapist is a catalyst for change. Instead of
viewing clients in preconceived diagnostic categories, the therapist meets them on a moment-tomoment experiential basis and enters their world. Through the therapist‘s attitude of genuine
caring, respect, acceptance, support, and understanding, clients are able to loosen their defenses
and rigid perceptions and move to a higher level of personal functioning. When these therapist
attitudes are present, clients then have the necessary freedom to explore areas of their life that
were either denied to awareness or distorted.
Person-centered therapists also avoid these functions: They generally do not take a history, they
avoid asking leading and probing questions, they do not make interpretations of the client‘s
behavior, they do not evaluate the client‘s ideas or plans, and they do not decide for the client
about the frequency or length of the therapeutic venture.
Client’s Experience in Therapy
Therapeutic change depends on clients‘ perceptions both of their own experience in therapy and
of the counselor‘s basic attitudes. If the counselor creates a climate conducive to selfexploration, clients have the opportunity to explore the full range of their experience, which
includes their feelings, beliefs, behavior, and worldview. What follows is a general sketch of
clients‘ experiences in therapy.
Clients come to the counselor in a state of incongruence; that is, a discrepancy exists between
their self-perception and their experience in reality. For example, Leon, a college student, may
see himself as a future physician, yet his below-average grades could exclude him from medical
school. The discrepancy between how Leon sees himself (self-concept) or how he would like to
view himself (ideal self-concept) and the reality of his poor academic performance may result in
anxiety and personal vulnerability, which can provide the necessary motivation to enter therapy.
Leon must perceive that a problem exists or, at least, that he is uncomfortable enough with his
present psychological adjustment to want to explore possibilities for change.
One reason clients seek therapy is a feeling of basic helplessness, powerlessness, and an inability
to make decisions or effectively direct their own lives. They may hope to find ―the way‖ through
the guidance of the therapist. Within the person-centered framework, however, clients soon learn
that they can be responsible for themselves in the relationship and that they can learn to be freer
by using the relationship to gain greater self-understanding.
As counseling progresses, clients are able to explore a wider range of beliefs and feelings
(Rogers, 1987c). They can express their fears, anxiety, guilt, shame, hatred, anger, and other
emotions that they had deemed too negative to accept and incorporate into their self-structure.
With therapy, people distort less and move to a greater acceptance and integration of conflicting
and confusing feelings. They increasingly discover aspects within themselves that had been kept
hidden. As clients feel understood and accepted, they become less defensive and become more
open to their experience. Because they feel safer and are less vulnerable, they become more
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realistic, perceive others with greater accuracy, and become better able to understand and accept
others. Individuals in therapy come to appreciate themselves more as they are, and their behavior
shows more flexibility and creativity. They become less concerned about meeting others‘
expectations, and thus begin to behave in ways that are truer to themselves. These individuals
direct their own lives instead of looking outside of themselves for answers. They move in the
direction of being more in contact with what they are experiencing at the present moment, less
bound by the past, less determined, freer to make decisions, and increasingly trusting in
themselves to manage their own lives. In short, their experience in therapy is like throwing off
the self-imposed shackles that had kept them in a psychological prison. With increased freedom
they tend to become more mature psychologically and more actualized.
Application: Therapeutic Techniques and Procedures
Early Emphasis on Reflection of Feelings
Rogers‘s original emphasis was on grasping the world of the client and reflecting this
understanding. As his view of psychotherapy developed, however, his focus shifted away from a
nondirective stance and emphasized the therapist‘s relationship with the client. Many followers
of Rogers simply imitated his reflective style, and client-centered therapy has often been
identified primarily with the technique of reflection despite Rogers‘s contention that the
therapist‘s relational attitudes and fundamental ways of being with the client constitute the heart
of the change process. Rogers and other contributors to the development of the person-centered
approach have been critical of the stereotypic view that this approach is basically a simple
restatement of what the client just said.
Evolution of Person-Centered Methods
Contemporary person-centered therapy is best considered as the result of an evolutionary process
of more than 65 years that continues to remain open to change and refinement. One of Rogers‘s
main contributions to the counseling field is the notion that the quality of the therapeutic
relationship, as opposed to administering techniques, is the primary agent of growth in the client.
The therapist‘s ability to establish a strong connection with clients is the critical factor
determining successful counseling outcomes.
No techniques or strategies are basic to the practice of person-centered therapy; rather, effective
practice is based on experiencing and communicating attitudes.
The person-centered philosophy is based on the assumption that clients have the resourcefulness
for positive movement without the counselor assuming an active, directive role. What is essential
for clients‘ progress is the therapist‘s presence, which refers to the therapist being completely
engaged and absorbed in the relationship with the client. The therapist is empathically interested
in the client and is congruent in relation to the client. Furthermore, the therapist is willing to be
deeply focused on the client in order to understand the individual‘s inner world . This presence is
far more powerful than any technique a therapist might use to bring about change. Qualities and
skills such as listening, accepting, respecting, understanding, and responding must be honest
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expressions by the therapist. As discussed in Chapter 2, counselors need to evolve as persons, not
just acquire a repertoire of therapeutic strategies.
One of the main ways in which person-centered therapy has evolved is the diversity, innovation,
and individualization in practice . As this approach has developed, there has been increased
latitude for therapists to share their reactions, to confront clients in a caring way, and to
participate more actively and fully in the therapeutic process . Immediacy, or addressing what is
going on between the client and therapist, is highly valued in this approach. This development
encourages the use of a wider variety of methods and allows for considerable diversity in
personal style among person-centered therapists (Thorne, 2002b). The shift toward genuineness
allows person-centered therapists both to practice in more flexible and eclectic ways that suit
their personalities and also to have greater flexibility in tailoring the counseling relationship to
suit different clients.
Today, those who practice a person-centered approach work in diverse ways that reflect both
advances in theory and practice and a plethora of personal styles. This is appropriate and
fortunate, for none of us can emulate the style of Carl Rogers and still be true to ourselves. If we
strive to model our style after Rogers, and if that style does not fit for us, we are not being
ourselves and we are not being fully congruent. Therapist congruence is basic to establishing
trust and safety with clients, and the therapy process is likely to be adversely affected if the
therapist is not fully authentic.
The Role of Assessment
Assessment is frequently viewed as a prerequisite to the treatment process.
Many mental health agencies use a variety of assessment procedures, including diagnostic
screening, identification of clients‘ strengths and liabilities, and various tests. It may seem that
assessment techniques are foreign to the spirit of the person-centered approach. What matters,
however, is not how the counselor assesses the client but the client‘s self-assessment. From a
person-centered perspective, the best source of knowledge about the client is the individual
client. For example, some clients may request certain psychological tests as a part of the
counseling process. It is important for the counselor to follow the client‘s lead in the therapeutic
engagement (Ward, 1994).
In the early development of nondirective therapy, Rogers recommended caution in using
psychometric measures or in taking a complete case history at the outset of counseling. If a
counseling relationship began with a battery of psychological tests and a detailed case history, he
believed clients could get the impression that the counselor would be providing the solutions to
their problems. Assessment seems to be gaining in importance in short-term treatments in most
counseling agencies, and it is imperative that clients be involved in a collaborative process in
making decisions that are central to their therapy. Today it may not be a question of whether to
incorporate assessment into therapeutic practice but of how to involve clients as fully as possible
in their assessment and treatment process.
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Question for reflection
Do you think it is possible for a therapist to conduct truly nondirective therapy? Is it really
possible to let the client take the lead during therapy hours? As it turns out, close observation of
Carl Rogers doing therapy has shown that he did occasionally guide clients toward talking about
particular issues. Just by choosing when to say “Uh-huh” or choosing when to nod your head,
you will also subtly influence what clients say. As you continue reading this chapter try to fully
accept the concept of letting go of your biases and sense of direction, letting the client talk about
whatever seems important.

Summary and Evaluation
Person-centered therapy is based on a philosophy of human nature that postulates an innate
striving for self-actualization. Further, Rogers‘s view of human nature is phenomenological; that
is, we structure ourselves according to our perceptions of reality. We are motivated to actualize
ourselves in the reality that we perceive.
Rogers‘s theory rests on the assumption that clients can understand the factors in their lives that
are causing them to be unhappy. They also have the capacity for self-direction and constructive
personal change. Change will occur if a congruent therapist makes psychological contact with a
client in a state of anxiety or incongruence. It is essential for the therapist to establish a
relationship the client perceives as genuine, accepting, and understanding. Therapeutic
counseling is based on an I/Thou, or person-to-person, relationship in the safety and acceptance
of which clients drop their defenses and come to accept and integrate aspects that they have
denied or distorted. The person-centered approach emphasizes this personal relationship between
client and therapist; the therapist‘s attitudes are more critical than are knowledge, theory, or
techniques. Clients are encouraged to use this relationship to unleash their growth potential and
become more of the person they choose to become.
This approach places primary responsibility for the direction of therapy on the client. In the
therapeutic context, individuals have the opportunity to decide for themselves and come to terms
with their own personal power. The general goals of therapy are becoming more open to
experience, achieving self trust, developing an internal source of evaluation, and being willing to
continue growing. Specific goals are not imposed on clients; rather, clients choose their own
values and goals. Current applications of the theory emphasize more active participation by the
therapist than was the case earlier. More latitude is allowed for therapists to express their values,
reactions, and feelings as they are appropriate to what is occurring in therapy. Counselors can be
fully involved as persons in the relationship.
Contributions of the Person-Centered Approach
When Rogers founded nondirective counseling more than 65 years ago, there were very few
other therapeutic models. The longevity of this approach is certainly a factor to consider in
assessing its influence.
EMPHASIS ON RESEARCH One of Rogers‘s contributions to the field of psychotherapy
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was his willingness to state his concepts as testable hypotheses and to submit them to research.
He literally opened the field to research.
THE IMPORTANCE OF EMPATHY Among the major contributions of person centered
therapy are the implications of empathy for the practice of counseling. More than any other
approach, person-centered therapy has demonstrated that therapist empathy plays a vital role in
facilitating constructive change in the client.
INNOVATIONS IN PERSON-CENTERED THEORY One of the strengths of the personcentered approach is the development of innovative and sophisticated methods to work with an
increasingly difficult, diverse, and complex range of individuals, couples, families, and groups.
Limitations and Criticisms of the Person-Centered Approach
There is a similar limitation shared by both the person-centered and existential (experiential)
approaches. Neither of these therapeutic modalities emphasizes the role of techniques aimed at
bringing about change in clients‘ behavior. Proponents of psychotherapy manuals, or manualized
treatment methods for specific disorders, find serious limitations in the experiential approaches
due to their lack of attention to proven techniques and strategies.
A potential limitation of this approach is that some students-in-training and practitioners with a
person-centered orientation may have a tendency to be very supportive of clients without being
challenging. Out of their misunderstanding of the basic concepts of the approach, some have
limited the range of their responses and counseling styles to reflections and empathic listening.
A related challenge for counselors using this approach is to truly support clients in finding their
own way. Counselors sometimes experience difficulty in allowing clients to decide their own
specific goals in therapy. It is easy to give lip service to the concept of clients‘ finding their own
way, but it takes considerable respect for clients and faith on the therapist‘s part to encourage
clients to listen to themselves and follow their own directions, particularly when they make
choices that are not what the therapist hoped for. More than any other quality, the therapist‘s
genuineness determines the power of the therapeutic relationship. If therapists submerge their
unique identity and style in a passive and nondirective way, they may not be harming many
clients, but they may not be powerfully affecting clients. Therapist authenticity and congruence
are so vital to this approach that those who practice within this framework must feel natural in
doing so and must find a way to express their own reactions to clients. If not, a real possibility is
that person-centered therapy will be reduced to a bland, safe, and ineffectual approach.
Review Questions
1. What innovative procedure did Rogers introduce to the study of psychotherapy that causes
some historians to refer to him as the first modern psychotherapy researcher?
2. What is the person-centered perspective with regard to psychological assessment?
3. What are your thoughts on the empirical efficacy of person-centered therapy? Do you think
there are some situations in which a radical person-centered approach might be more effective
than a scientifically validated cognitive or behavioral approach?
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Key Terms
• Organism
• Self
• Incongruence
• Actualizing or formative tendency
• Positive regard
• Self-regard
• Subception
• Psychological contact

• Congruence
• Unconditional positive regard
• Empathic understanding
• Intellectual empathy
• Emotional empathy
• Imaginative empathy
• Traditional person centered therapy
• Contemporary person centered therapy
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-5GESTALT THERAPY
In this chapter you will learn about






Introduction to gestalt therapy
View of human nature
Key concepts
Therapeutic techniques
Therapeutic goals

