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Introduction 

This is the second edition of a book that I hope continues to be of 
practical value. For counselling must always be that: practical. No 
amount of talking, on its own, can really make a difference if people do 
not end up doing something as a result of counselling. The practical 
thread remains an important one throughout this edition. 

Counselling Skills for Health Professionals is not just a 'how to do it' 
book: people are probably too complicated for that approach to be of 
much use. Counselling is never simply a matter of learning a range of 
skills which you then apply in a range of settings. In the end, counselling 
is about facing the person in front of you, listening to them carefully and 
then supporting them as they work through their problems. For many 
problems, there are no easy answers and counselling doesn't offer any 
'quick fixes'. It is essentially a supportive process. There are many things 
it cannot do. It cannot change certain social and political situations. It 
cannot cure diseases. On the other hand, what it can do is offer people 
more hope. Often, just the fact that there is somone who is prepared to 
hear your story and to listen to you is all that is needed. I remain 
convinced that the key issue in all types of counselling is the ability to 
listen. Some of the best counselling involves the counsellor remaining 
silent for a lot of the time. In the end, we all need to be listened to. 

The basic structure of this book remains unchanged although many 
new sections, checklists and reports from the theory and research have 
been added. The first part of the book explores a range of theoretical 
issues: what counselling is, the issue of self-awareness in counselling 
and maps of the counselling process. The second part of the book 
considers specific counselling skills: listening and attending, counselling 
interventions, coping with feelings and support for the counsellor. I 
have added a chapter on information giving, HIV / AIDS counselling and 
talking with children since all three seem to be important contemporary 
issues. I sense that there has been a subtle change in counselling theory 
away from an almost exclusively client-centred approach towards one 
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that involves information giving as well as facilitation. I have explored 
some of these issues in the new chapter. 

The last part of the book focuses on practical methods of developing 
counselling skills and is addressed to three groups of people: those 
working on their own, those working in pairs and those learning coun
selling in small groups. Practical suggestions are made about how to set 
up and run counselling skills groups. The book then offers a range of 
counselling skills exercises that can be used by any of the aforementioned 
three groups of people. The emphasis, throughout, has been on keeping 
things simple without (I hope) glossing over the complexities of the 
human condition. For this is the paradox: that while simple counselling 
strategies often make a lot of difference, human beings continue to be as 
complex and varied as ever. The book closes with a list of references and 
a bibliography of recommended reading. 

I hope that the increasing call for health education and for self
direction in health care will mean that the skills explored in this book 
will be useful to a wide range of people: from the individual who wants 
to enhance his or her counselling skills to the lecturer or teacher who 
wants practical ideas about running counselling skills workshops. I 
know, too, that the book has been useful on some counselling certificate 
and diploma courses. 

We all have problems in our lives and counselling offers one means 
of exploring and relieving some of them. While I don't believe that 
counselling is the answer to all problems, nor do I believe that coun
selling is something that should and can only be done by trained pro
fessionals. After all, we all counsel our friends and families on a daily 
basis. I do not believe, either, that there is anyone right way to go about 
counselling. We must avoid getting too clever about the degree to which 
we believe that what we do affects other people. In the end, it is the 
person referred to as the client who makes a difference to his or her own 
life. In the end, the client sorts him or herself out. I know, though, that 
careful and honest listening can make a difference. All health profes
sionals can benefit from training themselves to become better listeners, 
to avoid rushing in to 'fix' things for other people and from standing 
back to allow people to sort themselves out. This book is aimed at 
developing some of those essential skills. I hope it is readable and 
practical. 

Philip Burnard 
Caerphilly, Mid Glamorgan 



I What is counselling? 

We are all counsellors. Anyone who works in one of the health profes
sions and comes into regular contact with people who are distressed in 
any way, whether psychologically, physically, spiritually or practically, 
offers counselling help. Counselling is something familiar to everyone: 
there need be no mystique about it. Nor should it be something that is 
reserved for a particular group of professionals who call themselves 
counsellors. As we shall see, it is useful to talk about acting as a 
counsellor and using counselling skills. Thus the discussion is already 
focused on familiar territory. Like all such territory, we can always get to 
know it better. The aim of this book is to explore some facets of coun
selling and to encourage health professionals to identify ways in which 
their counselling skills may be improved. All skills are learned. This is 
true irrespective of any particular psychological point of view we hold. 
Whether we would call ourselves behaviourally, psychodynamically or 
humanistically oriented, there is little doubt that we learn and develop 
skills as we grow, train and live. It is difficult to argue otherwise and to 
say that we are born with counselling skills. 