Introduction
Gestalt therapy is an existential, phenomenological, and process-based approach created on the
premise that individuals must be understood in the context of their ongoing relationship with the
environment. The initial goal is for clients to gain awareness of what they are experiencing and
how they are doing it. Through this
awareness, change automatically occurs. The approach is phenomenological because it focuses
on the client‘s perceptions of reality and existential because it is grounded in the notion that
people are always in the process of becoming, remaking, and rediscovering themselves. As an
existential approach, Gestalt therapy gives special attention to existence as individuals
experience it and affirms the human capacity for growth and healing through interpersonal
contact and insight. In a nutshell, this approach focuses on the here and now, the what and how,
and the I/Thou of relating.
Gestalt therapy is lively and promotes direct experiencing rather than the abstractness of talking
about situations. The approach is experiential in that clients come to grips with what and how
they are thinking, feeling, and doing as they interact with the therapist. Gestalt practitioners
value being fully present during the therapeutic encounter with the belief that growth occurs out
of genuine contact between client and therapist.
Key Concepts
View of Human Nature
The Gestalt view of human nature is rooted in existential philosophy, phenomenology, and field
theory. Genuine knowledge is the product of what is immediately evident in the experience of
the perceiver. Therapy aims not at analysis or introspection but at awareness and contact with the
environment. The environment consists of both the external and internal worlds. The quality of
contact with aspects of the external world (for example, other people) and the internal world (for
example, parts of the self that are disowned) are monitored. The process of ―reowning‖ parts of
oneself that have been disowned and the unification process proceed step by step until clients
become strong enough to carry on with their own personal growth. By becoming aware, clients
become able to make informed choices and thus to live a more meaningful existence.
A basic assumption of Gestalt therapy is that individuals have the capacity to self-regulate when
they are aware of what is happening in and around them. Therapy provides the setting and
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opportunity for that awareness to be supported and restored. If the therapist is able to stay with
the client‘s present experience and trust in the process, the client will move toward increased
awareness, contact, and integration.
Some Principles of Gestalt Therapy Theory
Several basic principles underlying the theory of Gestalt therapy are briefly described in this
section: holism, field theory, the figure-formation process, and organismic self-regulation. Other
key concepts of Gestalt therapy are developed in more detail in the sections that follow.
HOLISM Gestalt is a German word meaning a whole or completion, or a form that cannot be
separated into parts without losing its essence. All of nature is seen as a unified and coherent
whole, and the whole is different from the sum of its parts. Because Gestalt therapists are
interested in the whole person, they place no superior value on a particular aspect of the
individual. Gestalt practice attends to a client‘s thoughts, feelings, behaviors, body, memories,
and dreams. Emphasis may be on a figure (those aspects of the individual‘s experience that are
most salient at any moment) or the ground (those aspects of the client‘s presentation that are
often out of his or her awareness). Cues to this background can be found on the surface through
physical gestures, tone of voice, demeanor, and other nonverbal content. This is often referred to
by Gestalt therapists as ―attending to the obvious,‖ while paying attention to how the parts fit
together, how the individual makes contact with the environment, and integration.
FIELD THEORY Gestalt therapy is based on field theory, which is grounded on the principle
that the organism must be seen in its environment, or in its context, as part of the constantly
changing field. Gestalt therapy rests on the principle that everything is relational, in fl ux,
interrelated, and in process.
Gestalt therapists pay attention to and explore what is occurring at the boundary between the
person and the environment.
THE FIGURE-FORMATION PROCESS Derived from the field of visual perception by a
group of Gestalt psychologists, the figure-formation process describes how the individual
organizes experience from moment to moment. In Gestalt therapy the field differentiates into a
foreground (figure) and a background (ground).
The figure-formation process tracks how some aspect of the environmental field emerges from
the background and becomes the focal point of the individual‘s attention and interest. The
dominant needs of an individual at a given moment influence this process.
ORGANISMIC SELF-REGULATION The figure-formation process is intertwined with the
principle of organismic self-regulation, a process by which equilibrium is ―disturbed‖ by the
emergence of a need, a sensation, or an interest. Organisms will do their best to regulate
themselves, given their own capabilities and the resources of their environment. Individuals can
take actions and make contacts that will restore equilibrium or contribute to growth and change.
What emerges in therapeutic work is associated with what is of interest to or what the client
needs to be able to regain a sense of equilibrium.
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Gestalt therapists direct the client‘s awareness to the figures that emerge from the background
during a therapy session and use the figure-formation process as a guide for the focus of
therapeutic work. The goal is to help the client to obtain closure of unfinished situations, destroy
fixed gestalts, and incorporate more satisfying gestalts.
The Now
One of the main contributions of the Gestalt approach is its emphasis on learning to appreciate
and fully experience the present moment. Focusing on the past and the future can be a way to
avoid coming to terms with the present. It is a common tendency for clients to invest their
energies in bemoaning their past mistakes and ruminating about how life could and should have
been different or engaging in endless resolutions and plans for the future. As clients direct their
energy toward what was or what might have been or live in fantasy about the future, the power
of the present diminishes.
Phenomenological inquiry involves paying attention to what is occurring now. To help the client
make contact with the present moment, Gestalt therapists ask ―what‖ and ―how‖ questions, but
rarely ask ―why‖ questions. To promote ―now‖ awareness, the therapist encourages a dialogue in
the present tense by asking questions like these: ―What is happening now? What is going on
now? What are you experiencing as you sit there and attempt to talk? What is your awareness at
this moment? How are you experiencing your fear? How are you attempting to withdraw at this
moment?‖
Most people can stay in the present for only a short time and are inclined to find ways of
interrupting the flow of the present. Instead of experiencing their feelings in the here and now,
clients often talk about their feelings, almost as if their feelings were detached from their present
experiencing. One of the aims of Gestalt therapy is to help clients become aware of their present
experience.
Gestalt therapists recognize that the past will make regular appearances in the present moment,
usually because of some lack of completion of that past experience. When the past seems to have
a significant bearing on clients‘ present attitudes or behavior, it is dealt with by bringing it into
the present as much as possible. When clients speak about their past, the therapist may ask them
to reenact it as though they were living it now. The therapist directs clients to ―bring the fantasy
here‖ or ―tell me the dream as though you were having it now,‖ striving to help them relive what
they experienced earlier. For example, rather than talking about a past childhood trauma with her
father, a client becomes the hurt child and talks directly to her father in fantasy, or by imagining
him being present in the room in an empty chair.
Unfinished Business
When figures emerge from the background but are not completed and resolved, individuals are
left with unfinished business, which can be manifest in unexpressed feelings such as resentment,
rage, hatred, pain, anxiety, grief, guilt, and abandonment. Because the feelings are not fully
experienced in awareness, they linger in the background and are carried into present life in ways
that interfere with effective contact with oneself and others: These incomplete directions do seek
completion and when they get powerful enough, the individual is beset with preoccupation,
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compulsive behavior, wariness, oppressive energy and much self defeating behavior. Unfinished
business persists until the individual faces and deals with the unexpressed feelings. The effects of
unfinished business often show up in some blockage within the body. Gestalt therapists
emphasize paying attention to the bodily experience on the assumption that if feelings are
unexpressed they tend to result in some physical sensations or problems.
Contact and Resistances to Contact
In Gestalt therapy contact is necessary if change and growth are to occur. Contact is made by
seeing, hearing, smelling, touching, and moving. Effective contact means interacting with nature
and with other people without losing one‘s sense of individuality.
Gestalt therapists also focus on interruptions, disturbances, and resistances to contact, which
were developed as coping processes but often end up preventing us from experiencing the
present in a full and real way. Resistances are typically adopted out of our awareness and when
they function in a chronic way, can contribute to dysfunctional behavior. Because resistances are
developed as a means of coping with life situations, they possess positive qualities as well as
problematic ones. Polster and Polster (1973) describe five different kinds of contact boundary
disturbances that interrupt the cycle of experience: introjection, projection, retroflection,
deflection, and confluence.
Introjection is the tendency to uncritically accept others‘ beliefs and standards without
assimilating them to make them congruent with who we are. These introjects remain alien to us
because we have not analyzed and restructured them.
When we introject, we passively incorporate what the environment provides rather than clearly
identifying what we want or need. If we remain in this stage, our energy is bound up in taking
things as we find them and believing that authorities know what is best for us rather than
working for things ourselves.
Projection is the reverse of introjection. In projection we disown certain aspects of ourselves by
assigning them to the environment. Those attributes of our personality that are inconsistent with
our self-image are disowned and put onto, assigned to, and seen in other people; thus, blaming
others for lots of our problems. By seeing in others the very qualities that we refuse to
acknowledge in ourselves, we avoid taking responsibility for our own feelings and the person
who we are, and this keeps us powerless to initiate change. People who use projection as a
pattern tend to feel that they are victims of circumstances, and they believe that people have
hidden meanings behind what they say.
Retroflection consists of turning back onto ourselves what we would like to do to someone else
or doing to ourselves what we would like someone else to do to or for us. This process is
principally an interruption of the action phase in the cycle of experience and typically involves a
fair amount of anxiety. People who rely on retroflection tend to inhibit themselves from taking
action out of fear of embarrassment, guilt, and resentment. People who self-mutilate or who
injure themselves, for example, are often directing aggression inward out of fear of directing it
toward others. Depression and psychosomatic complaints are often created by retroflecting.
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Typically, these maladaptive styles of functioning are adopted outside of our awareness; part of
the process of Gestalt therapy is to help us discover a self-regulatory system so that we can deal
realistically with the world.
Deflection is the process of distraction or veering off, so that it is difficult to maintain a sustained
sense of contact. We attempt to diffuse or defuse contact through the overuse of humor, abstract
generalizations, and questions rather than statements. When we deflect, we speak through and for
others, beating around the bush rather than being direct and engaging the environment in an
inconsistent and inconsequential basis, which results in emotional depletion.
Confluence involves blurring the differentiation between the self and the environment. As we
strive to blend in and get along with everyone, there is no clear demarcation between internal
experience and outer reality. Confluence in relationships involves the absence of conflicts,
slowness to anger, and a belief that all parties experience the same feelings and thoughts we do.
This style of contact is characteristic of clients who have a high need to be accepted and liked,
thus finding enmeshment comfortable. This condition makes genuine contact extremely difficult.
A therapist might assist clients who use this channel of resistance by asking questions such as:
―What are you doing now? What are you experiencing at this moment? What do you want right
now?‖
Terms such as interruptions in contact or boundary disturbance refer to the characteristic styles
people employ in their attempts to control their environment through one of these channels of
resistance. The premise in Gestalt therapy is that contact is both normal and healthy, and clients
are encouraged to become increasingly aware of their dominant style of blocking contact and
their use of resistance. Today‘s Gestalt therapists readily attend to how clients interrupt contact,
approaching the interruptive styles with respect and taking each style seriously, knowing that it
has served an important function in the past. It is important to explore what the resistance does
for clients: what it protects them from, and what it keeps them from experiencing.
Energy and Blocks to Energy
In Gestalt therapy special attention is given to where energy is located, how it is used, and how it
can be blocked. Blocked energy is another form of defensive behavior. It can be manifested by
tension in some part of the body, by posture, by keeping one‘s body tight and closed, by not
breathing deeply, by looking away from people when speaking to avoid contact, by choking off
sensations, by numbing feelings, and by speaking with a restricted voice, to mention only a few.
Much of the therapeutic endeavor involves finding the focus of interrupted energy and bringing
these sensations to the client‘s awareness. Clients may not be aware of their energy or where it is
located, and they may experience it in a negative way. One of the tasks of the therapist is to help
clients identify the ways in which they are blocking energy and transform this blocked energy
into more adaptive behaviors. Clients can be encouraged to recognize how their resistance is
being expressed in their body. Rather than trying to rid themselves of certain bodily symptoms,
clients can be encouraged to delve fully into tension states. For example, by allowing themselves
to exaggerate their tight mouth and shaking legs, they can discover for themselves how they are
diverting energy and keeping themselves from a full expression of aliveness.
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The Therapeutic Process
Therapeutic Goals
Gestalt therapy does not ascribe to a ―goal-oriented‖ methodology per se. Despite not being
focused on predetermined goals for their clients, Gestalt therapists clearly attend to a basic
goal—namely, assisting the client to attain greater awareness, and with it, greater choice.
Awareness includes knowing the environment, knowing oneself, accepting oneself, and being
able to make contact. Increased and enriched awareness, by itself, is seen as curative. Without
awareness clients do not possess the tools for personality change. With awareness they have the
capacity to face and accept denied parts as well as to fully experience their subjectivity. They can
experience their unity and wholeness. When clients stay with their awareness, important
unfinished business will emerge and can be dealt with in therapy. The Gestalt approach helps
clients note their own awareness process so that they can be responsible and can selectively and
discriminatingly make choices. Awareness emerges within the context of a genuine meeting
between client and therapist, or within the context of I/Thou relating.
The existential view is that we are continually engaged in a process of remaking and discovering
ourselves. We do not have a static identity, but discover new facets of our being as we face new
challenges. Gestalt therapy is basically an existential encounter out of which clients tend to move
in certain directions. Through a creative involvement in Gestalt process, expects clients will do
the following:
• Move toward increased awareness of them
• Gradually assume ownership of their experience (as opposed to making others responsible for
what they are thinking, feeling, and doing)
• Develop skills and acquire values that will allow them to satisfy their needs without violating
the rights of others
• Become more aware of all of their senses
• Learn to accept responsibility for what they do, including accepting the consequences of their
actions
• Be able to ask for and get help from others and be able to give to others
Therapist’s Function and Role
Gestalt therapists encourage clients to attend to their sensory awareness in the present moment.
According to Yontef (1993), although the therapist functions as a guide and a catalyst, presents
experiments, and shares observations, the basic work of therapy is done by the client. Yontef
maintains that the therapist‘s task is to create a climate in which clients are likely to try out new
ways of being and behaving. Gestalt therapists do not force change on clients through
confrontation. Instead, they work within a context of I/Thou dialogue in a here and- now
framework.
An important function of Gestalt therapists is paying attention to clients‘ body language. These
nonverbal cues provide rich information as they often represent feelings of which the client is
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unaware. The therapist needs to be alert for gaps in attention and awareness and for incongruities
between verbalizations and what clients are doing with their bodies. Therapists might direct
clients to speak for and become their gestures or body parts by asking, ―What do your eyes say?‖
―If your hands could speak at this moment, what would they say?‖ ―Can you carry on a
conversation between your right and left hands?‖
Clients may verbally express anger and at the same time smile. Or they may say they are in pain
and at the same time laugh. Therapists can ask clients to become aware of how they are using
their laughter to mask feelings of anger or pain.
In addition to calling attention to clients‘ nonverbal language, the Gestalt counselor places
emphasis on the relationship between language patterns and personality. Clients‘ speech patterns
are often an expression of their feelings, thoughts, and attitudes. The Gestalt approach focuses on
overt speaking habits as a way to increase clients‘ awareness of themselves, especially by asking
them to notice whether their words are congruent with what they are experiencing or instead are
distancing them from their emotions.
Language can both describe and conceal. By focusing on language, clients are able to increase
their awareness of what they are experiencing in the present moment and of how they are
avoiding coming into contact with this here and- now experience. Here are some examples of the
aspects of language that Gestalt therapists might focus on:
• ―It” talk.
• “You” talk.
• Language that denies power.
• Listening to clients’ metaphors.
• Listening for language that uncovers a story.
Client’s Experience in Therapy
Gestalt therapists do not make interpretations that explain the dynamics of an individual‘s
behavior or tell a client why he or she is acting in a certain way because they are not the experts
on the client‘s experience. A three-stage integration sequence that characterizes client growth in
therapy. The first part of this sequence consists of discovery. Clients are likely to reach a new
realization about themselves or to acquire a novel view of an old situation, or they may take a
new look at some significant person in their lives. Such discoveries often come as a surprise to
them.
The second stage of the integration sequence is accommodation, which involves clients‘
recognizing that they have a choice. Clients begin by trying out new behaviors in the supportive
environment of the therapy office, and then they expand their awareness of the world. Making
new choices is often done awkwardly, but with therapeutic support clients can gain skill in
coping with difficult situations. Clients are likely to participate in out-of-office experiments,
which can be discussed in the next therapy session.
The third stage of the integration sequence is assimilation, which involves clients‘ learning how
to influence their environment. At this phase clients feel capable of dealing with the surprises
they encounter in everyday living. They are now beginning to do more than passively accept the
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environment. Behavior at this stage may include taking a stand on a critical issue. Eventually,
clients develop confidence in their ability to improve and improvise. Improvisation is the
confidence that comes from knowledge and skills. Clients are able to make choices that will
result in getting what they want. The therapist points out that something has been accomplished
and acknowledges the changes that have taken place within the client. At this phase clients have
learned what they can do to maximize their chances of getting what is needed from their
environment.
Application: Therapeutic Techniques and Procedures
Gestalt Therapy Interventions
Experiments can be useful tools to help the client gain fuller awareness, experience internal
conflicts, resolve inconsistencies and dichotomies, and work through an impasse that is
preventing completion of unfinished business. Exercises can be used to elicit emotion, produce
action, or achieve a specific goal. When used at their best, the interventions described here fit the
therapeutic situation and highlight whatever the client is experiencing.
THE INTERNAL DIALOGUE EXERCISE One goal of Gestalt therapy is to bring about
integrated functioning and acceptance of aspects of one‘s personality that have been disowned
and denied. Gestalt therapists pay close attention to splits in personality function. A main
division is between the ―top dog‖ and the ―underdog,‖ and therapy often focuses on the war
between the two. The top dog is righteous, authoritarian, moralistic, demanding, bossy, and
manipulative. This is the ―critical parent‖ that badgers with ―shoulds‖ and ―oughts‖ and
manipulates with threats of catastrophe. The underdog manipulates by playing the role of victim:
by being defensive, apologetic, helpless, and weak and by feigning powerlessness. This is the
passive side, the one without responsibility, and the one that finds excuses. The top dog and the
underdog are engaged in a constant struggle for control.
The struggle helps to explain why one‘s resolutions and promises often go unfulfilled and why
one‘s procrastination persists. The tyrannical top dog demands that one be thus-and-so, whereas
the underdog defiantly plays the role of disobedient child. As a result of this struggle for control,
the individual becomes fragmented into controller and controlled. The civil war between the two
sides continues, with both sides fighting for their existence. The conflict between the two
opposing poles in the personality is rooted in the mechanism of introjection, which involves
incorporating aspects of others, usually parents, into one‘s personality. It is essential that clients
become aware of their introjects, especially the toxic introjects that poison the person and
prevent personality integration.
The empty-chair technique is one way of getting the client to externalize the introject, a
technique Perls used a great deal. Using two chairs, the therapist asks the client to sit in one chair
and be fully the top dog and then shift to the other chair and become the underdog. The dialogue
can continue between both sides of the client. Essentially, this is a role-playing technique in
which all the parts are played by the client. In this way the introjects can surface, and the client
can experience the conflict more fully. The conflict can be resolved by the client‘s acceptance
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and integration of both sides. This exercise helps clients get in touch with a feeling or a side of
themselves that they may be denying; rather than merely talking about a conflicted feeling, they
intensify the feeling and experience it fully. Further, by helping clients realize that the feeling is
a very real part of themselves, the intervention discourages clients from disassociating the
feeling.
The goal of this exercise is to promote a higher level of integration between the polarities and
conflicts that exist in everyone. The aim is not to rid oneself of certain traits but to learn to accept
and live with the polarities.
MAKING THE ROUNDS Making the rounds is a Gestalt exercise that involves asking a person
in a group to go up to others in the group and either speak to or do something with each person.
The purpose is to confront, to risk, to disclose the self, to experiment with new behavior, and to
grow and change.
THE REVERSAL EXERCISE Certain symptoms and behaviors often represent reversals of
underlying or latent impulses. Thus, the therapist could ask a person who claims to suffer from
severe inhibitions and excessive timidity to play the role of an exhibitionist. I remember a client
in one of our therapy groups who had difficulty being anything but sugary sweet. I asked her to
reverse her typical style and be as negative as she could be. The reversal worked well; soon she
was playing her part with real gusto, and later she was able to recognize and accept her ―negative
side‖ as well as her ―positive side.‖ The theory underlying the reversal technique is that clients
take the plunge into the very thing that is fraught with anxiety and make contact with those parts
of themselves that have been submerged and denied. This technique can help clients begin to
accept certain personal attributes that they have tried to deny.
THE REHEARSAL EXERCISE Oftentimes we get stuck rehearsing silently to ourselves so that
we will gain acceptance. When it comes to the performance, we experience stage fright, or
anxiety, because we fear that we will not play our role well. Internal rehearsal consumes much
energy and frequently inhibits our spontaneity and willingness to experiment with new behavior.
When clients share their rehearsals out loud with a therapist, they become more aware of the
many preparatory means they use in bolstering their social roles. They also become increasingly
aware of how they try to meet the expectations of others, of the degree to which they want to be
approved, accepted, and liked, and of the extent to which they go to attain acceptance.
THE EXAGGERATION EXERCISE One aim of Gestalt therapy is for clients to become more
aware of the subtle signals and cues they are sending through body language. Movements,
postures, and gestures may communicate significant meanings, yet the cues may be incomplete.
In this exercise the person is asked to exaggerate the movement or gesture repeatedly, which
usually intensifies the feeling attached to the behavior and makes the inner meaning clearer.
Some examples of behaviors that lend themselves to the exaggeration
technique are trembling (shaking hands, legs), slouched posture and bent shoulders, clenched
fists, tight frowning, facial grimacing, crossed arms, and so forth. If a client reports that his or
her legs are shaking, the therapist may ask the client to stand up and exaggerate the shaking.
Then the therapist may ask the client to put words to the shaking limbs.
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STAYING WITH THE FEELING Most clients desire to escape from fearful stimuli and to
avoid unpleasant feelings. At key moments when clients refer to a feeling or a mood that is
unpleasant and from which they have a great desire to flee, the therapist may urge clients to stay
with their feeling and encourage them to go deeper into the feeling or behavior they wish to
avoid. Facing and experiencing feelings not only takes courage but also is a mark of a
willingness to endure the pain necessary for unblocking and making way for newer levels of
growth.
THE GESTALT APPROACH TO DREAM WORK In psychoanalysis dreams are interpreted,
intellectual insight is stressed, and free association is used to explore the unconscious meanings
of dreams. The Gestalt approach does not interpret and analyze dreams. Instead, the intent is to
bring dreams back to life and relive them as though they were happening now. The dream is
acted out in the present, and the dreamer becomes a part of his or her dream. The suggested
format for working with dreams includes making a list of all the details of the dream,
remembering each person, event, and mood in it, and then becoming each of these parts by
transforming oneself, acting as fully as possible and inventing dialogue. Each part of the dream
is assumed to be a projection of the self, and the client creates scripts for encounters between the
various characters or parts. All of the different parts of a dream are expressions of the client‘s
own contradictory and inconsistent sides, and, by engaging in a dialogue between these opposing
sides, the client gradually becomes more aware of the range of his or her own feelings.
Summary and Evaluation
Gestalt therapy is an experiential approach that stresses present awareness and the quality of
contact between the individual and the environment. The major focus is on assisting the client to
become aware of how behaviors that were once part of creatively adjusting to past environments
may be interfering
with effective functioning and living in the present. The goal of the approach is, first and
foremost, to gain awareness.
Another therapeutic aim is to assist clients in exploring how they make contact with elements of
their environment. Change occurs through the heightened awareness of ―what is.‖ Because the
Gestalt therapist has no agenda beyond assisting clients to increase their awareness, there is no
need to label a
client‘s behavior as ―resistance.‖ Instead, the therapist simply follows this new process as it
emerges. The therapist has faith that self-regulation is a naturally unfolding process that does not
have to be controlled. With expanded awareness, clients are able to reconcile polarities and
dichotomies within themselves and proceed toward the reintegration of all aspects of themselves.
The therapist works with the client to identify the figures, or most salient aspects of the
individual–environmental field, as they emerge from the background.
The Gestalt therapist believes each client is capable of self-regulating if those figures are
engaged and resolved so others can replace them. The role of the Gestalt therapist is to help
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clients identify the most pressing issues, needs, and interests and to design experiments that
sharpen those figures or that explore
resistances to contact and awareness. Gestalt therapists are encouraged to be appropriately selfdisclosing, both about their here-and-now reactions in the therapy hour and about their personal
experiences.
Contributions of Gestalt Therapy
One contribution of Gestalt therapy is the exciting way in which the past is dealt with in a lively
manner by bringing relevant aspects into the present. Therapists challenge clients in creative
ways to become aware of and work with issues that are obstructing current functioning. the most
significant contributions of the Gestalt approach:
• The critical importance of contact with oneself, others, and the environment
• The central role of authentic relationship and dialogue in therapy • The emphasis on field
theory, phenomenology, and awareness
• The therapeutic focus on the present, the here-and-now experiencing of the client
• The creative and spontaneous use of active experiments as a pathway to experiential learning.
Gestalt methods bring conflicts and human struggles to life. Gestalt therapy is a creative
approach that uses experiments to move clients from talk to action and experience. The focus is
on growth and enhancement rather than being a system of techniques to treat disorders, which
reflects an early Gestalt motto, ―You don‘t have to be sick to get better.‖ Clients are provided
with a wide range of tools—in the form of Gestalt experiments—for discovering new facets of
themselves and making decisions about changing their course of living.
The Gestalt approach to working with dreams is a unique pathway for people to increase their
awareness of key themes in their lives. By seeing each aspect of a dream as a projection of
themselves, clients are able to bring the dream to life, to interpret its personal meaning, and to
assume responsibility for it.
Gestalt therapy is a holistic approach that values each aspect of the individual‘s experience
equally. Therapists allow the figure-formation process to guide them. They do not approach
clients with a preconceived set of biases or a set agenda. Instead, they place emphasis on what
occurs at the boundary between the individual and the environment.
Gestalt therapy operates with a unique notion about change. The therapist does not try to move
the client anywhere. The main goal is to increase the client‘s awareness of ―what is.‖ Instead of
trying to make something happen, the therapist‘s role is assisting the client to increase awareness
that will allow re-identification with the part of the self from which he or she is alienated.
A key strength of Gestalt therapy is the attempt to integrate theory, practice, and research.
Limitations and Criticisms of Gestalt Therapy
Most of my criticisms of Gestalt therapy pertain to the older version, or the style of Fritz Perls,
which emphasized confrontation and de-emphasized the cognitive factors of personality. This
style of Gestalt therapy placed more attention on using techniques to confront clients and getting
them to experience their feelings. Contemporary Gestalt therapy has come a long way, and more
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attention is being given to theoretical instruction, theoretical exposition, and cognitive factors in
general.
In Gestalt therapy clients clarify their thinking, explore beliefs, and put meaning to experiences
they are reliving in therapy. However, the Gestalt approach does not place a premium on the role
of the therapist as a teacher.
The emphasis is on facilitating the clients‘ own process of self-discovery and learning. This
experiential and self-directed learning process is based on the fundamental belief in organismic
self-regulation, which implies that clients arrive at their own truths through awareness and
improved contact with the environment. It seems to me, however, that clients can engage in selfdiscovery and at the same time benefit from appropriate teaching by the therapist.
Current Gestalt practice places a high value on the contact and dialogue between therapist and
client. For Gestalt therapy to be effective, the therapist must have a high level of personal
development. Being aware of one‘s own needs and seeing that they do not interfere with the
client‘s process, being present in the moment, and being willing to be non defensive and selfrevealing all demand a lot of the therapist. There is a danger that therapists who are inadequately
trained will be primarily concerned with impressing clients.

Key terms
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• Paradoxical intention
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• Nihilism
• Gestalt
• Field theory
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-6REALITY THERAPY
In this chapter you will learn




What reality therapy mean.
View of human nature and key concepts of the therapy
Therapeutic techniques and goals

Introduction
Reality therapists believe the underlying problem of most clients is the same: They are either
involved in a present unsatisfying relationship or lack what could even be called a relationship.
Many of the problems of clients are caused by their inability to connect, to get close to others, or
to have a satisfying or successful relationship with at least one significant person in their lives.
The therapist guides clients toward a satisfying relationship and teaches them to behave in more
effective ways than they are presently behaving. The more clients are able to connect with
people, the greater chance they have to experience happiness.
Reality therapy is based on choice theory as it is explained in Glasser‘s (1998, 2001, 2003) most
recent books. Choice theory explains why and how we function, and reality therapy provides a
delivery system for helping individuals take more effective control of their lives.
Therapy consists mainly of teaching clients to make more effective choices as they deal with the
people they need in their lives. Glasser maintains that it is essential for the therapist to establish a
satisfying relationship with clients. Once this relationship is developed, the skill of the therapist
as a teacher becomes paramount.
Reality therapy has been used in a variety of settings. The approach is applicable to counseling,
social work, education, crisis intervention, corrections and rehabilitation, institutional
management, and community development. Reality therapy is popular in schools, correctional
institutions, general hospitals, state mental hospitals, halfway houses, and substance abuse
centers. Many of the military clinics that treat drug and alcohol abusers use reality therapy as
their preferred therapeutic approach.
Key Concepts
View of Human Nature
Choice theory posits that we are not born blank slates waiting to be externally motivated by
forces in the world around us. Rather, we are born with five genetically encoded needs—
survival, love and belonging, power or achievement, freedom or independence, and fun—that
drive us all our lives. Each of us has all five
needs, but they vary in strength. For example, we all have a need for love and belonging, but
some of us need more love than others. Choice theory is based on the premise that because we
are by nature social creatures we need to both receive and give love. Glasser (2001, 2005)
believes the need to love and to belong is the primary need because we need people to satisfy the
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other needs. It is also the most difficult need to satisfy because we must have a cooperative
person to help us meet it.
Our brain functions as a control system. It continually monitors our feelings to determine how
well we are doing in our lifelong effort to satisfy these needs. Whenever we feel bad, one or
more of these five needs is unsatisfied.
Although we may not be aware of our needs, we know that we want to feel better. Driven by
pain, we try to figure out how to feel better. Reality therapists teach clients choice theory so
clients can identify unmet needs and try to satisfy them.
People are the most important component of our quality world, and these are the people we most
want to connect with. It contains the people we are closest to and most enjoy being with. Those
who enter therapy generally have no one in their quality world or, more often, someone in their
quality world that they are unable to relate to in a satisfying way. For therapy to have a chance of
success, a therapist must be the kind of person that clients would consider putting in their quality
world. Getting into the clients‘ quality world is the art of therapy. It is from this relationship with
the therapist that clients begin to learn how to get close to the people they need.
Characteristics of Reality Therapy Contemporary reality therapy focuses quickly on the
unsatisfying relationship or the lack of a relationship, which is often the cause of clients‘
problems. What do reality therapists focus on? Here are some underlying characteristics of
reality therapy.
EMPHASIZE CHOICE AND RESPONSIBILITY If we choose all we do, we must be
responsible for what we choose. This does not mean we should be blamed or punished, unless we
break the law, but it does mean the therapist should never lose sight of the fact that clients are
responsible for what they do.
REJECT TRANSFERENCE Reality therapists strive to be themselves in their professional work.
By being themselves, therapists can use the relationship to teach clients how to relate to others in
their lives.
KEEP THE THERAPY IN THE PRESENT Some clients come to counseling convinced that
their problems started in the past and that they must revisit the past if they are to be helped. The
reality therapist does not totally reject the past. If the client wants to talk about past successes or
good relationships in the past, the therapist will listen because these may be repeated in the
present. Reality therapists will devote only enough time to past failures to assure clients that they
are not rejecting them. As soon as possible, therapists tell clients: ―What has happened is over; it
can‘t be changed. The more time we spend looking back, the more we avoid looking forward.‖
Although the past has propelled us to the present, it does not have to determine our future.
AVOID FOCUSING ON SYMPTOMS In traditional therapy a great deal of time is spent
focusing on symptoms by asking clients how they feel and why they are obsessing. Focusing on
the past ―protects‖ clients from facing the reality of unsatisfying present relationships, and
focusing on symptoms does the same thing.
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CHALLENGE TRADITIONAL VIEWS OF MENTAL ILLNESS Choice theory rejects the
traditional notion that people with problematic physical and psychological symptoms are
mentally ill. Glasser (2003) has warned people to be cautious of psychiatry, which can be
hazardous to both one‘s physical and mental health. He criticizes the traditional psychiatric
establishment for relying heavily on the DSM-IV-TR for both diagnosis and treatment. Glasser
(2003) challenges the traditionally accepted views of mental illness and treatment by the use of
medication. He asserts that psychiatric drugs generally have negative side effects both physically
and psychologically.
The Therapeutic Process
Therapeutic Goals
A primary goal of contemporary reality therapy is to help clients get connected or reconnected
with the people they have chosen to put in their quality world. In addition to fulfilling this need
for love and belonging, a basic goal of reality therapy is to help clients learn better ways of
fulfilling all of their needs, including power or achievement, freedom or independence, and fun.
The basic human needs serve to focus treatment planning and setting both short- and long-term
goals.
In many instances clients come voluntarily for therapy, and these clients are the easiest to help.
However, another goal entails working with an increasing number of involuntary clients who
may actively resist the therapist and the therapy process. These individuals often engage in
violent behavior, addictions, and other kinds of antisocial behaviors. It is essential for counselors
to do whatever they can to get connected with involuntary clients. If the counselor is unable to
make a connection, there is no possibility of providing significant help. If the counselor can
make a connection, the goal of teaching the client how to fulfill his or her needs can slowly
begin.
Therapist’s Function and Role
Therapy can be considered as a mentoring process in which the therapist is the teacher and the
client is the student. Reality therapists teach clients how to engage in self-evaluation, which is
done by raising the question, ―Are your behaviors getting you what you want and need?‖ The
role of the reality therapist is not to make the evaluation for clients but to challenge clients to
examine and evaluate their own behavior, and then to make plans for change. The outcome is
better relationships, increased happiness, and a sense of inner control of their lives.
It is the job of therapists to convey the idea that no matter how bad things are there is hope. If
therapists are able to instill this sense of hope, clients feel that they are no longer alone and that
change is possible. The therapist functions as an advocate, or someone who is on the client‘s
side. Together they can creatively address a range of concerns.
Client’s Experience in Therapy
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Clients are not expected to backtrack into the past or get sidetracked into talking about
symptoms. Neither will much time be spent talking about feelings separate from the acting and
thinking that are part of the total behaviors over which clients have direct control.
Clients will most likely find therapists to be gently, but firmly confronting. Reality therapists will
often ask clients questions such as these: ―Is what you are choosing to do bringing you closer to
the people you want to be closer to right now?‖ ―Is what you are doing getting you closer to a
new person if you are presently disconnected from everyone?‖ These questions are part of the
self-evaluation process, which is the cornerstone of reality therapy.
Clients can expect to experience some urgency in therapy. Time is important, as each session
may be the last. Clients should be able to say to themselves, ―I can begin to use what we talked
about today in my life. I am able to bring my present experiences to therapy as my problems are
in the present, and my therapist will not let me escape from that fact.‖

Application: Therapeutic Techniques and Procedures
The Practice of Reality Therapy
The practice of reality therapy can best be conceptualized as the cycle of counseling, which
consists of two major components: (1) creating the counseling environment and (2)
implementing specific procedures that lead to changes in behavior.
The art of counseling is to weave these components together in ways that lead clients to evaluate
their lives and decide to move in more effective directions. How do these components blend in
the counseling process? The cycle of counseling begins with creating a working relationship with
clients, which was described in the previous section. The process proceeds through an
exploration of clients‘ wants, needs, and perceptions. Clients explore their total behavior and
make their own evaluation of how effective they are in getting what they want. If clients decide
to try new behavior, they make plans that will lead to change, and they commit themselves to
those plans. The cycle of counseling includes following up on how well clients are doing and
offering further consultation as needed.
The Counseling Environment
The practice of reality therapy rests on the assumption that a supportive and challenging
environment allows clients to begin making life changes. The therapeutic relationship is the
foundation for effective practice; if this is lacking, there is little hope that the system can be
successfully implemented. Counselors who hope to create a therapeutic alliance strive to avoid
behaviors such as arguing, attacking, accusing, demeaning, bossing, criticizing, finding fault,
coercing, encouraging excuses, holding grudges, instilling fear, and giving up easily. In a short
period of time, clients generally begin to appreciate the caring, accepting, non coercive choice
theory environment. It is from this mildly confrontive yet always non criticizing, non blaming,
non complaining, caring environment that clients learn to create the satisfying environment that
leads to successful relationships. In this coercion-free atmosphere, clients feel free to be creative
and to begin to try new behaviors.
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Procedures That Lead to Change
According to Glasser (1992), the procedures that lead to change are based on the assumption that
human beings are motivated to change (1) when they are convinced that their present behavior is
not getting them what they want and (2) when they believe they can choose other behaviors that
will get them closer to what they want.
Reality therapists begin by asking clients what they want from therapy. Therapists take the
mystery and uncertainty out of the therapeutic process. They also inquire about the choices
clients are making in their relationships. In most instances, there is a major unsatisfied
relationship, and clients usually do not believe they have any choice in what is going on in this
relationship. In the beginning the client may deny this is the case. For example, the client might
say, ―I‘m depressed. My depression is the problem. Why are you talking about my
relationships?‖ The client often does not want to talk about the real problem, which is the
unsatisfying relationship or lack thereof.
In the first session a skilled therapist looks for and defines the wants of the client. The therapist
also looks for a key unsatisfying present relationship usually with a spouse, a child, a parent, or
an employer. The therapist might ask, ―Whose behavior can you control?‖ This question may
need to be asked several times during the next few sessions to deal with the client‘s resistance to
looking at his or her own behavior. The emphasis is on encouraging clients to focus on what they
can control.
When clients begin to realize that they can control only their own behavior, therapy is under
way. The rest of therapy focuses on how clients can make better choices. There are more choices
available than clients realize, and the therapist explores these possible choices. Clients may be
stuck in misery, blaming, and the past, but they can choose to change even if the other person in
the relationship does not change.
Reality therapists explore the tenets of choice theory with clients, helping clients identify basic
needs, discovering clients‘ quality world, and finally, helping clients understand that they are
choosing the total behaviors that are their symptoms. In every instance when clients make a
change, it is their choice.
With the therapist‘s help, clients learn to make better choices than they did when they were on
their own. Through choice theory, clients acquire and maintain successful relationships.
The “WDEP” System
The acronym WDEP is used to describe key procedures in the practice of reality therapy. The
WDEP system of reality therapy can be described as effective, practical, usable, theory-based,
cross-cultural, and founded on universal human principles. The WDEP system can be used to
help clients explore their wants, possible things they can do, opportunities for self-evaluation,
and design plans for improvement. Each of the letters refers to a cluster of strategies: W = wants
and needs; D = direction and doing; E = self-evaluation; and P = planning.
These strategies are designed to promote change. Let‘s look at each one in more detail.
WANTS (EXPLORING WANTS, NEEDS, AND PERCEPTIONS) Reality therapists assist
clients in discovering their wants and hopes. All wants are related to the five basic needs. They
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ask, ―What do you want?‖ Through the therapist‘s skillful questioning, clients are assisted in
defining what they want from the counseling process and from the world around them. It is
useful for clients to define what they expect and want from the counselor and from themselves.
Clients are given the opportunity to explore every facet of their lives, including what they want
from their family, friends, and work. Furthermore, this exploration of wants, needs, and
perceptions should continue throughout the counseling process as clients‘ pictures change.
Here are some useful questions to help clients pinpoint what they want:
• If you were the person that you wish you were, what kind of person would you be?
• What would your family be like if your wants and their wants matched?
• What would you be doing if you were living as you want to?
• Do you really want to change your life?
• What is it you want that you don‘t seem to be getting from life?
• What do you think stops you from making the changes you would like?
This line of questioning sets the stage for applying other procedures in reality therapy. It is an art
for counselors to know what questions to ask, how to ask them, and when to ask them.
DIRECTION AND DOING Reality therapy stresses current behavior and is concerned with past
events only insofar as they influence how clients are behaving now. The focus on the present is
characterized by the question so often asked by the reality therapist: ―What are you doing?‖ Even
though problems
may be rooted in the past, clients need to learn how to deal with them in the present by learning
better ways of getting what they want. The past may be discussed if doing so will help clients
plan for a better tomorrow. The therapist‘s challenge is to help clients make more need-satisfying
choices.
Reality therapy focuses on gaining awareness of and changing current total behavior. To
accomplish this, reality therapists focus on questions like these: ―What are you doing now?‖
―What did you actually do this past week?‖ ―What did you want to do differently this past
week?‖ ―What stopped you from doing what you said you wanted to do?‖ ―What will you do
tomorrow?‖ Listening to clients talk about feelings can be productive, but only if it is linked to
what they are doing. When an emergency light on the car dashboard lights up, the driver is
alerted that something is wrong and that immediate action is necessary to remedy a problem. In a
similar way, when clients talk about problematic feelings, most reality therapists affirm and
acknowledge these feelings. Rather than focusing mainly on these feelings, however, reality
therapists encourage clients to take action by changing what they are doing and thinking. It is
easier to change what we are doing and thinking than to change our feelings. According to
Glasser (1992), what we are doing is easy to see and impossible to deny and serves as the proper
focus in therapy. From a choice theory perspective, discussions centering on feelings, without
strongly relating them to what people are doing and thinking, are counterproductive.
EVALUATION The core of reality therapy, as we have seen, is to ask clients to make the
following self-evaluation: ―Does your present behavior have a reasonable chance of getting you
what you want now, and will it take you in the direction you want to go?‖ Specifically,
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evaluation involves the client examining behavioral direction, specific actions, wants,
perceptions, new directions, and plans.
The counselor can help clients evaluate their behavior by asking this question: ―Is your current
behavior bringing you closer to people important to you or is it driving you further apart?‖
Through skillful questioning, the counselor helps clients evaluate their present behavior and the
direction this is taking them. Reality therapists suggests questions like these:
• Is what you are doing helping or hurting you?
• Is what you are doing now what you want to be doing?
• Is your behavior working for you?
• Is there a healthy congruence between what you are doing and what you believe?
• Is what you are doing against the rules?
• Is what you want realistic or attainable?
• Does it help you to look at it that way?
• How committed are you to the therapeutic process and to changing your life?
• After carefully examining what you want, does it appear to be in your best interests and in the
best interest of others? Asking clients to evaluate each component of their total behavior is a
major task in reality therapy. It is the counselor‘s task to get clients to evaluate the quality of
their actions and to help them make effective choices.
PLANNING AND ACTION Much of the significant work of the counseling process involves
helping clients identify specific ways to fulfill their wants and needs. Once clients determine
what they want to change, they are generally ready to explore other possible behaviors and
formulate an action plan. The process of creating and carrying out plans enables people to begin
to gain effective control over their lives. If the plan does not work, for whatever reason, the
counselor and client work together to devise a different plan. The plan gives the client a starting
point, a toehold on life, but plans can be modified as needed.
Question for reflection
Have you encountered choice theory and reality therapy previously? If so, what has been your
impression of where they fit as theoretical perspectives? As you read this chapter be sure to
consider Glasser‘s ideas within the context of previous theoretical contributions. Speculate on
the historical factors and bodies of knowledge that may have influenced Glasser.

Summary and Evaluation
The reality therapist functions as a teacher, a mentor, and a model, confronting clients in ways
that help them evaluate what they are doing and whether their behavior is fulfilling their basic
needs without harming themselves or others.
The heart of reality therapy is learning how to make better and more effective choices and gain
more effective control. People take charge of their lives rather than being the victims of
circumstances beyond their control. Practitioners of reality therapy focus on what clients are able
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and willing to do in the present to change their behavior. Practitioners teach clients how to make
significant connections with others. Therapists continue to ask clients to evaluate the
effectiveness of what they are choosing to do to determine if better choices are possible.
The practice of reality therapy weaves together two components, the counseling environment and
specific procedures that lead to changes in behavior.
This therapeutic process enables clients to move in the direction of getting what they want. The
goals of reality therapy include behavioral change, better decision making, improved significant
relationships, enhanced living, and more effective satisfaction of all the psychological needs.
Contributions of Reality Therapy
Among the advantages of reality therapy are its relatively short-term focus and the fact that it
deals with conscious behavioral problems. Insight and awareness are not enough; the client‘s
self-evaluation, a plan of action, and a commitment to following through are the core of the
therapeutic process.
The existential underpinnings of choice theory are a major strength of this approach. People are
not viewed as being hopelessly and helplessly depressed. Instead, people are viewed as doing the
best they can, or making the choices they hope will result in fulfilling their needs.
Too often counseling fails because therapists have an agenda for clients. The reality therapist
helps clients conduct a searching inventory of what they are doing. If clients determine that their
present behavior is not working, they are then much more likely to consider acquiring a new
behavioral repertoire. An example of how this concept is practically applied involves working
with people with addictions. Reality therapy has been effectively used in addiction treatment and
recovery programs for over 30 years. In many situations with these populations, it would be
inappropriate to embark on long-term therapy that delves into unconscious dynamics and an
intensive exploration of one‘s past. Reality therapy focuses on making changes in the present and
is an effective, short-term approach.
Limitations and Criticisms of Reality Therapy
One of the main limitations of reality therapy is that it does not give adequate emphasis to the
role of these aspects of the counseling process: the role of insight, the unconscious, the power of
the past and the effect of traumatic experiences in early childhood, the therapeutic value of
dreams, and the place of transference. Because reality therapy focuses almost exclusively on
consciousness, it does not take into account factors such as repressed conflicts and the power of
the unconscious in influencing how we think, feel, behave, and choose.
Finally, reality therapy makes use of concrete language and simple concepts. This can
erroneously be viewed as a simple approach that does not require a high level of competence.
Because reality therapy is easily understood, it might appear to be easy to implement. However,
the effective practice of reality therapy requires practice, supervision, and continuous learning.
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Reviewing Key Terms
• External Control Psychology
• Choice theory‘s five basic human needs (list and define)
• The three types of information in your quality world (list and define)
• The four components of total behavior (list and define)
• WDEP system and four questions of choice theory
Key Theory Questions
1. What are the main goals of therapy, from the reality therapist‘s perspective?
2. Why do reality therapists mostly ignore clients‘ complaints and their clients‘ pasts?
3. How do reality therapists use rational argument in counseling?
4. How do they use in-session demonstrations?
5. For reality therapists, what constitutes a good homework assignment and a good plan?
6. Come up with a client homework assignment that emphasizes front-wheel behaviors and
thoughts.
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-7BEHAVIOR THERAPY
In this chapter students will be able to understand
 The key characteristics, view of human nature, therapeutic goals of behavior therapy
 The major therapeutic techniques and procedures in behavior therapy
 Therapists role and major contributions of this therapy
Introduction
Behavior therapy is a direct and aggressive approach to treatment that has improved the quality
of life for many people. It is distinguished from other therapies by its emphasis on objectivity,
goal-setting, and empirical measurement of the client's progress. It departs from psychoanalysis
with its disinterest in the unconscious and its focus on helping the client learn how to directly
change problematic behavior patterns. As behavior therapy has evolved, several very effective
therapeutic techniques have been developed, some of which are so successful that they are now
the preferred treatment for problems such as anxiety and post-traumatic stress disorder (Slupesky
2004).
View of human nature
Behavior therapists consider human beings primarily to be learners. People have learned the
behaviors and responses they exhibit in various situations and life events. The learning takes
place by determining which behaviors result in the greatest reward and/or the least punishment.
Hopefully we learn behaviors that society considers normal, but we can just as easily learn
abnormal behaviors; the two types are learned in exactly the same ways, one as easily as the
other. Of course, the classification of a behavior as abnormal is a function of the cultural context
and therefore is not absolute. A key tenet of behavior therapy is the belief that humans continue
learning throughout life and therefore abnormal behavior can be replaced by newly-learned
normal behavior. In other words, people can help themselves by learning to change their
behaviors (Corey, 2001). Behavior therapy helps people make these changes.
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Key Characteristics of Behavior Therapy
1. Based on principles & procedures of scientific method
2. Deals with client‘s current problems (as opposed to analysis of historical determinants)
& factors influencing them & factors that can be used to modify performance
3. Clients are expected to assume an active role by engaging specific actions to deal with their
problems
4. Emphasizes teaching clients skills of self-management, with expectation they‘reresponsible
for transferring what‘s learned in office to everyday lives
5. Focus on assessing overt & covert behaviors directly, identifying problem, & evaluating
change
6. Emphasizes a self-control approach in which clients learn self-management strategies
7. Interventions individually tailored to specific problems―What treatment, by whom, is the most
effective for this individual with that specific problem & under which set of circumstances?‖
(Paul, 1967)
8. The therapeutic process is based on collaborative partnership between therapist & client.
9. Emphasis on practical application, interventions applied to ALL facets of daily life in which
maladaptive behaviors are to be deceased &Adaptive behaviors are to be increased
10. Therapists strive to develop culture-specific procedures &Obtain clients‘ adherence &
cooperation
Therapeutic Goals
Goals occupy central importance:General goalsof behavior therapy are to increase personal
choice &to create new conditions for leaning. Client, with help of therapist, defines specific
goals at outset of therapeutic process. Once goals are agreed upon, a process of defining begins.
Counselor & client discuss the behaviors associated withgoals, the circumstances required for
change, the nature of sub goals, to reconsider client‘s initial goals, or to seekservices of another
practitioner.
Therapist’s Function & Role

Counselors are highly expected to be active & directive, Consultants& problem-solvers, pay
attention to clues presented by client follow their clinical hunches. Use some techniques common
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to other approaches ( e.g., summarizing, reflection, clarification, & open-ended questioning) and
role-modeling for the client

Therapeutic Techniques
 Relaxation Training –helps clients to cope with stress which is aimed at achieving
muscle & mental relaxation & is easily learned. After learning, it is essential that clients
practice exercises daily to obtain maximum results. Jacobson (1938) credited with
initially developing the progressive relaxation procedure, since it has been refined &
modified, & frequently used in combination with a number of other behavioral
techniques systematic desensitization, assertion training, self-management programs,
Audiotape recordings of guided relaxation procedures, computer simulation programs,
biofeedback-induced relaxation, hypnosis, meditation.
 Systematic Desensitization – is more applicable for anxiety and avoidance reactions.
Developed by Joseph Wolpe (one of pioneers of behavior therapy). Clients imagine
successively more anxiety-arousing situations at the same time that they engage in a
behavior that competes with anxiety (I.e., relaxation), gradually (systematically) clients
become less sensitive (desensitized) to the anxiety-arousing situation. This procedure can
be considered a form of exposure therapy because clients are required to expose them
selvesto anxiety-arousing images as a way to reduce anxiety
 Modeling – which is also known as observational learning is experienced by having
client observe therapist, others in group, of videotaped ‗models‘ or self. It is a Very
powerful technique, especially for clients with severe skills deficits
 Assertion Training– which implies social-skills training can be useful for those Who
cannot express anger or irritation, who have difficulty saying no, who are very polite &
allow others to take advantage of them, who find it difficult to express affection & other
positive responses, who feel they do not have a right to express their thoughts, beliefs,
&feelings and those who have social phobia. Basic assumption is that people have the
right (not the obligation) to express themselves Goals of assertion training are to increase
people‘s behavioral repertoire so that they can make the choiceof whether to behave
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assertively in certain situations. To teach people to express themselves in ways that
reflect sensitivity to the feelings& rights of others
 Self-Management Programs– giving psychology away

Psychologists who share their knowledge to clients so that consumers can increase lead selfdirected lives &not be dependent on experts to deal with their problems Basic steps of a selfmanagement program (Watson & Tharp, 2002): Selecting realistic goal, Translating goals into
target behavior, Self-monitoring, Working out a plan for change, Evaluating an action plan

Summary
Contributions of Behavior Therapy

It uses a wide variety of specific techniques, behavioral techniques have been extended to more
areas of human functioning than have any of the other therapeutic approaches, its emphasis on
research into & assessment of treatment outcomes (I.e., if progress not being made, must look
carefully at original analysis & treatment plan),have been subjected to the most empirical
research. Behavioral therapists use empirically tested techniques, assuring that clients are
receiving both effective and brief treatment; evidence-based therapies (EBT) are a hallmark of
both behavior therapy and cognitive behavior therapy. Cummings (2002) believes evidencedbased therapies will be mandatory for third party reimbursement in the future.