If it is true that we learn skills in this way, then it also follows that 
we can improve our interpersonal skills. This book focuses on that 
argument and is a practical guide to enable the already functioning 
health care counsellor to become a better one. The practical skills de
scribed in this book may be used in a variety of situations, from talking 
through a period of work-related stress with a friend to coping with a 
client in emotional crisis. The skills involved in these situations turn out 
to be remarkably similar. There are basic human skills that can be 
applied to almost all human situations. In the end, we are always 
working with another human being who is remarkably like ourselves 
underneath the skin. 

There are of course pitfalls to be avoided and these are also dis
cussed. Human problems are rarely profession specific. While the doctor 
deals with aspects of the human situation in a different sort of way than 
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would the physiotherapist, and the nurse is responsible for different 
aspects of care to the speech therapist, in the end the difficulties that 
arise through the process of living turn out to be the domains of all 
health professionals. We all suffer from the same sorts of problems, or as 
Carl Rogers, the founder of client-centred counselling, noted: 'what is 
most personal is most universal' (Rogers, 1967). The fact that we live at 
all gives us a clue to the sorts of problems that anyone can suffer from. It 
also shows us how others overcome their problems, not that everyone 
perceives their problems in the same sorts of ways, and helps us to note 
that suffering is universal. Anyone concerned for another person's health 
and well-being needs, necessarily, to be concerned for what may be 
called that person's problems in living. It is towards these problems in 
living that counselling is directed. 

The processes of counselling can be defined as the means by which 
one person helps another to clarify his or her life situation and to decide 
further lines of action. Lack of clarity often brings anxiety. We are 
frightened by what we do not know or understand and such fear and lack 
of clarity often lead, in turn, to inaction. This is frequently true in health 
care settings. The patient or client who is suffering from chronic illness 
may find it difficult to plan ahead, often through fear born out of lack of 
information about his or her condition. The aim of counselling is to free 
the person being counselled to live more fully and such fuller living 
comes through action. In the end, counselling must have a practical aim: 
it can never be 'only talk'. It must seek to empower the client to become 
confident enough to choose a particular course of action and complete it. 
In this sense, counselling is also a form of befriending, of supporting the 
other person. Again, such befriending is familiar to us all and is a vital 
part of any person's job in the health professions. The nurse befriends 
the psychiatric patient when in the role of community psychiatric nurse. 
The social worker very clearly befriends the families with whom she 
works and the GP becomes a friend to many of his patients. Obviously 
an immediate requirement of anyone who seeks to work as a counsellor 
is that they must like people. This idea of befriending is discussed 
further in Chapter 3, under the heading of the qualities of an effective 
counsellor . 

COUNSELLING OR COUNSELLING SKILLS? 

This book is about counselling skills. It is not, necessarily, about the 
process of becoming a counsellor. What's the difference? Some people 
work as full or part-time counsellors. Their job is to counsel other people 
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and if they were asked what they did, they would say that they were 
counsellors. Many other people use a range of skills, associated with 
counselling, in their everyday work as health professionals. Thus, a 
distinction can be made between working as a counsellor and using 
counselling skills. Not all health professionals who use counselling 
skills will work as counsellors although all counsellors will obviously use 
counselling skills. The primary aim of this book is to encourage those 
working as health care profeSSionals to think about ways in which they 
can use counselling skills in their everyday practice. It is not assumed 
that everyone reading it will want to function, primarily, as a counsellor 
- although, clearly, the book will have relevance to professional coun
sellors as well. 