Behavior therapists are willing to examine the effectiveness of their procedures in terms of
generalizability, meaningfulness, and durability of change. Most studies show that behavior
therapy methods are more effective than no treatment. Address ethical issues by stating that
therapy is basically an education process; an essential feature of behavior therapy involves
collaboration between therapist & client.
Limitations & Criticisms of Behavior Therapy
Behavior therapy may change behaviors, but it does not try to change feelings, behavior therapy
ignores the important relational factors in therapy, it does not provide insight, it treats symptoms
rather than causes, involves control &manipulation by therapist.
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-8COGNITIVE BEHAVIORAL THERAPY
Introduction
Cognitive-behavioral therapy (CBT) represents a unique category of psychological interventions
based on scientific models of human behavior, cognition, and emotion (Dobson, 2000). It
includes a wide range of treatment strategies that take the current knowledge about the etiology
and maintenance of the different mental disorders into account. Patients and therapists work
together to identify and understand problems in terms of the relationship between thoughts,
feelings, and behavior. The focus lies in the here and now. Individualized, usually time-limited
therapy goals are formulated.
Key principles of CBT
Collaboration: In CBT, the psychologist is not the sole authority of the patient‘s problem. The
psychologist aims to establish a collaborative relationship to help the other person understand
their problem through questioning, the testing of hypotheses and beliefs and guided discovery,
always with warmth, empathy and genuineness. The psychologist will regularly solicit the
thoughts and opinions of the person seeking help. In turn, the role of the client is to ask
questions, to learn and implement new ways of thinking and behaving.
Tailored to the individual: CBT does not aim to tell the person how they should think or feel
because each of us is an individual with a unique personality and set of experiences. In fact, the
client is the best judge of how they feel in the moment and how they would like to feel. CBT
aims to tailor therapy to the person‘s goals and to help them find the best ways to feel better
using what research studies have shown to be effective
Focusing on the Here and Now: CBT aims to target the main symptoms or problems that are
causing emotional distress in order to alleviate the person‘s suffering. Thus, it focuses on the
‗here and now‘. Specific techniques and concepts are taught. Once a reduction in symptoms has
been experienced, more deep and underlying issues and beliefs can be discussed.
Acceptance of the person: Because each of us is unique, CBT uses both Socratic Questioning
and the Inductive Method to help the person understand them self. Your psychologist will ask
64

you many questions to understand your problem and in turn to help you understand yourself and
discover things you may not have been aware of. And because each of us is a distinct and
rational individual, CBT does not aim to tell people that their beliefs are wrong. Rather, a logical
approach is taken in which evidence is gathered and hypotheses are tested in order to evaluate
the person‘s reality and thoughts. CBT encourages us to look at our thoughts and beliefs and test
them by gathering evidence. If we have missed a fact, assimilating it into our beliefs might lead
to a change in our belief.
Therapeutic goals
Help the client counteract negative cognitive biases, and develop more balanced view of herself /
himself, the world, and the future. Restore activity levels – especially those that give sense of
pleasure or achievement Increase active engagement and problem solving. To reduce
stress/distress, increase coping, improve quality of daily life, increase understanding and find an
explanation of ―symptoms‖ which makes sense to the client & is helpful to them.

THE ROLE OF COUNSELOR AND CLIENT
CLIENTS ROLE
Capacity for change: Socioeconomically, ―cognitive therapy is effective for patients with
different levels of income, education, and background‖. Attitudinally, it works best with clients
who can accept the client role and who take responsibility for actively coping with their
problems. Emotionally, the ideal client can tolerate the anxiety of carrying out experiments and
can persist to complete the counseling process.
Responsibility for change: The client in cognitive therapy is expected to join the counselor in
sharing equal responsibility for client change. The client must be active, collaborating with the
counselor to set the session agenda, describing situations in which problems occurred, and
providing information about distressing emotions and behaviors and associated cognitionspicture images and/or verbal thoughts—that occurred during those situations.
COUNSELORS ROLE
The counselor seeks to engage the client‘s conscious control system to meta-cognize: think
about the cognitive system involved in the client‘s problematic mode; inquire into the
reasonableness and usefulness of the automatic thoughts, intermediate thoughts, and, ultimately,
the core beliefs, that underlie her distressing, self-defeating emotions and behaviors.
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Cognitive Behavioral therapy techniques
Cognitive Restructuring
Counseling Intention To recognize and stop self-defeating thoughts; to substitute self-defeating
thoughts with positive, self-enhancing, or coping thoughts.
Description Clients are instructed to note what they tell themselves before, during, and after a
problem situation or setting. Further, clients are instructed to note and record their negative
thoughts before, during, and after stressful or depressing situations for one or two weeks. A
client's log should be analyzed for self-defeating and illogical thoughts and the location of
negative thoughts (i.e., before, during, or after the experience). The therapist helps the client
work toward identifying more positive coping thoughts that can replace the negative ones.
Coping thoughts should be incompatible with self-defeating thoughts. Coping thoughts can be
practiced and applied using imagery and role-playing exercises.

The Cognitive Therapy Process
Counseling Intention: To introduce the client to specific steps in resolving problems using
cognitive therapy.
Description: Guide the client through the following steps:
Help clients become aware of precisely what they think when they feel anxious. Write or record
in some way those thoughts so that the client can read them, and study the exact words used.
Analyze thoughts for errors in thinking. For example, is the client using all-or nothing thinking,
comparative thinking ("I'm not as good as"), perfectionism or over generalizing? Brainstorm
goals to change the client's unwanted behavior.
Setting SMART goals which stand for S-Specific: Clarify and identify steps. M- Motivating:
Self-motivating begins with stating the goal as "I will." A- Achievable: It has a time frame and it
is realistic. R- Realistic: The client can succeed. T-Trackable: Change can be measured and
progress can be monitored. Then Break the problem down to workable parts. Analyze possible
courses of action by making separate lists of the advantages and disadvantages of pursuing or not
pursuing each one. Finally prepare a backup plan ("Plan B") by going through the same steps as
required for the first plan. Have the client take action. (Freeman &DeWolf, 1989).
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Changing Thinking Patterns and "Internal Conversations"
Counseling Intention: To change distorted thinking and negative self-talk.
Description: Emery (198 1) outlines the following procedures for changing dysfunctional
thinking patterns:
Maintain a continuing quest for greater self-awareness-assess your goals, dreams, feelings,
attitudes, beliefs, and limitations. Recognize, keep track, and challenge your "automatic
thoughts," that is, the involuntary inner dialogue that occurs especially in stressful situations. Use
critical thinking skills to clarify emotional reactions to an event (e.g., "Is my reaction logical,
based on evidence?"), when looking at a situation, consider alternative explanations and another
perspective. Try to substitute positive images for negative ones, and view challenges or criticism
as opportunities for change rather than condemnation. Do something specific to change negative
thoughts, keep a journal, make a plan, and monitor your progress.

The ACT formula: Accept, Choose, Take Action

Counseling Intention: To help the client focus on personal choice (Emery &Campbell, 1986).
Description: If a client is experiencing painful, overwhelming anxiety, introduce the ACT
formula:
A- Accept your current reality.
C-Choose to create your own vision, that is, your picture of what you want in life.
T-Take action to create it.

The ABCs of Stopping Unhappy Thoughts

Counseling Intention: To keep a journal on negative thoughts and feelings (Maultsby, 1975).
Description: The client is directed to record the following in a journal when he or she notices
being upset following a situation or an event:
A: Facts and events. Record the facts about the unhappy event.
B: Self-talk. Record the things you tell yourself about the event.
C: How you felt. Record how you felt.
D: Debate. Debate or dispute any statement in "A" that is not logical or objective.
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E: Examine the future. This is how I want to feel in the future in this kind of situation.
Summary
Weaknesses of the Theory
Until the mid-1990s, Beck‘s theory was based on a linear model of cognitions, emotions, and
behavior. To accommodate recent research, he modified his model (Beck, 1996), adding the
holistic concepts of modes and the energetic concepts of charges to his personality theory. The
theory has become more accurate, but less elegant. It continues to evolve, and elegance may still
be in its future. Considering the extent to which cognitive therapists are willing to modify the
theory in light of research, one of us (JMH) finds it curious that a particular, seemingly salient
research finding has not been incorporated.
Effectiveness of Psychotherapy. Among the American Psychological Association‘s list of
empirically supported approaches to the treatment of mental disorders, the number of cognitive
and cognitive-behavioral treatments is second only to that of behavioral treatments (CritsChristoph, 1998). A structured approach, it is amenable to description in treatment manuals that
enable clinicians to follow standardized procedures that increase consistency in the care provided
to clients. Cognitive therapy is well established as an effective treatment for unipolar depression,
with or without medication. Similarly, clients with anxiety-related problems, whether or not they
begin counseling using anti-anxiety medication, can be expected to learn to function well without
medication.
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-9Rational Emotive Behavior Therapy
Introduction
Rational Emotive Behavior Therapy (REBT) is based on the concept that emotions and
behaviors result from cognitive processes; and that it is possible for human beings to modify
such processes to achieve different ways of feeling and behaving. REBT is one of a number of
therapies that come under the heading ‗cognitive-behavioral‘.
REBT was originally called ‗Rational Therapy‘, soon changed to ‗Rational-Emotive
Therapy‘and again in the early 1990‘s to ‗Rational Emotive Behavior Therapy‘. REBT is one of
a number of ‗cognitive-behavioral‘ therapies, which, although developed separately, have many
similarities – such as Cognitive Therapy (CT), developed by Psychiatrist Aaron Beck in the
1960‘s. REBT and CT together form the basis of the family of psychotherapies known as
‗Cognitive- Behavior Therapy‘. Over the past half century, REBT has developed significantly,
and continues to change (Froggatt, 2005).
View of human nature
Humans have a powerful predisposition or innate tendency to behave irrationally and self
defeating(Ellis, 1979). They have the tendency to avoid thinking things through, to procrastinate,
to be overly suggestible, superstitious, and perfectionistic. But they, at the same time, are healthy
constructivists, with powerful innate tendencies to solve practical problems of living, to be
creative, and to grow and develop(Wilde). REBT/CBT theory states that humans also have a
strong tendency to be influenced by their environment. This is particularly true during childhood,
when their family, peers, and culture have an enormous impact on their beliefs, emotions, and
actions.

Practice Principles of REBT
• There is no ‗one way‘ to practice REBT. It is ‗selectively eclectic‘. Though it has techniques
of its own, it also borrows from other approaches and allows practitioners to use their
imagination. There are some basic assumptions and principles, but otherwise it can be varied to
suit one‘s own style and client group.
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• REBT is educative and collaborative. Clients learn the therapy and how to use it on themselves
(rather than have it ‗done to them‘). The therapist provides the training – the client carries it out.
There are no hidden agendas – all procedures are clearly explained to the client. Therapist and
client together design homework assignments.
• An individual‘s past is seen as relevant in that this is where much irrational thinking originates;
but because uncovering the past is not usually helpful in changing how a person reacts in the
present, REBT therapists do not engage in very much ‗archaeological‘ exploration.
• Finally, the emphasis is on profound and lasting change in the underlying belief system of the
client, rather than simply eliminating the presenting symptoms. The client is left with self-help
techniques that enable coping in the long-term future.
COUNSELLING GOALS
Rational Emotive Behavior Therapy sees emotion as essential to human living, without strong
feelings, people would surely not be happy and probably could not survive. Rational
Emotive Behavior Therapy is to lead clients to the realization that they do not have to live in a
perfect world in order to be mentally healthy. Another goal of the therapy is that it tries to divert
clients of their inappropriate feelings such as anxiety, depression, despair or hostility and helps to
achieve specific goals such as acceptance of self, responsibility, openness, commitment and
acceptance of chance (Aluede and Maliki, 1999). In the same vein, Shertzer and Stone (1976)
states that the therapist does not only correct the clients specific illogical thinking but also
demonstrates the main irrational ideas so that the client will not fall victim to one or more of
them at a later time.

The Therapeutic Relationship in REBT
Like other approaches to CBT, REBT regards the core conditions of empathy, respect and
genuineness as highly desirable, but neither necessary nor sufficient to bring about therapeutic
change (Ellis, 1994). Ellis argued that being overly warm runs the risk of reinforcing clients‘ dire
need for approval. Reasonable warmth is advocated instead. REBT recommends therapists‘
showing clients unconditional acceptance rather than respect or prizing (Neenan& Dryden,
2010). Unconditional acceptance teaches the clients that they can accept themselves whether
they are accepted or not, whether by their therapist or by others. Therapist humor is emphasized
more heavily in REBT than in other CBT approaches. It is focused on aspects of clients rather
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than directed at the clients themselves and like, therapist informality, it communicates that
psychological disturbance results when people take themselves, other people and/or life
conditions not just seriously, but too seriously (Neenan& Dryden, 2010).
Techniques Used In REBT
Ellis recommends a ‗selectively eclectic‘ approach to therapy, using strategies from REBT and
other approaches, but ensuring the strategy is compatible with REBT theory. Following are some
examples of procedures in common use.

Cognitive techniques
Double-standard dispute: If the client is holding a ‗should‘ or is self-downing about their
behavior, ask whether they would globally rate another person (e.g. best friend, therapist, etc.)
for doing the same thing, or recommend that person hold their demanding core belief. When they
say ‗No‘, help them see that they are holding a double- standard. This is especially useful with
resistant beliefs which the client finds hard to give up.
Devil’s advocate: this useful and effective technique (also known as reverse role-playing) is
designed to get the client arguing against their own dysfunctional belief. The therapist role-plays
adopting the client‘s belief and vigorously argues for it; while the client tries to ‗convince‘ the
therapist that the belief is dysfunctional. It is especially useful when the client sees that a belief is
irrational, but needs help to consolidate that understanding.
(NB: as with all techniques, be sure to explain it to the client before using it).
Reframing: another strategy for getting bad events into perspective is to re-evaluate them as
‗disappointing‘, ‗concerning‘, or ‗uncomfortable‘ rather than as ‗awful‘ or ‗unbearable‘. A
variation of reframing is to help the client see that even negative events almost always have a
positive side to them, listing all the positives the client can think of (NB: this needs care so that it
does not come across as suggesting that a bad experience is really a ‗good‘ one).

Imagery techniques
Time projection: this technique is designed to show that one‘s life, and the world in general,
continue after a feared or unwanted event has come and gone. Ask the client to visualize the
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unwanted event occurring, then imagine going forward in time a week, then a month, then six
months, then a year, two years, and so on, considering how they will be feeling at each of these
points in time. They will thus be able to see that life will go on, even though they may need to
make some adjustments.

Behavioral techniques
One of the best ways to check out and modify a belief is to act. Clients can be encouraged, for
instance, to check out the evidence for their fears and to act in ways that disprove them.
Exposure: possibly the most common behavioral strategy used in REBT involves clients
entering feared situations they would normally avoid. Such ‗exposure‘ is deliberate, planned and
carried out using cognitive and other coping skills. The purposes are to test the validity of one‘s
fears (e.g. that rejection could not be survived); develop confidence in one‘s ability to cope (by
successfully managing one‘s reactions); and increase tolerance for discomfort (by progressively
discovering that it is bearable).
Shame attacking: this type of exposure involves confronting the fear of shame by deliberately
acting in ways the client anticipates may attract disapproval (while, at the same time, using
cognitive and emotive techniques to feel only concerned or disappointed). For example, you
could suggest that the client switch their shoes to the wrong feet then walk round the office
building with you for ten minutes or so, at the same time disputing their shame-inducing
thinking.
Risk-taking: the purpose is to challenge beliefs that certain behaviors are too dangerous to risk,
when reason says that while the outcome is not guaranteed they are worth the chance. For
example, if the client has trouble with perfectionism or fear of failure, they might start tasks
where there is a reasonable chance of failing or not matching their expectations. Or someone
with a fear of rejection might talk to an attractive person at a party or ask someone for a date.
Paradoxical behavior: when a client wishes to change a dysfunctional tendency, encourage
them to deliberately behave in a way contradictory to the tendency. Emphasize the importance of
not waiting until they ‗feel like‘ doing it: practicing the new behavior – even though it is not
spontaneous – will gradually internalize the new habit.
Stepping out of character: is one common type of paradoxical behavior. For example, a
perfectionistic person could deliberately do some things to less than their usual standard; or
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someone who believes that to care for oneself is ‗selfish‘ could indulge in a personal treat each
day for a week. Postponing gratification is commonly used to combat low frustration-tolerance
by deliberately delaying smoking, eating sweets, using alcohol, sexual activity, etc.
Homework
Probably the most important REBT strategy is homework. This can include such activities as
reading, self-help exercises, and experiential activities. Therapy sessions are really ‗training
sessions‘, between which the client tries out and uses what they have learned. At the end of this
article there is an example of a homework format which clients can use to analyze specific
episodes where they feel or behave in the ways they are trying to change.

SUMMARY
Albert Ellis created REBT as an active/directive/educational theory in which a therapist could
address and dispute a client‘s irrational belief system. REBT includes an ABC model of
personality, whereby a person‘s beliefs about events lead directly to emotional and behavioral
consequences. Beliefs can be irrational or rational. Although everyone is influenced biologically
and environmentally to think both rationally and irrationally, most people lean toward the
irrational. Irrational beliefs are characterized by rigidity, self-evaluation, and absolutistic
demands. These beliefs lead to magnified emotional and behavioral consequences, whereas
rational beliefs, characterized by flexibility, lead to moderate consequences or no consequences.

REBT counselors focuses on actively disputing irrational beliefs in the here and now. To
facilitate effective disputation, REBT therapists use a variety of cognitive, emotional, and
behavioral techniques. In therapy, clients and counselors work together to dispute irrationality,
and clients learn the REBT process and integrate the methods so they can continue to use the
techniques long after the formal therapy has terminated.
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CHAPTER THREE
3-COUNSELING FOR SPECIAL POPULATION
3.1-Rehabilitation Counseling

Concepts and Paradigms of Rehabilitation Counseling
Rehabilitation is a robust concept, used in diverse contexts, referring to the restoration of
persons, places, or things. In each of these varied contexts, there is an implied connotation of a
return to a state of health or useful and constructive activity. As a concept, rehabilitation
counseling is not as robust, nor is it as generally understood. This concept is, however, used to
refer to a profession and to a scope of practice within health care and human service delivery
systems. Beginning this discussion with definitions is critical in order to provide a language by
which the concepts and paradigms of rehabilitation counseling may be articulated more clearly
as both a profession and practice.
Definitions for the following terms are proposed. These terms provide an infrastructure for this
and subsequent discussions. Therefore, it is important to first understand each definition
independently, then to further consider each definition in relation to the others. There will then
be better understanding of the direct, but complex, relationships linking the terms and of the
importance of a shared language for the profession.
Rehabilitation is defined as ―a holistic and integrated program of medical, physical,
psychosocial, and vocational interventions that empower a person with disability to achieve a
personally fulfilling, socially meaningful, and functionally effective interaction with the world‖
(Banja, 1990, p. 615). Rehabilitation within the context of the rehabilitation counseling process
is ―a comprehensive sequence of services, mutually planned by the consumer and rehabilitation
counselor, to maximize employability, independence, integration, and participation of persons
with disabilities in the workplace and the community‖ (Jenkins, Patterson, & Szymanski, 1991,
p. 2).
Rehabilitation counseling is defined ―as a profession that assists persons with disabilities in
adapting to the environment, assists environments in accommodating the needs of the individual,
and works toward full participation of persons with disabilities in all aspects of society,
especially work‖ (Szymanski, 1985, p. 3). Rehabilitation counseling, as a scope of practice, is
defined as
a systematic process which assists persons with physical, mental, developmental, cognitive, and
emotional disabilities to achieve their personal, career, and independent living goals in the most
integrated setting possible through the application of the counseling process. The counseling
process involves communication, goal setting, and beneficial growth or change through selfadvocacy, psychological, vocational, social, and behavioral interventions.
The specific techniques and modalities utilized in the rehabilitation counseling process may
include, but are not restricted to:
• Assessment and appraisal
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• Diagnosis and treatment planning
• Career (vocational) planning
• Individual and group counseling treatment interventions
• Case management, referral, and service coordination
• Program evaluation and research
• Interventions to remove environmental, employment, and attitudinal barriers
• Consultation services
• Job analysis, job development, and placement services, including assistance with reasonable
accommodations
• Provision of consultation about and access to rehabilitation technology (Commission on
Rehabilitation Counselor Certification, 1994)
The field of rehabilitation counseling is thus defined as a specialty within the rehabilitation
professions, with counseling at its core, and is differentiated from other related counseling fields.
Rehabilitation counseling is a profession, but it is also a practice that has evolved within the
context of changing legislative mandates, societal perspectives, and technological and medical
advances. Clearly defined terminology, and those concepts and paradigms that operationalize the
terms, are critical to developing an understanding of this profession and its practice.
An underlying philosophy is embedded within each of the previously listed definitions of
fundamental terms. This philosophy is as important to understanding the profession as all the
definitions themselves.

REHABILITATION PHILOSOPHY
The philosophy of rehabilitation is premised by a belief in the dignity and worth of all people. It
values independence, integration, and the inclusion of people, with and without disabilities, in
employment and in their communities. Rehabilitation embodies the philosophy that, whenever
possible, persons with a disability will be integrated into the least-restrictive environments.
Inherent in this philosophy is a commitment to equalizing the opportunities for persons with
disabilities to participate in all rights and privileges available to all people and to providing a
sense of equal justice, based on a model of accommodation. In addition, the philosophy contains
a commitment to supporting persons with disabilities in advocacy activities, in order to enable
them to achieve independence and thus further empower themselves. Simultaneously, within this
philosophy there is a commitment to models of service delivery that emphasize integrated,
comprehensive services that are mutually planned by the consumer and the rehabilitation
counselor. The philosophy of rehabilitation advocates consumer choice and empowerment. This
emphasis serves to define the philosophy of rehabilitation as one that is existential; that is, as
people seek to make meaning out of their lives and become more self aware, they take on
increased responsibility for, and ownership of, their choices and behaviors, in the face of an
uncertain future. Full consideration must be given to the individual‘s right to success as well as
failure, as potential outcomes involved with choice, growth, and risk. Embedded within this
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philosophy is the principle of informed consent. Informed consent has two central aspects: The
first is disclosure and awareness of all pertinent information that the client needs to make a
decision; the second aspect is possessing free consent to engage in an activity or intervention,
without coercion. Underlying the requirement of informed consent is the view of the client as an
autonomous being who is able to direct their own life (Welfel, 2002). The philosophy of
rehabilitation embraces a person‘s right to choose their relationships and goals, both personal and
vocational.
The philosophy of rehabilitation is solution focused and stresses the assets of the person and the
resources of their environment. Individuals are conceptualized as interacting within multiple
contexts of life, especially within the contexts of their family and culture. The focus is on
adaptation and accommodation, from an ecological perspective that is directed toward achieving
a meaningful quality of life (QOL) for the person with a disability.
Disability and the philosophy of rehabilitation are different in various cultures. Therefore, each
of these concepts must be defined and understood within the cultural context.
Levers and Maki (1995) proposed the following definition of ethnorehabilitation and suggest the
importance of this concept to a rehabilitation philosophy:
Ethnorehabilitation is an eco-systemic, praxiological construct which acknowledges the
comprehensive nature of persons with disabilities through functional relationship to their
respective cultures and in person/community- appropriate interaction with their environments. It
seeks to establish a holistic prescription for a quality of life that entails consideration of
biomedical, psychological, personal-social, educational, and vocational dimensions through
spiritual dialectics at the individual, familial, community, and cultural levels. This view
simultaneously permits an existential, holistic, and ecological perspective, which is attentive to
the spiritual dimensions of the person and reflective of the environmental dialectic. It argues for
a culturally specific sensitivity to the individual/environmental confluence. It is embedded in the
temporal reality of the person‘s existence and draws meaning from the multiple dimensions of
the person/community interface. The ultimate measure of the attainment of this perspective is the
ethical respect paid to the person at the personal, clinical, community, cultural, and metaphysical
levels. It results in a philosophy of empowerment considerate of the feelings, beliefs, rights, and
behaviors of individuals, their communities, and their environments, and mindful of their
interactions.
Contemporary rehabilitation philosophy is also reflected in several paradigm shifts, which
include a movement from an individual problem solving approach to an ecological solutionfocused approach, from institutionalization to community participation, from charity to civil
rights, from segregated vocational training models to community-integrated or communitysupported employment and independent living models, and from a medical model with an illness
and pathology focus to a wellness model focusing on development and life stages. Maki and
Murray (1995) provide a more complete discussion of the philosophy of rehabilitation. This
reference and its source documents, as well as the discussion found therein, provide an excellent
resource for further exploration of this topic.
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PERSONS WITH DISABILITIES
The philosophy of rehabilitation begins with a belief in the dignity and worth of all people. The
terms and language used in practice must reflect and reinforce this belief, as well. Rehabilitation
practitioners use differing terms when referring to those individuals seeking services. Medical
professionals refer to their ―patients‖ and educators to their ―students‖; legal and mental health
professionals refer to their ―clients.‖ Traditionally, the term client has predominated in the
rehabilitation counseling profession and its practice. However, the terms consumer or customer
have been advocated as the preference among some persons within disability communities,
because these terms are believed to reflect a more empowered status for persons with disabilities
in relation to their service delivery systems and professionals. The terminology used may be a
sensitive issue for some persons: Asking each person about their preferred terminology is always
appropriate. The terms client and consumer are used respectfully, yet interchangeably,
throughout this text, when referring to persons who seek or receive rehabilitation services.
In addition to the terms used in spoken reference to persons with disability, one must be aware
of, and to comply with, similar principles concerning written communication. The Publication
Manual of the American Psychological Association (APA; 2001) provides the standard reference
style guidelines for the field. The following discussion, related to non handicapping language, is
derived from this reference. The guiding principle always is to use language that maintains the
integrity and dignity of people as human beings.
When communicating orally or in writing, the APA (2001) guidelines suggest the following rules
concerning reference to disabilities:
• Put people first, not their disability. Preferred expressions avoid the implication that the person
as a whole is disabled.
• Do not label people by their disability or overextend its severity. Because the person is not the
disability, the two concepts should be separate.
• Use emotionally neutral expressions. Terms such as victim, afflicted, suffering, and confined are
examples of problematic expressions that have excessive, negative overtones and suggest
continued helplessness.
To this end, language should be avoided that (a) equates persons with their condition (e.g., ―the
disabled‖ or ―epileptics‖), (b) has negative or superfluous overtones (e.g., ―AIDS victim‖), or
(c) is regarded as a slur (e.g., ―cripple‖).
Consistent with the conceptual framework of practice, use of the term disability should occur
only to describe an attribute of a person, and handicap to describe the source of limitations, such
as attitudinal, legal, and architectural barriers. Disability and handicap are not synonymous.
In addition, the terms challenged and special are often considered euphemistic and should be
used only if the people you serve prefer them. The term of the professional‘s reference, be it
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client or consumer, as well as the language used to describe a person involved in rehabilitation
services, is a critical consideration.
Some persons with disabilities may choose other language conventions. For example, some
members of the deaf community prefer to be referred to collectively as ―the deaf‖ or individually
as ―a deaf person.‖ This language preference is also found among some members within the
blind community. Avoid the use of the term normal in any way. As professionals working with
persons with and without disabilities, we must communicate clearly and respectfully. An open
discussion with the person with whom you are working usually provides a forum for selecting
language to be used subsequently with each individual. The language chosen communicates a
philosophical and attitudinal orientation at both a personal and professional level.
PARADIGMS OF REHABILITATION PRACTICE
A conceptual model proposed by Hershenson (1990) provides a rationale for distinguishing
rehabilitation counseling from the other helping disciplines involved in rehabilitation, such as
medicine or psychology. This system of categories considers rehabilitation from the perspective
of primary, secondary, and tertiary prevention of disability:
• Primary prevention is characterized by the provision of interventions directed toward
preventing the onset of disease or disability. Professionals from such fields as public health and
occupational health and safety have traditionally provided primary prevention.
• Secondary prevention is characterized by the provision of interventions directed toward
preventing or, when that is not possible, limiting the effects of the disease or disability in
persons, when primary prevention has failed. Professionals from medicine, psychology, and
similar curative fields have traditionally provided this level of prevention.
• Tertiary prevention is characterized by activities directed toward preventing long-term residual
conditions from having any greater disabling effects than necessary, once the secondary
prevention fields have done all they can do to cure or limit the disease/disabling process.
Professionals from rehabilitation counseling and allied fields have traditionally provided tertiary
prevention.
Hershenson (1990) described how the attention given to the individual and to the environment
differs at each level. Primary prevention, for example, is heavily weighted toward the
environment (e.g., drinkingwater supply, worksite safety, automobile seat belts) and considers
individuals only insofar as that environment affects them. Secondary prevention is heavily
weighted toward the individual (e.g., curing or limiting the pathology that exists within the
individual) and examines the environment only insofar as it facilitates or impedes the curative
process within the individual. Tertiary prevention differs from both of the other categories of
prevention, in that it requires an equally balanced focus on both the environment and the
individual. This dual focus is necessary, because disability may stem as much from
environmental barriers as from individual limitations.
Rehabilitation as a tertiary intervention can be viewed as a process of addressing specific goals
with therapeutic interventions. The tripartite model of intervention (Livneh, 1995) builds on
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Hershenson‘s earlier work, and identifies three phases or components of rehabilitation
intervention.
Embedded within the broader model of therapeutic interventions, these three components are 1)
disability minimization, as an effort to reduce its impact upon life activities; 2) skill
development, as an attempt to compensate for limitations caused by permanent losses; and 3)
environmental manipulations to promote physical, psychosocial, and social-attitudinal
accessibility.
The paradigms derived from the three categories of prevention provide a basis for understanding
and distinguishing the roles of the multiple disciplines that are part of the interdisciplinary
rehabilitation process.
Each level is represented by a discipline such as public health, medicine/ psychology, and
rehabilitation counseling. Each discipline and each level is different from the others in its basic
science, focus, strategy for intervention, and goals. All disciplines have a unique and important
contribution to make in the rehabilitation endeavor.
PARADIGMS FOR REHABILITATION COUNSELING
For intentional, systematic practice to occur, rehabilitation counselors must have a conceptual
model or paradigm to guide their work. It has been suggested that rehabilitation counselors have
at least three orientations from which to conceptualize their teaching, research, and practice.
These paradigms include the psychomedical model, the systems model, and the ecological model
(Cottone&Emener, 1990). Each of these orientations has merit and distinguishes itself by the
relative emphasis it places on the person, the environment, and the relationship between the two.
After a brief discussion of the psychomedical and systems model, a more detailed description of
the ecological model is presented.
The Psycho medical Model
The psycho medical model looks within the individual for a diagnosis of the problem, placing the
person in a one-down position, relative to the expert, typically a physician or psychiatrist. From
this perspective, the person with a disability is considered a patient. The psychomedical model
represents a biomedical orientation toward the scientific representation of the person‘s condition
and uses diagnostic categories to administratively classify and subsequently treat the underlying
cause of a person‘s disability.
This approach is valuable for understanding the medical and allied health professional‘s
contribution to the rehabilitation team. It underlies the restorative services offered in
rehabilitation and is related to the secondary prevention model referred to earlier.
The Systems Model
Cottone and Cottone (1986) provided yet another perspective for conceptualizing rehabilitation
counseling practice: the systems approach. This perspective suggests that neither the person nor
the environment is the unit of analysis. The unit of analysis is in fact the relationship between the
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two. This perspective also suggests that focus on either the individual (psychomedical) or the
individual–environment transaction (ecological) is inadequate, because the inherent nature of
persons is systematic. Disability impacts all persons with a relationship to the person with
disability. Focusing on and understanding these relationships with others in those environments
in which persons with disabilities live, learn, work, and recreate are critical to this point of view.
This perspective argues for the inclusion of family counseling and systems training in the
curriculum for the development of competency in the rehabilitation counselor.
The Ecological Model of Rehabilitation Counseling
The Ecological Model of Rehabilitation Counseling proposed herein reflects a tertiary prevention
model, with equal consideration being given to the person and to the environment (Fig. 1.1).
Cottone and Emener (1990) suggested that such an approach represents an alternative to the
psychomedical and systemic models. Historically, the ecological perspective on rehabilitation
has emerged from a trait–factor tradition, which measures traits within the individual, as well as
factors within the environment.
An evaluation is then made to determine the extent of match or congruence between traits and
factors. Decisions about the probable success of a person placed in a vocational, independent
living, or other environment would then be made, based on this information. This model is based
on an existential philosophy. Empowered clients make meaning out of their experiences. They
take responsibility and ownership for their decisions, given their increased awareness about their
strengths and the demands of the options they are considering.
The Minnesota Theory of Work Adjustment (Dawis, 1996; Lofquist & Dawis, 1969) has
provided an empirically valid version of the trait–factor model for VR practice. Maki,
McCracken, Pape, and Scofield (1979) suggested that an ecological perspective, with a
developmental orientation, transformed a trait–factor approach into a viable theoretical
framework for VR. Kosciulek (1993) supported the continuing validity of this approach to
contemporary practice. Lofquist and Dawis (2002) agree, describing a person–environment
correspondence theory.
Basically, this Ecological Model, in consideration of individual traits and environmental factors,
provides a conceptual infrastructure for the profession of rehabilitation counseling and its model
of practice. The conceptual discussion that follows is assumed to apply to persons with or
without disability. In addition, the model can be applied to tasks and environments other than
vocational. The individual traits would, in those
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FIGURE 1.1. Ecological Model of Rehabilitation Counseling. A transactional approach
seeking correspondence between an individual’s maximum and typical behaviors with the
criterion-requirements and the reinforcers and demands present in the environment. The
rehabilitation counselor’s four essential functions are indicated within this model.
instances, be compared to the environmental factors or the task criterion requirements and
reinforcers available in environments such as independent living, education, and recreation. Both
traits and factors can be measured or assigned numbers, to indicate the extent to which each is
present in the individual and the environment. To better understand this Model, this approach is
briefly described. Traits refer to the underlying characteristics that exist in people. Traits account
for the observed behavioral consistencies within people and for the stable and enduring
differences among people. All people are assumed to possess the same traits, but in differing
amounts. Cronbach (1990) has differentiated between those traits that are indicators of typical
performance and those that are indicators of maximum performance. In the process of measuring
the traits of an individual, the rehabilitation counselor must infer their presence from samples of
behavior, because traits cannot generally be measured directly, other than physical traits such as
range of motion. The particular traits that the rehabilitation counselor decides to evaluate will
depend on the purpose of the assessment.
Traits indicative of typical performance describe how a person typically behaves in situations.
The behavioral consistency principle is applied here, with the assumption being made that past
performance is the best indicator of future behavior. These traits include the individual‘s
interests, temperaments, values, and other indicators of personality. The typical behaviors are
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evaluated through interview, observation, and the occasional use of inventories, in other words,
through the use of expressed, manifest, and test strategies. Evaluating these traits, and comparing
their correspondence with potential environments, facilitates making more accurate predictions
regarding a client‘s probable satisfaction with the factors present in various environments. The
rehabilitation counselor may predict with enhanced accuracy the person‘s likelihood to remain in
a particular environment, by evaluating this satisfaction. The factors against which a person‘s
typical behavior traits are evaluated include environmental reinforcers, such as salary,
advancement possibilities, and position prestige, as well as other social and interpersonal factors.
Therefore, identifying the client‘s needs, interests, and personality is critical, as well as the
reinforcers and the social/interpersonal factors that are present in environments under
consideration.
The extent to which factors meet specific needs will provide important data to the client for
decision making. Traits indicative of maximum performance describe a person‘s capacities and
capabilities. These traits include physical capacity, aptitude and achievement, and other
indicators of ability. The maximum behaviors are evaluated through test, manifest, and expressed
strategies. Evaluating these traits facilitates making more accurate predictions regarding the
satisfactoriness of a person‘s capacity to perform the essential functions and tasks required in
education, employment, independent living, and other major life activities. The matching or
congruence between the client‘s performance and the job or task has been described as the ―level
of satisfactoriness.‖ The factors against which a person‘s maximum behavior traits are evaluated
include the environment‘s essential and marginal functions, including physical, educational, and
skill demands. In evaluating persons‘ traits, equal consideration must be made for what they
want to do (typical behavior) and what they are capable of doing (maximum behaviors).
Therefore, considering the person‘s interests and the environment‘s ability to meet these needs is
critical, as is their ability to perform essential functions in the environment, in order to enhance
their tenure in a given job. Although, in some instances, referral to psychologists and other
professionals may be involved in this rehabilitation assessment and information gathering
process, rehabilitation counselors themselves may secure this information through interview,
observation, and the occasional use of inventories. The question of who secures what
information is a matter of each individual professional‘s scope of practice and of the available
resources that define the functions performed by the staff in a particular human service or
rehabilitation system.