AN ACT OF FAITH 

Counselling is also much more than just skills, processes and proce
dures. It is more, even, than words, plans and actions. It is also about 
faith. While the efficacy of counselling, from the point of view of re
search, has not been established, those who practise it do so, I suspect, 
because they believe in other people and in the power of helping people 
to tell their stories. We counsel, I suspect, because we have faith in it: 

And how shall we be able to administer help to others without the 
Faith of the Counsellors? (Halmos, 1965) 

Nor are we born equal. This is as much true of our personality struc
tures as it is of any other social, physical or cultural variables. William 
James - a founding father of modern psychology - made this obser
vation, which seems to sum up the vagaries of human nature: 

Some persons are born with an inner constitution which is har
monious and well balanced from the outset. Their impulses are 
consistent with one another, their will follows without trouble the 
guidance of their intellect, their passions are not excessive and 
their lives are little haunted by regrets. But there are others whose 
existence is little more than a series of zig-zags, as now one tendency 
and now another gets the upper hand. Their spirit wars with their 
flesh, they wish for incompatible, wayward impulses which interrupt 
their most deliberate plans, and their lives are one long drama of 
repentance and effort to repair misdemeanours and mistakes. (James, 
1890) 
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Fortunately or unfortunately, it is these differences which make us 
human. 

WHO SHOULD COUNSEL? 

As we have noted, in a sense, everyone is involved in counselling at 
some level. On the other hand, as we have also seen, not everyone 
would formally call themselves 'counsellors'. In trying to offer an answer 
to the question 'who should be trained as counsellors?', Pearce (1989) 
offers the following useful list for consideration. 

• Counselling skills training should be a normal and necessary part of 
the training of all professionals. The depth of training in those skills 
is likely to be greater for those engaged in the helping profes
sions such as nursing, teaching and social work than those who are 
lawyers, dentists, estate agents and so on. 

• At a lower level, the foundation for counselling skills training should 
be laid in schools with an increasing emphasis on providing training 
for students in active listening and on helping them to understand 
and practise the ideas of respect, empathy and genuineness which 
contribute towards building effective relationships. 

• Managers in industry and elsewhere need counselling skills training 
in order to understand how counselling integrates with their other 
functions in working with people (Pearce, 1989). 

COUNSELLING AND THE HEALTH PROFESSIONAL 

Counselling involves listening, helping, empowering and befriending. In 
these respects, it is the central feature of the work of all health profes
sionals. Examples of the application of counselling skills are many and 
some examples are identified below. These examples of health profes
sions and applications are not claimed to be exhaustive of either. 

1. Medicine 
• helping patients and clients to describe their symptoms; 

• helping clients who are experiencing emotional, social and relation
ship problems; 

• facing family crises and difficulties; 
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• helping and empowering the 'worried well'; 
• advising people who are worried about HIV / AIDS; 

• managing health service trusts. 

2. Nursing 
• helping to plan nursing care; 
• identifying the patients' needs and wants; 

• coping with dying and bereaved people; 
• reassuring relatives and colleagues; 

• handling other people's anger and fear; 

• helping students to work through Project 2000 courses; 

• managing health service trusts. 

3. Occupational therapy 
• talking through personal issues with clients, individually and in 

groups; 

• discussing coping strategies; 

• enabling clients to regain their ability to live independently; 

• helping clients to talk about their reactions to their disabilities. 

4. Physiotherapy 
• helping clients to adapt to long-term disability; 

• helping people to cope with their treatment; 

• helping people to regain their motivation in the rehabilitation 
process. 

5. Teaching 
• talking though course work and academic problems; 

• helping students to write essays and dissertations; 

• vocational guidance; 

• pastoral work. 

6. Voluntary work 

• listening to clients' problems in living; 

• supporting other health professionals; 

• coping with other people's emotional release; 

• learning more about yourself. 
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7. Social work 
• enabling the client and family group to clarify problems and identify 

goals; 

• helping parents and their children; 

• enabling client advocacy. 

8. Speech therapy 
• discussing problems with clients; 

• talking to parents and other relatives; 

• working with other health professionals. 

9. Complementary therapies 
• as an adjunct and complement to the therapy; 

• talking while the therapy is being administered; 

• explaining the therapy to the client. 