3.2-HIV/AIDS Counseling

Defining HIV/AIDS Counseling
WHO (1994) defines HIV counseling as a ―confidential dialogue between a client and a
counselor aimed at enabling the client to cope with stress and make personal decisions related to
HIV/AIDS. The counseling process includes evaluating the personal risk of HIV transmission
and discussing how to prevent infection.‖
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Roles of HIV Counseling
HIV counseling plays two important roles: preventing HIV infection by promoting behavior
change, and providing psychosocial support to people infected and affected by HIV. These roles
are fulfilled by:
 Giving information about HIV/AIDS to clients and their partners;
 Encouraging preventive behaviors;
 Helping HIV-positive clients and those close to them cope with the diagnosis;
 Discussing decisions that need to be made, according to the client‘s life circumstances;
 Referring clients to appropriate treatment and care services.
Factors to Consider for Effective HIV Counseling
Informed consent
The HIV test should always be voluntary and should take place only after a client has given
informed consent. Before this can be obtained, the client needs to receive a clear explanation of
the advantages and drawbacks of the HIV test and have an opportunity to ask questions.
Informed clients who agree to be tested must be physically and mentally healthy to ensure they
understand the relative risks, dangers, and advantages of taking or not taking the test.
Socio-cultural context
Effective counseling must recognize the impact of culture on a client‘s perception of the world.
Counselors should take a holistic view of clients and their socio-cultural background, including
beliefs about HIV/AIDS, sexual morals, traditional healing practices, gender inequalities,
marriage practices (e.g., monogamy, polygamy), customs, and social practices. Counselors
should keep in mind that culture and tradition shape attitudes and ideas, particularly regarding
illness and death. Thus, counselors should be sensitive to and respect cultural differences.
Counselors should refer clients to another counselor if differences of gender, race, ethnicity,
religion, sexual orientation, disability, or socioeconomic status interfere with counseling in any
way.
Special challenges of HIV counseling
As there are different types of counseling, they do have their own unique features. HIV
counseling, as one type of counseling, has its own unique features. Here are some of the unique
features of HIV counseling:

Counselors‘ everyday work takes place in an emotionally charged environment. Clients may
release intense emotions, particularly during post-test and supportive counseling. This may be
especially true for people living with or affected by HIV, who may have to face emerging issues
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when new symptoms develop, treatments fail, a loved one dies, or other significant life events
occur. Giving test results can be emotionally challenging and stressful for counselors. Providing
positive test results is particularly demanding in situations where support is inadequate and
clients may be vulnerable to discrimination.
HIV counselors usually engage in open discussion about culturally taboo or improper topics
which is challenging for counselors. For example, HIV counseling requires explicit discussion of
sexual practices, considered improper in many cultures. It also requires open discussion of death
and dying, which is taboo in many traditions.
Counselors are likely to encounter clients who hold opinions, values, and worldviews very
different from their own, all of which influence the behavior changes they are prepared to make.
Basic HIV/AIDS Counseling Skills
The goal of counseling is to explore, discover, and clarify ways of living more resourcefully. To
achieve this, counselors need certain interpersonal and communication skills.
1. Interpersonal Skills
Establishing rapport
Establishing rapport with clients is crucial in all counseling situations and is key to developing a
trusting relationship. Developing rapport demonstrates the counselor‘s interest in and respect for
a client‘s issues and concerns. Building rapport is an ongoing process that can be facilitated by
Respect and lack of judgment, presence of common or complementary goals, open verbal and
non-verbal communication, mutual trust.
One useful technique to establish rapport is ―nth-degree‖ questions, such as, ―What‘s the worst
thing that could happen?‖ or ―If we could only deal with one thing today, what would be most
important to you?‖ Such questions help define and prioritize a client‘s agenda and may be
particularly appropriate at the beginning of a session.
Furthermore, through this process the counselor is able to encourage the client to be explicit in
describing sensitive issues, including sexual behavior patterns. In this way, it may be possible for
the counselor to determine the client‘s risk level accurately and develop a realistic risk-reduction
plan.
Ensuring privacy and confidentiality
Contrary to previously held notions that confidentiality is a strictly Western concept, research
indicates that clients everywhere need to be assured of privacy and confidentiality. The counselor
can ensure privacy and confidentiality by:
 Providing adequate and appropriate space for counseling to take place;
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 Understanding that no information about a client can be divulged without the client‘s
consent;
 Maintaining adequate records of any work with a client and taking all reasonable
measures to preserve the confidentiality of the information;
 Ensuring that colleagues, staff members, and trainees understand and respect the need for
confidentiality in counseling services;
 Being aware that notions of shared confidentiality and partner notification often raise an
ethical dilemma in the context of HIV counseling. (The term ―shared confidentiality‖
refers to confidentiality that is shared with a limited number of people, such as family
members, loved ones, caregivers, and trusted friends. This is provided only on request
and consent of the person undergoing testing.)
Showing respect
Counselors need to understand that people regard and cope with their predicaments in uniquely
personal ways determined by numerous factors, including culture, social class, and personality.
Recognizing the fundamental rights, dignity, and worth of all people is critical. This can be
achieved when counselors are aware of cultural and role differences of gender, race, ethnicity,
religion, sexual orientation, disability, and socio-economic status, yet eliminate personal
prejudices and biases about such differences. Counselors must not participate in or condone
discriminatory practices based on these differences.
Counselors must also respect clients‘ views and beliefs and build on them. Furthermore,
counselors should be aware that their own attitudes and actions can convey respect or lack of it.
The following actions help demonstrate respect for clients:
 Helping clients make informed decisions about their lives and supporting them through
the process (without telling them what to do);
 Keeping appointments and apologizing for lateness or failure to keep an appointment;
 Being a ―guide/facilitator,‖ not a ―preacher‖;
 Showing concern for clients‘ welfare;
 Seeing each client as a unique individual;
 Seeing clients as capable of determining their own fate;
 Assuming clients‘ goodwill unless they demonstrate otherwise.

Showing empathy
The ability to empathize is one of the most essential counseling skills. Empathy involves
identifying with the client, understanding their thoughts and feelings, and communicating that
understanding to the client. For a counselor to communicate an understanding of a client‘s world,
he/she must get in contact with that world (i.e., understand the client so well that the counselor
feels like the client). Simply stated, this means that counselors should ―put themselves in their
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clients‘ shoes.‖ Empathy requires sensitivity and a moment-by-moment awareness of fear, rage,
tenderness, confusion, or whatever the client may be experiencing. To understand what the client
is feeling, the counselor must be attentive to the client‘s verbal and nonverbal cues. The
counselor needs to ask himself/herself: ―What feelings is the client expressing?‖ ―What
experiences and behaviors underlie these feelings?‖ ―What is most important in what the client is
saying to me?‖
Acknowledging difficult feelings
The presence of difficult feelings is a substantial and unavoidable component of counseling. To
help address difficult feelings, counselors should:






Be aware of their own feelings;
Acknowledge clients‘ feelings and realities;
Understand that it is not the counselor‘s job to take feelings away or to fix them;
Articulate and respond to non-verbal messages;
Normalize and validate clients‘ feelings.

Counselors may want to resolve problems and fix feelings, but often feelings cannot be fixed;
rather, they need to be acknowledged. Examples of statements that acknowledge a client‘s
feelings are: ―This must have been hard to deal with,‖ and ―So you believe that he cares for you,
but it hurts to think about him having sex with someone else.‖
Offering acceptance
For clients to be honest in describing their problems and concerns during counseling, it is critical
that he/she feel acceptance. The counselor can facilitate this by being nonjudgmental and
accepting, irrespective of socioeconomic, ethnic, or religious background, occupation, or
personal relationships. Counselors should appreciate the stress caused by the fear of being
infected or the need to change behavior, and accept the consequent emotions and reactions. Even
if hostility is directed toward the counselor, he/she should recognize they are not the real target
and refrain from reacting. To validate acceptance, the counselor recognizes feelings such as
anger, sadness, and fear in a direct, unemotional way, indicating in words and behavior, ―Your
feelings are very strong. I accept them, and I accept you.‖
2. Communication Skills and Techniques
A major component of a counselor‘s job is communicating with clients. This exchange is a twoway dialogue of both verbal and non-verbal communication methods.
To identify a client‘s needs and provide appropriate information, counselors must have solid
communication skills. It is imperative that the counselor understand the client‘s communication
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and be clear in his or her own communication with the client. The following skills are important
in building effective communication.
Attending and listening
The term ―attending‖ refers to a counselor‘s ability to pay close attention to the client by limiting
distractions and demonstrating that he/she is giving the client full attention.
Attending involves using responsive non-verbal skills such as listening, eye contact, relaxing,
and using natural hand movements. Responding to the client by nodding affirmatively and using
key words such as ―yes‖ and ―I see‖ when appropriate demonstrates attentiveness. Maintaining
eye contact shows that the counselor is engaged with the client, though clients who are annoyed,
nervous, or embarrassed might try to avoid it. Maintaining eye contact will increase the client‘s
confidence and facilitate better counselor-client communication. The counselor should
distinguish between eye contact and staring, which could make the client feel uncomfortable.
Attending to the client is also improved when the physical counseling space is comfortable. The
space can be improved by arranging a comfortable seating plan, with a culturally appropriate
distance between counselor and client. Minimizing distractions, such as noises or disruptions,
can also help create a facilitative atmosphere.
The term ―listening‖ refers to the ability of the counselor to actively listen to the client when
he/she is talking. Listening signals concern for the client‘s problems and allows the counselor to
detect common themes and revealing omissions in the client‘s remarks. For instance, a client
may say, ―I‘m worried and I want to know my status. I know that my partner has another sexual
partner.‖ The common theme here is that a client perceives himself or herself to be at risk of
HIV/AIDS because of the partner‘s behavior. The ―revealing omission‖ here might be that the
client is not using condoms, or that the client fears rejection, violence, or abandonment if he or
she introduces condoms into the relationship. While listening, the counselor should pay attention
to the following:
 The client‘s experience: what the client sees as happening or not happening to himself or
herself;
 The client‘s behavior: what the client does or fails to do;
 The client‘s feelings: the emotions that arise from experience and behavior;
 The client‘s problems and worries: client explanations rather than counselor assumptions;
 The counselor‘s body language: the gestures, facial expressions, intonation, distance, etc.,
that indicate the counselor is listening and understands what the client is saying;
 The client‘s perceptions: the client‘s point of view when talking about his or her
experience, behaviors, and feelings.
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To demonstrate listening, the counselor should reflect briefly what the client told him or her,
paraphrasing the client‘s words. If the client gets no comments for two to three minutes, the
client might conclude that the counselor has lost interest or disapproves of what the client has
just said, or that the counselor does not understand the client.
Showing immediacy
In the context of HIV counseling, ―immediacy‖ refers to the ability of a counselor to deal with a
situation affecting the way he/she and a client are relating at the given moment (e.g., if the client
is exhibiting hostility toward the counselor). Immediacy involves the ability to:
 Reveal how another person is affecting you;
 Explore your own behavior toward the other person;
 Share observations about the other person‘s behavior toward you, or point out
discrepancies or distortions;
 Invite the other person to explore the relationship with a view to improving it.

Using an appropriate language level
When communicating with clients, it is important to note that distressed clients often remember
little of what they are told. Among the most common reasons for lack of recall is a counselor‘s
use of technical or unnecessarily complicated language. Counseling is more effective when the
counselor:
 Uses simple and culturally appropriate language;
 Ensures that clients feel they are understood, and that a common communication level is
employed;
 Explains important points more than once; if a counselor wants a client to leave with a
particular message, the counselor should deliver the main message first, then deal with
specific details, and, finally, repeat the message in summing up;
 Puts important points in writing, when appropriate, or uses visual diagrams as memory
aids so clients can refer to the points after a session; printed materials, such as pamphlets
or brochures, also may serve this purpose.

Using impersonal statements
In making a general point, impersonal statements (also known as the ―third-person technique‖)
can be helpful in reflecting clients‘ unspoken but nonetheless perceived feelings. This technique
is very useful to acknowledge, reflect, and normalize the client‘s feelings and avoid creating
defensiveness. Examples of third-person statements are:
 ―People can feel a lot of confusion and guilt when they hear information about HIV.‖
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 ―When I‘ve given HIV test results to clients, sometimes they‘ve wanted to talk about
what they could do to keep themselves healthy and where they could go for help.‖
 ―People often feel uncomfortable and guilty when you talk to them about HIV/AIDS.‖
 ―Some of my clients want to know how they can stay in good health and where they can
find help.‖
Counselors can also use this technique to present choices, as in the following examples: ―Some
people decide to abstain from sex, while others choose to remain faithful to one partner. Still
others prefer to use condoms, and some never use them. To avoid becoming infected with HIV,
you must decide which of these options suits you best.‖
Asking open-ended questions
Open-ended questions give clients an opportunity to express themselves freely and make it easier
for the counselor to identify their needs and priorities. Open-ended questions are useful in
starting a dialogue, finding a direction, and/or exploring a client‘s concerns.
But counselors should avoid long-winded, leading, or judgmental questions. Questions that can
be answered with a simple ―yes‖ or ―no‖ are not open-ended. Following are types of open-ended
questions for counseling sessions:
 How: ―How do you think the virus is passed from one person to another?‖ ―How much
do you know about the risk factors or lifestyles of the people you are having sex with?‖
 What: ―What do you understand by the word ‗confidentiality‘?‖ ―What do you know
about HIV infection?‖ ―What do you know about how HIV is transmitted?‖ ―What do
you think about using condoms?‖
 Who: ―Whom have you spoken to about taking an HIV test?‖
 Why: ―Why‖ questions must be chosen carefully because they can be taken to imply
accusation or judgment, which can make a client defensive. The counselor should ask
―why‖ questions of a positive nature, those that can help clients explore the dynamics of
their successes, rather than their failures. An example of a positive ―why‖ question is:
―That‘s terrific! Why do you think you were able to use a condom that one time?‖

Though it is recommended that counselors use open-ended questions as much as possible, they
should recognize when closed questions are appropriate. For example, obtaining a client‘s
consent for an HIV test or partner notification requires that the client provide only a simple ―yes‖
or ―no.‖
Using a non-directive approach
Exploring options rather than issuing directives minimizes the chance that a power struggle will
arise between counselor and client. When discussing behavior change, counselors should avoid
such directive statements as, ―You have to use a condom every time you have sex!‖ Instead they
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can put responsibility in the client‘s hands (a ―buffet‖ approach), giving the client control over
decisions that meet his or her needs by asking, for instance, ―What do you think you could do to
protect yourself?‖ Given such a question, some clients may decide not to have sex at all; others
may decide to have sex only with one monogamous partner for their entire lives; others will find
ways to be sexually active without having intercourse; and still others will opt to use condoms
and other barrier methods.
The communication skills described above can be complemented with the following specific
communication techniques:
Clarifying
During a counseling session there are many opportunities for either party (client or counselor) to
be unclear on what has been said. Clarifying unclear points can enhance simple communication
(e.g., by asking, ―Do you mean…?‖) or supply facts (e.g., by asserting, ―No, HIV is not
transmitted by eating from the same dishes.‖).
Paraphrasing
Active listening requires reflecting on what the client has said. Paraphrasing—restating the
client‘s words in the counselor‘s own words—helps achieve this objective. To paraphrase
effectively, the counselor must listen actively; the counselor must determine what is being said
and check with the client that the paraphrase is accurate. Paraphrasing in the counseling session
is meant to:
 Show that the counselor is paying attention to the client;
 Facilitate understanding;
 Validate the client‘s statements;
 Encourage the client to explore his or her concerns further.
Occasionally paraphrasing can be ineffective, particularly when the counselor:
 Repeats exactly what the client said;
 Uses technical language;
 Is judgmental;
 Debates the client;
 Fails to gain the client‘s acceptance of the paraphrase.
Reframing
Reframing involves responding to a client‘s comments and then presenting a positive view of the
issue. For example, when a client says, ―You can‘t feel anything when you wear condoms!‖ an
example of reframing might be, ―You‘re right, condoms can reduce sensation. And, you know,
lots of men find that when they use condoms they stay erect longer, and they do not have to
worry about unplanned pregnancies, STIs, and HIV.‖
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Reflecting feelings
Reflecting feelings is similar to paraphrasing, but it deals specifically with a client‘s feelings.
Counselors reflect feelings by formulating responses that:






Demonstrate understanding;
Identify basic feelings being expressed verbally or non-verbally;
Recognize the level of intensity of a client‘s feelings;
Capture the association of feelings to words;
Confirm that the client‘s feelings are normal.

Below are useful phrases to reflect feelings in a counseling context, particularly when the client
is primarily expressing feelings and not giving clues about the association:
 ―You feel (feeling word: sad, anxious, relieved) because (paraphrase) . . .‖
 ―You seem (feeling word: confused, happy, excited). What‘s happening to you?‖
 ―How are you feeling about that?‖

Occasionally reflecting feelings can be ineffective, particularly when the counselor:





Paraphrases content without naming or prompting for a feeling;
Uses feeling words of a very different intensity from those used by the client;
Uses psychoanalysis, a cold tone, and/or clinical jargon;
Adds judgmental interpretations or content.

Repeating information
At times of stress and crisis, people may be in a state of denial or feel overwhelmed, so they may
not always comprehend everything they are told. Counselors should repeat important information
for the client if they believe he or she has not absorbed what has been said. Indeed, counselors
should repeat supportive statements or facts as often as necessary to ensure the client understands
risk, illness, and health management issues.
Summarizing
When clients first learn they are infected, they may respond with rapid speech, provide details to
rationalize their results, or, stunned by the news, ask more questions than the counselor can
absorb or comprehend. Sometimes it is helpful for the counselor to interrupt and summarize what
both counselor and client have said. This is much like paraphrasing in that it helps ensure that
each person understands the other correctly. Summarizing also can guide and direct clients as
they try to sort out emotions, deal with practical matters, and make plans. At the end of each
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session, the counselor should summarize the salient points of the discussion and highlight
decisions that have been made and need to be acted upon.
Probing
Probes are verbal tactics to help clients talk about themselves and define their concerns
concretely in terms of specific experiences, behaviors, and feelings. Probing also helps identify
themes that may emerge when exploring these elements. Probes can help clients explore their
initial concerns, examine issues more fully, and/or explore different goals. They can encourage
and prompt clients when the clients fail to take those steps spontaneously.
Probing can take the form of statements, interjections, or questions. Counselors can use
statements to help a client discuss or clarify relevant issues. For example, a client may come in
looking annoyed and sit down without saying anything. The counselor might then probe with the
following statement: ―I can see that you are angry. I have some idea of what it‘s about, but
maybe you could tell me more.‖ Such probing statements are indirect invitations for clients to
elaborate on their experiences, behaviors, or feelings. Counselors also can interject a word or
phrase that helps focus a client‘s attention. For example, a client may say, ―I love my fiancé, but
I am hesitating in agreeing to marry him.‖ The counselor can then probe by using the following
interjection: ―Hesitating in agreeing to marry him: Could you please elaborate on that?‖ In this
instance, the counselor helps the client say more fully something she was only hinting at.
Confronting
Confronting is a communication technique used to reflect a contradiction expressed by a client.
Contradictions include differences between self-perception and behavior; between verbal and
non-verbal messages; or between two different verbal messages. A confrontational message
should be given in a neutral tone. If the client responds with persistent denial, the counselor must
let go. Following is an example of confrontation in the context of a counseling session: ―Based
on what you told me, in that you have multiple partners and you do not use condoms with all of
them, I am really concerned that you could get HIV. If this is the case, are you aware that you are
putting yourself at risk of acquiring the HIV infection? So I hope when you are ready to think
and talk more about HIV, you will know this is the place where you can come.‖
Stages of HIV/AIDS Counseling
The full counseling process comprises three main stages: relationship building, information
gathering, and coping and problem solving. The counseling process and the number of sessions
required for each stage of the process varies with each client; moreover, not all clients move
through all stages. Additionally, some clients may come for a single session and never return,
especially in this era of same-day counseling and testing using simple and rapid test kits.
Beginning stage (relationship building)
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The initial interview generally influences a client‘s decision about whether to return for
additional sessions. The counselor should begin by ensuring confidentiality and building trust.
The counselor should then take a personal history, explore the client‘s problem, and learn how he
or she feels about it. This information helps the counselor prepare a plan of action that should
include:





Finding out how the client would like to see the problem solved;
Determining what the client thinks should be done to manage the problem;
Clarifying what the client expects from counseling;
Describing the help the counselor can offer, and giving realistic hope for change or
assistance;
 Stating the counselor‘s commitment to working with the client.
Middle stage (information gathering)
Once the client feels the counselor can be trusted and will be able to offer information, guidance,
and support, counseling enters the middle stage. During this stage, the counselor should:
 Support continued expression and discussion of feelings;
 Refer to available formal and informal resources;
 Monitor progress and modify plans as necessary;
 Promote continued changes in behavior;
 Help the client move toward acceptance and control of the problem.
Concluding stage (coping and problem solving)
After the client has shown a willingness to participate in formulating and carrying out action
plans, counseling enters its concluding stage. During the initial phases of this concluding stage
the counselor should help the client summarize the problem (i.e., the session‘s main focus) or the
content of the day‘s session or sessions, and provide the client with an agenda to work on before
the next session.
The counselor should end the relationship only when it is clear that the client can cope with and
plan adequately for day-to-day functioning, and has a support system (family, friends, or support
group) to help carry out the action plan.
End of counseling stage (final interview)
Though there is no set schedule, at some point counseling must end. Often this is very difficult
for clients who have built a close relationship with their counselor. For this reason, counselors
should plan the final session carefully to:
 Ensure maintenance of coping skills;
 Support maintenance of behavior changes;
 Assure the client of continuing help, if necessary;
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 Review plans for illness management;
 Make sure that all needed and available resources and referrals have been identified and
are being used.
Pre- test and post - test counseling
HIV counseling has three basic components. These are pre-test counseling, laboratory testing and
post-test counseling. In addition HIV counselors are also expected to give grief and bereavement
counseling as part of HIV counseling.
Pre-Test Counseling
Pre-test counseling, which occurs before a client‘s blood is tested for HIV antibodies, is
conducted to:
 Review a client‘s risk of infection;
 Explain the test and clarify its meaning;
 Explain the limitations of test results and caution the client about potential misuse of
results (e.g., to understand that a negative result remains negative only as long as no new
exposure to risk occurs);
 Help the client think about possible reactions to the test result and whom to inform;
 Help the client understand why the test is needed and make a decision about the test.
The first step in pre-test counseling is for the counselor to establish a relationship with the client.
During this phase, the counselor identifies himself/herself and clarifies his/her role. In addition,
the client should be told how much time is available for counseling. It is critical that the
counselor emphasize confidentiality at this time.
Once the counselor and client have become acquainted, the counseling session begins. First, the
counselor obtains the client‘s basic biographical information, including his/her name or code
name (if a code name is used, no address is recorded), age, sex, address, telephone number,
occupation, education, tribe, religion, and marital and economic status. (The information
collected will vary among settings.) The next step is for the counselor to obtain background on
reasons the client is seeking testing and on his/her behaviors and perceived risk. It is important to
obtain relevant medical history (past and present), including serious illnesses, blood transfusions,
cough, diarrhea, STIs, etc. If the client is female, the counselor should determine how many
pregnancies she has had. Additional information needed includes the client‘s personal habits
(smoking, drinking, drug use, etc.), his/her sexual history (whether the client has a steady
partner, husband/wife, boyfriend/ girlfriend, or other partners, condom use, etc.), and any risky
behaviors.
After this phase, the counselor needs to ascertain the client‘s level of knowledge about
HIV/AIDS and the HIV test. It is important to identify misconceptions and misunderstandings so
they can be corrected. The counselor should assess the client‘s understanding of what the test
94

entails and explain positive and negative results, including the window period. It is important to
explain how the test is administered and how long it will take for results to be available. The
client needs to be informed about where the testing will be done and how to go through the
testing ―system‖ in the specific clinic setting.
This is a good time to explore the personal implications of taking the test, including what a
positive or negative result will mean to the client, the client‘s family, and/or significant others.
Psychosocial reactions and support mechanisms should be discussed, including the client‘s plans
regarding whom to tell about the test result. If same-day testing is not used, the client should be
encouraged to determine whom to contact for support while awaiting the result.
In the absence of HIV-related services, learning that one is HIV-positive may be perceived as a
―death sentence.‖ Nevertheless, it is important that clients recognize the benefits of knowing
their HIV status. One of the most beneficial outcomes of knowing one‘s status is the ability to be
referred to related medical and social services.
The next phase of pre-test counseling is to provide information about safer-sex practices and
healthy lifestyle practices. If the client is practicing risky behavior, it is important to discuss what
may be required of the client in terms of behavior change. A condom demonstration can be given
while discussing safer-sex strategies. It is critical that the client have an opportunity to ask
questions.
The final stage in pre-test counseling is for the client to determine whether he/she wants to be
tested for HIV antibodies. At this point, the client should have a good understanding of the test,
its meaning, the implications of taking the test, and his/her personal reasons for doing so.
If the client decides to take the test, the counselor must obtain informed consent. The counselor
should explain the consent form and, when feasible, allow the client time to read a leaflet on the
testing procedure. After the client has taken the HIV test, he/she will need to obtain the results
and post-test counseling. Where same-day results are not provided, the counselor should arrange
a date and time for a follow-up interview or post-test counseling.
Laboratory Testing
HIV testing strategies vary from one country to the next depending on estimated HIV prevalence
and available technologies. Today there are numerous high-quality HIV testing kits on the
market. Ordinarily, it is the responsibility of government regulatory bodies—ministries of health,
national HIV/AIDS control programs, or national reference laboratories—to formulate the most
feasible testing strategies for a given country. In each country, considerations for choice of HIV
testing protocols include: Scientific validity of the tests; Existing laboratory infrastructure;
Volume of HIV testing required (i.e., number of people to be tested); Client preferences; Impact
of protocol on service provision (e.g., same-day results vs. return appointment) and Costs of tests
vs. available funds.
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Selection of testing strategies takes into account the scientific validity (accuracy) of the test. The
two measures used are sensitivity and specificity. Sensitivity is the probability that a test will be
positive when infection is present (i.e., the sensitivity of a test is the percentage of those
identified by the test as having the infection who actually have it). For example, if a test is 99
percent sensitive, 99 of 100 HIV-positive people will correctly test positive, and one person will
falsely test negative. As the sensitivity of the test increases, so does the number of infected
people correctly testing positive. Specificity is the probability that a test will be negative when
infection is not present (i.e., the specificity of a test is the percentage of those identified by the
test as not having the infection who are actually free of infection). In other words, if a test is 99
percent specific, 99 of 100 people who are not infected will correctly test negative, and one
person will falsely test positive.
Post-Test Counseling
One aim of post-test counseling is to help clients understand and accept their test results. Posttest counseling is also a chance for counselors to help clients make choices based on their results.
Messages will be different for those who test positive and those who test negative. Below is a
flowchart for post-test counseling.
Giving HIV Test Results
Counselors should give clients their test results only when they feel the clients have received
adequate counseling. For counselors, telling someone that his or her test is positive can be
difficult and uncomfortable. Some of the most common fears among counselors are that clients
will harm themselves or others, or that they will leave and not return. Although these fears are
valid, they often diminish as counselors gain experience in giving clients their test results.
Following are suggested steps for giving results:
 Begin the post-test session by asking how the client has been feeling since he or she had
the blood drawn, and congratulate the client on returning or waiting for the results.
 Ask whether the client has any questions, while understanding that most clients will want
the test results as soon as possible.
 When the client is ready, give the test results in a neutral tone of voice and wait for the
client to respond before proceeding. For a positive test result, say, ―Your test result was
positive. That means you are infected with HIV.‖ For a negative result, say, ―Your test
result was negative. That means we did not detect any antibodies for HIV.‖
 Before proceeding, it is important to make sure the client has understood the test results
and integrated the information cognitively and emotionally.
 Assess cognitive understanding by asking the client to tell you what the test result means.
Check for misperceptions or misinformation.
 Assess emotional understanding by asking the client how he or she is feeling at that
moment, and allowing the client to express his or her emotions.
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 Proceed to behavioral integration only when the client is ready to talk about what he or
she plans to do next. Behavioral integration requires the client to make an immediate
plan, including partner notification and modifying the risk-reduction strategy (or other
behavior changes), depending on the test results and the client‘s situation.
Actions for counselors during post-test counseling: negative test result
 Discuss the challenges of remaining negative (―Everybody is positive except you‖);
 Reinforce the ―ABC‖ message (A = abstinence, B = be faithful to one uninfected partner,
and C = correct condom use consistently);
 Encourage the client to negotiate with partner(s) to go for VCT;
 Discuss safer-sex negotiation skills (extremely important for youth);
 Promote the female condom, if appropriate;
 Stress the importance of being tested periodically;
 Convey safer-sex guidelines:
 Slow down and enjoy the sensation of another person (holding, caressing, hugging).
 Spend more time getting to know your partner(s). Reduce the number of partners.
 Talk about sex first; this clears the air and reduces tension so that both of you will
have a better time.
 Vaginal and anal sex is the primary means of transmitting HIV, but it can also be
transmitted by oral sex.
 Limit or desist from alcohol and/or other drug intake, since it may impair judgment
needed to make decisions about protection and may also weaken the immune system.
Actions for counselors during post-test counseling: positive test result
 To help clients remain healthy, recommend that they:
 Attend referral services for follow-up care and support;
 See a doctor immediately when sick, even with minor illnesses;
 Maintain their weight and reduce stress by eating a nutritious diet, preventing
diarrheal diseases, exercising regularly, and resting;
 Talk to family and/or friends whom they can trust;
 Avoid alcohol or smoking, which can weaken the immune system.
 To help prevent sero-positive clients from transmitting the virus to others, suggest they:
 Tell their partner(s) they have tested positive;
 Practice safer sex with all partners or abstain from intercourse;
 Protect their unborn child: If the client or client‘s partner is considering pregnancy,
or is currently pregnant, discuss options and/or refer the client to a health care
provider.
 Recommend that the client does not donate blood, plasma, or serum;
 Recommend that the client does not donate organs (e.g., eyes, kidneys) for transplant.
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Actions for counselors during post-test counseling: indeterminate test result
 Convey that because the result is indeterminate, the client may be capable of passing the
virus to others if he or she has the infection, or get infected if he or she does not take
protective measures. Recommend that clients:
 Practice safer sex with all partners;
 Prevent transmission of HIV through blood by not sharing personal items such as
toothbrushes, razors, etc.;
 Tell their partner(s) they have tested indeterminate and that they are awaiting results
of another test;
 Discuss pregnancy or plans for pregnancy with the counselor and/or a health care
provider.
 Do not donate blood, plasma, or serum;
 Do not donate organs (e.g., eyes, kidneys) for transplant.
3.3-Correctional counseling

What is correctional Counseling?
Correctional counselors are helping professionals who attempt to apply their skills and expertise
in correctional and related settings. Correctional counseling is an intensive, purposeful,
interactive process between a counselor, who is professionally prepared to deal with the special
problems posed by a correctional environment, and a client, who has been found guilty of
committing a crime or active delinquency and placed in a correctional facility. Correctional
counselors need a combination of skill, knowledge, experience, genuine care and commitment to
help from the counselor.
The goals or purposes of correctional counseling are varied. It may be intended to facilitate
offenders‘ adjustment to prison settings. Another important goal of corrective counseling is the
reduction of future criminal offence and successful readjustment with the community. It also
addresses mental health concerns like depression, antisocial personality and substance abuse of
offenders in correctional institutions. It also intends to prepare offenders for future career
through education and career counseling.
Within correctional settings, counselors are generally divided into two categories: (1)
community-based and (2) institutional. Community-based counselors include probation and
parole service professionals, halfway house counselors, case managers for drug courts or mental
health courts, and probation or parole officers with specialized caseloads. Institutional
counselors and treatment professionals often include: intake assessment staff, institutional parole
officers, psychologists, psychiatrists, social workers, counselors, case managers, chaplains,
educators, vocational instructors, and recreation specialists. These professionals will work with
the inmate to varying degrees, depending on his or her individual needs.
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Special Challenges Faced by the Correctional Counselor in the Prison Setting
Corrective counseling presents its own unique features and challenges to the counselor. The
following are considered as major challenges that are faced by corrective counselors (Van
Voorhis, 2009).
Resistance to treatment/counseling
Many offenders are confined in institutions against their will; participation in correctional
counseling is, by definition involuntary. However, even if some offenders do voluntarily involve
themselves in counseling programs, the counselor may still be confronted by fierce resistance.
Criminal behavior is highly reinforcing and ego syntonic, that is, consistent with the offender‘s
view of right or wrong (Van Voorhis, 2009). Therefore, the offender sees no reason to change
and presents little motivation to do so during treatment. Moreover, the very nature of the prison
environment promotes an ―us versus them‖ atmosphere in which inmates may view counselors
as ―cops‖ and counseling sessions as ―snitch sessions‖ (Van Voorhis, 2009).
Offenders may express resistance by withholding information, missing appointments,
discrediting or dismissing the counseling process, failing to do homework assignments, and
declining to cooperate with the counselor in overt or covert ways.
Counselor‘s response to the resistance is crucial in determining the success of counseling.
Counselors my respond in counterproductive ways like becoming impatient and irritable,
dismissing the offender as unmotivated for counseling and trying to coerce the offender into
adopting a receptive attitude and cooperative behavior. Counselors should point out the selfdefeating nature of offenders‘ behavior and clarify the short-term and long-term consequences of
continuing to engage in such behavior. However, the counselor cannot force the offender to
make the decision to adopt a prosocial lifestyle. The counselor should supply the offender with
information and feedback and should avoid extended debates with offenders.
Ethical dilemmas
Corrective counselors may face ethical dilemmas unique to prison settings. Should I prioritize
treatment of the individual offender or security of the community? Should I be loyal to the
institution or to my client? For instance, confidentiality may conflict with institutional security.
Should a counselor disclose prisoner‘s (client‘s) plan to escape? Should a counselor disclose
client‘s intention to harm others or him/her self? Counselors have duty to warn or disclose
information that might constitute a threat to institutional safety/security. However, they should
also inform the client the limitations of confidentiality at the beginning of counseling.
Inadequacy of counseling techniques
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Corrective counselors may find traditional counseling principles to be irrelevant or are
susceptible to manipulation by the offenders. For instance, it is fruitless to inquire and listen
offenders‘ endless complaints about other people and the world. Prisoners usually engage in
complaints to avoid discussing about the real issue and to justify their behavior. Counselors
should not depend on the information provided by offenders since they are deceptive and
manipulative. The counselor should find out as much information as possible from other sources
like offender‘s documents and other staff in the institution.
Contextual Demands
There are issues and demands that arise from prison environment itself. Theses are rutine
problems that make the job difficult and stressful. Counselors may have difficulties coping with
buearocratic paramilitary style of management in the corrective institutions. Counselors are also
expected to handle excessive paper work and case overloads. They have to deal with diverse
offenders with diversity ethnic, religious, cultural back ground and with diverse mental health
needs. Counselors also have to deal with the brutal prison environment characterized by violence
physical, sexual or verbal abuse,
Offender classification systems
There are various offender classification systems used in correctional institutions. The choice of
a classification system depends on the purpose for which it is being chosen.
The Risk Principle
The earliest and most commonly used instruments for classifying offenders were risk
assessments designed to predict new offenses or prison misconduct. This classification system
classifies parolees into high, medium, and low levels of risk of reoffending. Research shows us
that intensive correctional treatment programs are more successful with high- and medium-risk
offenders than with low-risk offenders. That is, in intensive treatment programs, higher-risk
offenders are more likely to show greater reductions in recidivism (as a group) than less serious,
low-risk offenders.
The Needs Principle
In corrections, we have an ethical responsibility to attend to the basic needs of offenders. And in
most correctional agencies, we view addressing a broad array of needs as a routine task of case
management and counseling. Effective counselors or case managers will seek to determine what
services an offender should receive, relative to housing, substance abuse services, job
development, education, medical assistance, and mental health. Often they use objective needs
assessments to identify such needs on an offender-by-offender basis.
Which needs are associated with offender‘s criminal behavior? Are we recognizing and treating
the needs that are most likely to get this offender into trouble again? The needs principle
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maintains that needs related to future offending should receive high priority as we match
offenders to programs. Such needs are also risk factors and have come to be called criminogenic
needs.
Needs assessments provide: (a) systematic and objective identifi cation of offender needs; (b)
information needed to link offenders to services that promote behavioral change and prevent
physical, psychological, or social deterioration; (c) a tool for individualized case planning; and
(d) information needed to allocate agency and programming resources
The Responsivity Principle
The responsivity principle maintains that programs should accommodate offender
characteristics and situations that are likely to become barriers to success in a given correctional
program. factors such as intelligence, anxiety, ethnicity, cognitive maturity, personality, attention
defi cit disorder, housing, learning style, child care, transportation, and other considerations will
translate into treatment amenability or an offender‘s likelihood of achieving success in our
program.
Approaches to offender Treatment
The following three counseling and treatment approaches form a core set of modalities that are
known to reduce offender recidivism if they are delivered correctly. They are also the most
popular approaches in corrective settings.
Social learning models
Social learning models (observational learning approaches) are discussed in Chapter 8. The
chapter maintains that observational learning is the most common form of human learning.
Learning from this perspective, however, is most likely when careful attention is given to
providing: (a) role models with good relationship skills; (b) opportunities to practice newly
learned skills and behaviors; (c) specifi c performance feedback; and (d) client reinforcement for
learning the new behaviors. Social learning theory provides the theoretical foundation for
popular skills development programs and anger management programs.
Cognitive therapies
The cognitive therapies build on the social learning approach but focus on ―thinking processes‖.
These strategies target dysfunctional perceptions, attitudes, and beliefs that, in turn, support and
encourage dysfunctional behavior. In correctional settings, cognitive restructuring programs seek
to change characteristic offender ―thinking errors‖ that support criminal behavior.
Another approach works on cognitive skills, maintaining that delinquent and adult offenders
often demonstrate defi cient thinking skills that can be improved in treatment settings.
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Finally, family therapy models look to the family system as a vehicle for reforming offenders. In
Chapter 10, Van Voorhis and Braswell observe that family treatment programs may be the most
appropriate response to offenders who come from dysfunctional family systems. Chapter 10
introduces the notion of systems theory and discusses how it works in both the development of
family problems and in the therapies that work to address these problems.
Systems therapy, as exemplified by the Structural, Communication, Strategic, and Conjoint
Family Therapy approaches, operates from a noticeably different paradigm than the more linear
approaches discussed in previous chapters.
The most recent family therapy model for offenders is Multisystemic Therapy (MST). MST
borrows from the earlier models of family therapy, but also provides wraparound services to
offenders and their families. Chapter 10 also devotes considerable attention to parenting skills
classes, such as those offered by the Oregon Social Learning Center, where parents are taught the
key strategies of radical behavioral and social learning approaches.
3.4-Substance abuse counseling

What is substance (alcohol) abuse and dependence?
Alcohol Abuse occurs when alcohol is causing problems in the individual‘s life. In other words,
the individual is experiencing hardships that are directly (or in some cases indirectly) caused by
the consumption of alcohol. The individual must be unable to fulfill school, work, or home life
obligations, for example, constant school absences or school- related problems caused by alcohol
use. Next, the individual will use alcohol in situations that are physically hazardous. The most
common situation here is driving while intoxicated. The individual may also operate a hazardous
machine while they are under the influence of alcohol. Third, the individual must have ―recurrent
substance- related legal problems . . .‖ .This refers to driving while intoxicated and any crimes
related to Alcohol Abuse. Finally, the individual will continue to use the substance (alcohol)
even though the social and interpersonal problems he or she experiences are either caused by, or
exacerbated by, the substance‘s effects.
In order for a person to be diagnosed as substance dependant, the individual must have the
following symptoms, in addition to the symptoms of alcohol abuse. First, tolerance must be
present. Specifically, if someone is dependent on alcohol, it will eventually take more alcohol to
achieve the same effect. Second, withdrawal symptoms must be present. This is when a person
experiences a series of symptoms that includes fever, sweating, trembling, and sometimes
hallucinations.If this occurs, then the body is in a state where it cannot function normally without
alcohol coursing through it. Third, loss of control must be present. When this occurs, the
substance is often taken in larger amounts or over a longer period of time than was intended, and
the individual tries to decrease or control the alcohol use without success.
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Causes of alcohol abuse
Explanation of alcohol-related problems needs to explain factors that contribute to the early
stages of alcohol use as well as why some people continue to use and then abuse alcohol. The
biopsychosocial model appears to be the most appropriate model, as it may explain why some
people are more prone to alcohol dependence than others, as well as the social and psychological
factors that may independently and together lead to this state.
There is some evidence of a genetic predisposition to alcohol problems. Twin studies have
indicated 40 -50 % concordance for ‗high lifetime alcohol consumption in twins. Adoption
studies have also shown the adopted children of parents with alcohol problems to have higher
rates of alcohol problems than those of parents without this history. Other studies have found that
individuals from families in which there were high levels of problem drinking had a lower
physiological response to alcohol than matched controls. This may lead to heavy, and then
problem, drinking. Men with family histories of problem drinking also typically experience a
greater reduction in anxiety after drinking alcohol than the norm (Bennett, 2006).
There are also biological explanations for alcohol abuse. a relatively new theory postulates that
serotonin levels in alcohol- dependent individuals are below normal. The individual drinks to
compensate for the abnormally low serotonin levels, and if they become intoxicated, the
serotonin levels rise significantly. However, extended drinking further depletes the serotonin
levels, and thus the individual must continue to drink to counteract the effects of feeling worse
due to the lowering levels. In addition, other neurotransitters may be involved in maintaining
alcohol consumption. Alcohol also enhances the action of GABA within the hypothalamus and
sympathetic nervous system, helping calm mood and behaviour. Over time, this results in a
reduction in the natural production of GABA, leading to a dependence on alcohol to maintain
desired emotional states.
Socio-cultural factors
Alcohol is a socially sanctioned drug, and consumption is markedly influenced by social and
environmental factors. Beginning to drink alcohol is seen as one of the transitions from
childhood to adulthood. The early consumption of alcohol by young people is associated with
positive attitudes to alcohol use, some of which are linked to family and peer attitudes and
behaviours, and may result from the positive images of consumption seen on television, in films,
and so on. Social factors influence consumption once initiated. Round buying, for example, may
increase consumption among young social drinkers, for whom alcohol is frequently linked to
social and group activities. Life transitions, both good and bad, may also influence consumption:
developing relationships and families, or getting and maintaining a job, may inhibit
consumption. Adverse life-events may increase consumption, particularly among people who use
alcohol as a means of coping with stress.
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Psychological factors
Behavioural explanations of alcohol consumption consider it to be the consequence of both
operant and classical conditioning. Consumption is rewarded by both the pleasure associated
with drinking, which may be physiological or social, and relief from stress. Once an individual
has developed a dependence on alcohol, a further motivator to drink is the avoidance of
withdrawal symptoms. Classical conditioning may occur as drinking becomes associated with
particular cues or events, subsequent exposure to which may trigger episodes of drinking.
Cognitive theorists suggest that beliefs about alcohol, known as addictive beliefs
, are important determinants of consumption. At the beginning of a history of alcohol use,
positive beliefs such as ‗It will be fun to get drunk‘ predominate. As the individual begins to rely
on alcohol to counteract feelings of distress, relief-oriented thoughts (‗I need a drink to get
through the day‘) may predominate. Addictive beliefs are frequently accompanied by a wider set
of negative core beliefs, including a negative view of oneself, one‘s circumstances and
environment, which may contribute to depression or anxiety. Both addictive and negative beliefs
may be triggered by external cues, including walking past a bar, or internal ones, such as adverse
mood states.
Interventions
There are varieties of treatment models/approaches to alcohol abuse. Integrated approach, that is
using different methods according to the needs of the individual, usually produces a better result.
The following models are widely implemented in alcohol abuse prevention and intervention.
Models of alcohol abuse Treatment
Moral Model: Probably the longest-standing conceptualization of alcoholism views it as a sin,
incurred as the result of personal choice. To this day, some churches continue to hold this view.
Even Alcoholics Anonymous defines alcoholism as a ―spiritual deficit.‖ This perspective
suggests that alcoholism and other addictions be addressed through various means of spiritual
direction and social control, including criminal sanctions.
Temperance Model: Through the late 1800s to the repeal of Prohibition in 1933, alcoholism
was viewed as caused by a harmful drug—alcohol. Although the temperance movements of
those days had support from many religious circles, they did not necessarily fault the drinker.
Instead, they blamed alcohol and its destructive qualities. ―Treatment‖ from this perspective did
not require treatment of the alcoholic but rather legislation that prohibited use and distribution of
alcohol, a policy not unlike current approaches to illegal drugs.
Disease Model: Conceptualizing alcoholism as a disease began with the end of Prohibition and
the formation of Alcoholics Anonymous. The disease model views alcoholics as physiologically
distinct from nonalcoholics in that their biological makeup renders them incapable of drinking in
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moderation. With this condition, drinking progresses to a point where the drinker acquires an
irreversible compulsion to drink, which can only be arrested through abstinence. ―Recovery‖
from the disease requires recognition of the condition and its effects, abstinence, and support
from other recovered alcoholics.
Educational Models: This approach views alcoholism as caused by ignorance of the harms and
effects of alcohol. Indeed, in the United States, education has long been one of the common
preventive approaches to addiction. Its applicability appears most relevant to primary prevention
efforts, strategies that are administered to the general population.
Characterological Model: Most relevant to psychodynamic interventions, this model asserts
that alcoholism results from fundamental personality problems. One can fault developmental
difficulties such as fixation of normal psychological development, early trauma, excessive use of
certain defense mechanisms, and other factors. For some clinicians and scholars, this model has
initiated a search for the ―alcoholic personality‖ or the ―addictive personality.‖ Treatment from
this perspective would involve resolution or interpretation of underlying conflicts and sources of
anxiety.
Conditioning Model: Alcoholism and other addictions are learned through the same behavioral
mechanisms through which other behaviors are learned. Causation, then, is rooted in classical
and operant conditioning models of learning. Drinking and other types of drug use are reinforced
through peer approval, tension reduction, improved social confidence, and festivity (operant
conditioning). At the same time, addicts come to appreciate the various stimuli of addictive
behaviors, e.g., certain friends and settings (classical conditioning). Treatment involves
reconditioning, contingency management, and stimulus control.
Social Learning/Cognitive Behavioral Model: Behaviors can be learned vicariously in the
presence of peers and others who model a behavior that is then imitated. Both the behaviors and
the cognitions associated with substance abuse may be learned in this manner. Treatment models
operating from this approach teach new skills, particularly coping skills, and seek to alter
individuals‘ relationships with their environments and the individuals with whom they associate.
In addition, these interventions endeavor to change thought patterns that are viewed as associated
with addictive behavior.The Social Learning/Cognitive-Behavioral Model is becoming the
preferred approach to treating the substance-abusing offender.
Biological Models: Not to be confused with the disease models, these approaches attempt to
identify and target specific genetic or physiological causes of alcoholism. Since the 1970s,
biological research has: (a) identified inherited risk factors of alcoholism; (b) identified abnormal
forms of metabolizing alcohol; (c) studied brain sensitivity to alcoholism; and (d) studied the
manner in which drinking escalates to alcoholism. Treatment from this approach may involve
genetic counseling, counseling abstinence, or controlled drinking.
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General Family Systems Model: This model views substance abuse as occurring within
dysfunctional family systems. That is, addiction is just one symptom of family dysfunction.
Treatment addresses the needs of all family members as members of a system. Treatment targets
may include enabling behaviors, poor boundaries among family members, communication
problems, and trust issues.
Sociocultural Models: These models recognize that some social environments and cultures
support alcohol and other drug abuse more than others. What follows from the sociocultural
model are attempts to regulate drinking establishments and alcohol/drug distribution patterns in
order to prevent undue encouragement of substance abuse. Thus, illegal drugs, liquor taxation,
licensure requirements for bars and restaurants, advertising restrictions, regulation of hours for
drinking establishments, and age restrictions are examples of sociocultural efforts to control
alcohol and other drug use.
Public Health Model: Seeks to integrate important aspects of the approaches listed above. The
Public Health Model encourages a multifaceted approach to addictions, focusing on: (a) the
agent (alcohol/illegal drugs), (b) the host (the substance abuser), and (c) the micro and macro
environments (family, peers, and society). The Public Health Model advocates simultaneous
attention to the hazardous nature of alcohol, individual susceptibilities to alcohol, and social
policies that regulate its distribution.
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UNIT FOUR
COUNSELING, PROCESS, PROCEDURES AND ETHICS
-1STAGES OF COUNSELING
Step 1: Clarifying the problem and goals for counseling
You must first gather information in order to promote the understanding of a client's situation
and perspective. To do this, you complete an intake.
An intake may be:


Standardized (e.g., psychological tests)



Non standardized (e.g., clinical interview)

Next, you complete a risk assessment if appropriate. Then you can proceed to the diagnosis and
plan of action stages. The tasks of this stage include:


Identifying the nature of the presenting problem – what kind of change is sought?



Helping the client articulate the issue(s) rather than pronouncing the issue(s) for them



Seeing problems in-context to the client's larger world



Keeping an eye on strengths and resources



Building hypotheses during this stage and throughout

Step 2: Structuring the counseling relationship and procedures
Next, it is critical to structure the counseling relationship and establish procedures. It is during
this stage that the counselor and counselee start to form a trusting relationship.
The tasks of this stage include:


Laying foundations for trust



Establishing the structure and form the relationship will take



Informed consent process



Articulating roles of counselor and client by developing a collaborative working alliance.

107

To do this ask yourself these questions:


How do we develop rapport and create relationships with our clients?



What is it that we bring to the relationship that helps us create a foundation of trust and
willingness to work collaboratively toward goals?

This step also requires you to look at the core conditions necessary for successful counseling.
This idea was originally proposed by Rogers (1957). He said that empathetic understanding,
unconditional positive regard, and congruence were essential elements for implementing
successful counseling. Another researcher, Carkuff (1969), added the elements of respect,
confrontation, immediacy, concreteness, and self-disclosure.


Empathy -> promotes rapport and relationship



Unconditional Positive Regard -> Client as person of worth – separate from actions



Congruence -> Genuine self in client interaction



Respect -> Strength focus



Immediacy -> Here and Now



Confrontation -> Promotes realistic, accurate view



Concreteness -> Attention on what is practical



Self-disclosure ->Promoting positive perception and appropriate focus in counseling
relationship

Step3: Building a deeper relationship
The early stages of the counseling relationship affords the counselor the chance to build
counselor understanding of their client and the issues facing the client. This step takes that to the
next level. How can a deeper relationship be forged between the counselor and the client?
DO:


Use listening skills and attend to nonverbal signals



Listen for the underlying communication

DON'T
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Be a judgmental counselor



Jump to conclusions



Make language errors (e.g., parroting, jargon

Step 4: Exploring feelings, behaviors, or thoughts
This step begins as soon as goals are established. This is the plan for how to achieve the laid out goals.
During the counseling sessions, explore the client's feelings, behaviors, and thoughts. Provide a plan of
action that is in accord with the new perspective of the client. Work collaboratively to establish the plan
that will work best. Also, talk about what it will be like to implement the plan. This step is very
educational because the client is offered information regarding options and the advantages and
disadvantages of each.

Step 5: Deciding on some plans of action, trying these out, and evaluating them
Step 5 offers the client a plan of action. The client articulates where he/she wants his/her
counseling journey to lead. The client's role is to drive the bus because this enhances the sense of
ownership and motivation, which are important factors in the change process. In addition, it is
important to formulate new perspectives on both the way the client has looked at the problem
and ways he or she may approach it in the future. Also, the counselor needs to keep in mind the
difference between confrontation versus "carefrontation". Self-disclosure is used in this stage as
appropriate. And, a clear, simple plan should be constructed that will lead the client to his or her
goals. A well-identified roadmap provides a mean to evaluate.
The goals may change and evolve as the therapy progresses; however, these five outcomes
should be achieved:
1. To change an unwanted or unwelcome behavior
2. To better cope
3. To make and implement decisions
4. To enhance relationships
5. To help the client's journey of growth and achieving potential
Step 6: Terminating the relationship
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The last stage involves ending the counseling program with the client and empowering him or
her with the tools needed to lead a successful life.
Specific counseling skills
1. Relationship skill- the counselor should totally put a side his/her interest concentrate on
the clients. Counselor should not be egocentric, selfish and so on.
2. Listening skill- it is mean that careful understanding of what client says in verbal or nonverbal languages and communication system.
3. Questioning skill- the counselor use appropriate question in appropriate time. The
counselor should not ask too many questions or too few questions at the same time. The
question can be use open-ended and close-ended questions.
4. Supporting skill- this is the main purpose of counseling. The purpose of supporting is to
encourage clients to make ways in real life problems.
5. Actual skill- the counselor should systematical way of solving problems and he/she has
to be ensuring confidentiality in all counseling sessions.
6. Challenging skill- there is time to the counselor to challenge the client and adjust
counseling. Challenging is appropriate when a client is intentionally try to avoid some
issues from the counseling, when the client goes on continuously criticizing in
himself/herself and when the client says something factually wrong.
7. Refraining skill- is keeping quite or doing something.sya nothing
8. Initiation skill- is to mean to take initiative part when it is necessary. There will be
certain times when the counselor we have to take initiative and will have to resort to
intervening tactics in order to stop the client from talking.
9. Self-awareness skill-the counselor must knew his values, emotions, likes, dislikes, e.t.c.
it generally help the counselor to develop his/her counseling skill.
10. Empathetic skill- is ability to understand and accept the feelings of client. It can be
develop through education, experience, and so on.
11. Objective skill- it is balancing the whole range of skills, the counselor should be always
conscious regarding the difference between the client and him/her self. Moreover, he/she
also conscious about the difference between clients problem and counselor‘s problem.
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12. Referral skill- the counselor always know his/her limitation should have an easy access
to such agencies which can provide specialized guidance on particular areas. When the
client needs some other types of specialized support, the counselor should inform about a
suitable agency or organization or another counselor.
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-2MAJOR ETHICAL ISSUES IN COUNSELING

Principle 1

Welfare of the Consumer
A) Primary Responsibility
1. The primary responsibility of the mental health counselor is to respect the dignity
and integrity of the client. Client growth and development are encouraged in ways that
foster the client's interest and promote welfare.
2. Mental health counselors are aware of their influential position with respect to their
clients, and avoid exploiting the trust and fostering dependency of their clients.
3. Mental health counselors fully inform consumers as to the purpose and nature of any
evaluation, treatment, education or training procedure and they fully acknowledge that
the consumer has the freedom of choice with regard to participation.
B) Counseling Plans
Mental health counselors and their clients work jointly in devising integrated,
individual counseling plans that offer reasonable promise of success and are consistent
with the abilities andcircumstances of the client. Counselors and clients regularly
review counseling plans to ensure their continued viability and effectiveness,
respecting the client's freedom of choice.
C) Freedom of Choice:Mental health counselors offer clients the freedom to choose
whether to enter into a counseling relationship and determine which professionals will
provide the counseling. Restrictions that limit clients' choices are fully explained.
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D)Clients Served by Others
1. If a client is receiving services from another mental health professional or counselor,
the mental health counselor secures consent from the client, informs that professional
of the arrangement, and develops a clear agreement to avoid confusion and conflicts
for the client.
2. Mental health counselors are aware of the intimacy and responsibilities inherent in
the counseling relationship. They maintain respect for the client and avoid actions that
seek to meet their personal needs at the expense of the client. Mental health counselors
are aware of their own values, attitudes, beliefs and behaviors, and how these apply in
a diverse society. They avoid imposing their values on the consumer.
E) Diversity
1. Mental health counselors do not engage in any discrimination based on age, color,
culture, disability, ethnic group, gender, race, religion, sexual orientation, marital status
or socioeconomic status.
2. Mental health counselors will actively attempt to understand the diverse cultural
backgrounds of the clients with whom they work. This includes learning how the
counselor's own cultural/ethical/racial/religious identity impacts his or her own values
and beliefs about the counseling process. When there is a conflict between the client's
goals, identity and/or values and those of the mental health counselor, a referral to an
appropriate colleague must be arranged.
F) Dual Relationships:Mental health counselors are aware of their influential position
with respect to their clients and avoid exploiting the trust and fostering dependency of
the client.
1. Mental health counselors make every effort to avoid dual relationships with clients
that could impair professional judgment or increase the risk of harm. Examples of such
relationships may include, but are not limited to: familial, social, financial, business, or
close personal relationships with the clients.
2. Mental health counselors do not accept as clients individuals with whom they are
involved in an administrative, supervisory, and evaluative nature. When acting as
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supervisors, trainers, or employers, mental health counselor‘s accord recipients
informed choice, confidentiality and protection from physical and mental harm.
3. When a dual relationship cannot be avoided, counselors take appropriate
professional precautions such as informed consent, consultation, supervision and
documentation to ensure that judgment is not impaired and no exploitation has
occurred.
G) Sexual Relationships: Sexual relationships with clients are strictly prohibited.
Mental health counselors do not counsel persons with whom they have had a previous
sexual relationship.
H)Multiple Clients: When mental health counselors agree to provide counseling

services to two or more persons who have a relationship (such as husband and wife, or
parents and children), counselors clarify at the outset which person or persons are
clients, and the nature of the relationship they will have with each involved person. If it
becomes apparent that counselors may be called upon to perform potentially
conflicting roles, they clarify, adjust, or withdraw from roles appropriately.
I) Informed Consent: Mental health counselors are responsible for making their services readily
accessible to clients in a manner that facilitates the clients' abilities to make an informed choice
when selecting a provider. This responsibility includes a clear description of what the client can
expect in the way of tests, reports, billing, therapeutic regime and schedules, and the use of the
mental health counselor's statement of professional disclosure. In the event that a client is a
minor or possesses disabilities that would prohibit informed consent, the mental health counselor
acts in the client's best interest.
J) Conflict of Interest: Mental health counselors are aware of possible conflicts of interests that

may involve the organization in which they are employed and their client. When conflicts occur,
mental health counselors clarify the nature of the conflict and inform all parties of the nature and
direction of their loyalties and responsibilities, and keep all parties informed of their
commitments.
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K) Fees and Bartering
1. Mental health counselors clearly explain to clients, prior to entering the counseling
relationship, all financial arrangements related to professional services, including the use of
collection agencies or legal measures for nonpayment.
2. In establishing fees for professional counseling services, mental health counselors consider the
financial status of their clients and locality. In the event that the payment of the mental health
counselor's usual fees would create undue hardship for the client, assistance is provided in
attempting to find comparable services at an acceptable cost.
3. Mental health counselors ordinarily refrain from accepting goods or services from clients in
return for counseling service because such arrangements create inherent potential for conflicts,
exploitation and distortion of the professional relationship. Participation in bartering is only used
when there is no exploitation, if the client requests it, if a clear written contract is established,
and if such an arrangement is an accepted practice among professionals in the community.
L)Pro Bono Service: Mental health counselors contribute to society by devoting a portion of
their professional activity to services for which there is little or no financial return.
M) Consulting: Mental health counselors may choose to consult with any other professionally
competent person about a client. In choosing a consultant, the mental health counselor should
avoid placing the consultant in a conflict of interest situation that would preclude the consultant
from being a proper party to the mental health counselor's effort to help the client.
N) Group Work
1. Mental health counselors screen prospective group counseling/therapy participants. Every
effort is made to select members whose needs and goals are compatible with goals of the group,
who will not impede the group process, and whose wellbeing will not be jeopardized by the
group experience.
2. In the group setting, mental health counselors take reasonable precautions to protect clients
from physical and psychological harm or trauma.
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3. When the client is engaged in short term group treatment/training programs, i.e. marathons
and other encounter type or growth groups, the members ensure that there is professional
assistance available during and following the group experience.
O) Termination and Referral: Mental health counselors do not abandon or neglect their clients
in counseling. Assistance is given in making appropriate arrangements for the continuation of
treatment, when necessary, during interruptions such as vacation and following termination.
P) Inability to assist clients: If the mental health counselor determines that their services are
not beneficial to the client, they avoid entering or terminate immediately a counseling
relationship. Mental health counselors are knowledgeable about referral sources and appropriate
referrals are made. If clients decline the suggested referral, mental health counselors discontinue
the relationship.
Q)Appropriate Termination: Mental health counselors terminate a counseling relationship,
securing a client's agreement when possible, when it is reasonably clear that the client is no
longer benefiting, when services are no longer required, when counseling will no longer serves
the needs and interests of the client, when clients do not pay fees charged, or when agency or
institution limits do not allow provision of further counseling services.

Principle 2 Clients' Rights
The following apply to all consumers of mental health services, including both in- and outpatients and all state, county, local and private care mental health facilities, as well as clients of
mental health practitioners in private practice.
The client has the right:
A) To be treated with dignity, consideration and respect at all times;
B) To expect quality service provided by concerned, trained, professional and competent staff;
C) To expect complete confidentiality within the limits of the law, and to be informed about the
legal exceptions to confidentiality; and to expect that no information will be released without the
client's knowledge and written consent;
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D) To a clear working contract in which business items, such as time of sessions, payment
plans/fees, absences, access, emergency procedures, and third-party reimbursement procedures
are discussed;
E) To a clear statement of the purposes, goals, techniques, rules of procedure and limitations, as
well as the potential dangers of the services to be performed, and all other information related to
or likely to affect the ongoing mental health counseling relationship;
F) To appropriate information regarding the mental health counselor's education, training, skills,
license and practice limitations and to request and receive referrals to other clinicians when
appropriate;
G) To full, knowledgeable, and responsible participation in the ongoing treatment plan to the
maximum extent feasible;
H) To obtain information about their case record and to have this information explained clearly
and directly;
I) To request information and/or consultation regarding the conduct and progress of their
therapy;
J) To refuse any recommended services and to be advised of the consequences of this action;
K) To a safe environment free of emotional, physical and sexual abuse;
L) To a client grievance procedure, including requests for consultation and/or mediation; and to
file a complaint with the mental health counselor's supervisor, and/or the appropriate
credentialing body; and
M) To a clearly defined ending process, and to discontinue therapy at any time.

Principle 3
Confidentiality
Mental health counselors have a primary obligation to safeguard information about individuals
obtained in the course of practice, teaching, or research. Personal information is communicated
to others only with the person's written consent or in those circumstances where there is clear
and imminent danger to the client, to others or to society. Disclosure of counseling information is
restricted to what is necessary, relevant and verifiable.
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A) At the outset of any counseling relationship, mental health counselors make their clients
aware of their rights in regard to the confidential nature of the counseling relationship. They fully
disclose the limits of or exceptions to, confidentiality, and/or the existence of privileged
communication, if any.
B) All materials in the official record shall be shared with the client, who shall have the right to
decide what information may be shared with anyone beyond the immediate provider of service
and be informed of the implications of the materials to be shared.
C) Confidentiality belongs to the clients. They may direct the mental health counselor, in
writing, to release information to others. The release of information without the consent of the
client may only take place under the most extreme circumstances. The protection of life, as in the
case of suicidal or homicidal clients, exceeds the requirements of confidentiality. The protection
of a child, an elderly person, or a person not competent to care for themselves from physical or
sexual abuse or neglect requires that a report be made to a legally constituted authority.
The mental health counselor complies with all state and federal statutes concerning mandated
reporting of sociality, homicidal, child abuse, incompetent person abuse and elder abuse. The
protection of the public or another individual from a contagious condition known to be fatal also
requires action that may include reporting the willful infection of another with the condition.
The mental health counselor (or staff member) does not release information by request unless
accompanied by a specific release of information or a valid court order. Mental health counselors
will comply with the order of a court to release information but they will inform the client of the
receipt of such an order. A subpoena is insufficient to release information. In such a case, the
counselor must inform his client of the situation and, if the client refuses release, coordinate
between the client's attorney and the requesting attorney so as to protect client confidentiality
and one's own legal welfare.

118

References
American Mental Health Counselors Association (2000).

Amy.,Gregory.K.,Bradley. E.( 2011)Cognitive Behavioral Therapy for Depression in Veterans
and Military
Corey. G. (2009). Theory and practice of counseling and psychotherapy 9th ed,
Wadsworth/Thomson Learning, Belmont, CA 94002-3098 USA
Fall. K. ,Holden.J.,Marquis. A. (2004). Theoretical models of counseling and psychotherapy.
Brunner-Routledge, New York.
Flanagan. J., Flanagan. R. (2004). Counseling and Psychotherapy theories in context and
practice. John Wiley & Sons,Inc. New Jersey.
Kendall, P.C. (2000). Child and Adolescent Therapy: Cognitive-Behavioral Procedures. The
Guildford Press, New York.
Kevin,A., Janice,M., &Andre.M.(2004). Theoretical models of counseling and psychotherapy.
BrunnerRosmery.A., (2003).Counseling techniques.TaylorSiFrancis Group New York London
Routledge 29 West 35th Street, New York, NY 10001
Servicemembers: Therapist Manual. Washington, DC: U.S. Department of Veterans Affairs.
Wayne, F. (2005).A Brief Introduction To Rational Emotive Behavior Therapy. Hastings, New
Zealand.

119