Many of these aspects of health professionals' roles overlap with each 
other and interrelate between professional roles. It is also clear, though, 
that counselling skills form an integral part of the daily work of all health 
professionals. The skills described and discussed in this book will enable 
all professionals to enhance their daily practice, whatever their particular 
focus. Thus the skills may be used by nurses working with the elderly 
and the mentally ill and also by those working in rehabilitation and 
general medicine. Physiotherapists will find the sections on listening, 
client-centred counselling and on coping with emotion useful when 
helping both the acute and chronically ill. Occupational therapists may 
well find that what are described as counselling skills in this book are 
skills that can be used daily when working with both the individual and 
the group in psychiatric and general practice. 

Davis and Fallowfield (1991) identified the following list of 'de
ficiencies in professional communication' which they use to preface their 
work on developing counselling skills in the health professions. They 
offer a useful set of points to consider in any health care professional's 
work: 

1. failure to greet the patient appropriately, to introduce themselves, 
and to explain their own actions; 

2. failure to elicit easily available information, especially major worries 
and expectations; 



Varieties of counselling 9 

3. acceptance of imprecise information and the failure to seek 
clarification; 

4. failure to check the doctor's understanding of the situation against 
the patient's; 

5. failure to ~ncourage questions or to answer them appropriately; 

6. neglect of covert and overt clues provided verbally or otherwise by 
the patient; 

7. avoidance of information about the persona, family and social situa
tion, including problems in these areas; 

8. failure to elicit information about the patient's feelings and percep
tions of the illness; 

9. directive style with closed questions predominating, frequent inter
ruptions and failure to let the patient talk spontaneously; 

10. focusing too quickly without hypothesis testing; 

11. failure to provide information adequately about diagnosis, treatment, 
side-effects or prognosis, or to check subsequent understanding; 

12. failure to understand from the patient's point of view and hence to 
be supportive; 

13. poor reassurance. 

Although their list refers to 'doctors' and 'patients', Davis and Fallow
field's points could be applied to any health care situation and any set of 
relationships between health care professionals and the people with 
whom they work. 

Reflecting on counselling 

Does everyone benefit from counselling? Arguably, counselling suits 
best those who can express themselves clearly. It seems possible that 
some people who find expressing their thoughts and feelings very 
difficult might find counselling less than useful. 

VARIETIES OF COUNSELLING 

To identify the variety of aspects of the counselling process, it will be 
useful to identify different sorts of counselling. Counselling is not one 
set of skills to be used in a narrow range of situations but a differing and 
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often idiosyncratic mixture of personal qualities, practical skills and 
interpersonal verbal and non-verbal behaviours that combine to make up 
a particularly caring aspect of the health professional's job. Later, it 
will be necessary to consider how the counsellors need to take care of 
themselves: human caring of the sort being described here takes its toll. 
We cannot be involved with others without that contact touching our 
own lives, our belief and value systems and our emotional make-up. 
Counselling is a remarkably personal activity which not only changes the 
client but also changes the counsellor. As carers, we need to take care of 
ourselves. 

Supportive counselling 

One common form of counselling is when we are asked to support 
people. This may take the form of acting as a sounding board for their 
ideas, plans or suggestions. The primary skill required in acting in this 
way is the skill of listening. To really listen to another person is the most 
caring action of all. Listening is more fully discussed in Chapter 6 of 
this book. In that chapter, various aspects of the listening process are 
explored and the reader is offered practical suggestions about how to 
improve their listening skills. While we all have experience in listening, 
so do we all have experience of only half listening - of being so caught 
up with our own concerns and of rehearsing our answers. All of these 
things distract us from the process of offering true support to another 
person. If we are to offer supportive counselling, we must learn to give 
ourselves almost completely to the other person for the period we are 
with them - not really an easy task. 

Supportive counselling also calls for more than just the ability to 
listen: it calls for the capacity to imagine how the world seems to the 
other person. It is to offer what Rogers called 'empathic understanding' 
(Rogers, 1983). This is similar to the old Indian idea that you shouldn't 
criticize a person without having first walked a mile in his moccasins. To 
support is also to understand what the other person is feeling. The 
degree to which it is possible to offer this sort of empathy is open to 
question and this, too, is taken up in a later chapter. 

Another important aspect of any discussion about offering support 
on a professional basis is the question of commitment to the process. 
Alistair Campbell discusses this issue eloquently in his book Paid to Care 
(Campbell, 1984a). There is something curious about the fact that any of 
us is involved in caring for others in a way that involves deep under
standing, while also doing a job of work. We need, as users of counselling 
skills, to consider our motives. While altruism and true caring for the 
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needs of others must be at work in the counselling process, it is also 
reasonable to assume that in supporting others we are also getting 
something out of the process for ourselves. Social exchange theory offers 
the cynical view that there is always a 'payoff' in human relationships. 
Homans (1961) goes as far as to suggest that: 

The open secret of human exchange is to give to the other man 
behaviour that is more valuable to him than it is costly to you and to 
get from him behaviour that is more valuable to you than it is costly 
to him. 

Nothing, perhaps, is free. We need to be clear about our motives when 
offering support and clear about why we are offering support to the 
other person. If it is part of a professional commitment and part of our 
job, then we need to work through the implications of that, too. We 
need to make sure that we can be sincere in our work as well as being 
fully aware of bpth the cost and the benefits to ourselves. 

Supportive counselling occurs in a variety of settings. The physio
therapist who sees a client through the lengthy rehabilitation process is 
also offering a type of supportive counselling. It is the physiotherapist 
who often has to listen to the client's darker thoughts and feelings, 
during the inevitable troughs in rehabilitation. The voluntary worker in a 
general hospital often undertakes supportive counselling as a very 
specific part of his or her role. Very often, they have the time that 
other health care professionals do not have (or claim not to have). Also, 
perhaps, because they are doing the job 'for love', their motives for 
supporting may be clearer. They are taking on the role of counsellor 
simply because they want to. General practitioners, in allowing their 
patients to verbalize their personal and family problems, are also offering 
supportive counselling. Student nurses working in a wide range of 
settings, from working with the mentally handicapped to caring for the 
terminally ill, regularly face situations in which they are asked to be 
supportive. 

All health professionals have to help patients and clients adapt to 
various situations, from learning to live with paralysis to coping with a 
colostomy. In many of these situations, patients and clients have to 
adjust to a different body image - a changed perception of self. For
tunately, such adaptation can be made but the health professional who 
can offer adequate and appropriate support can do much to smooth the 
process. 

The skills outlined in this book can enable health professionals to 
survive the pressures of such situations. Health care, particularly in the 
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UK, has changed dramatically in the past ten years. The provision of 
care, the means of financing it, the numbers of people involved as carers 
- all of these factors have put pressure on health care professionals as 
well as on the clients who are recipients of care. Such factors can be 
emotionally exhausting and undermining. In the past, it was usual to 
encourage health professionals to 'grin and bear it', to hide their feelings 
wherever possible. Today, the situation is paradoxical. On the one hand, 
there is intense pressure on health professionals' economizing and 
making sure that they offer 'value for money'. On the other, they are 
more readily encouraged to express their feelings about caring. Thus the 
'hard-nosed' and the 'softer' approaches seem to have corne together. 
We all have to be sound business people and, at the same time, re
member our humanity and frailty. 

Informative counselling 

Health professionals develop a considerable amount of knowledge about 
the domain in which they work. Some of this is 'formal' knowledge: 
knowledge learned from books, lectures and through the educational 
processes of colleges and universities. Lots of it, though, is 'experiential' 
or personal knowledge that is gained through the process of living and 
working with other people. Much of this knowledge relates directly to 
how people function and feel. Different sorts of health practitioners have 
different sorts of very specific knowledge about physiology, disease and 
health. Many have a wealth of 'ingrained' knowledge that involves 
intuition as well as rationality. Clients often ask for very specific infor
mation about the nature of their health or lack of it and such information 
is clearly what makes up informative counselling. Clearly, the client 
requires accurate and understandable information and information upon 
which he can act. A current example of how people may require infor
mative counselling is in the field of HIV and AIDS. People require an 
understanding of how they should conduct their sexual relationships or 
manage the administration of intravenous drugs. All of this requires a 
considerable knowledge base. It is not a simple matter of knowing about 
using condoms or of needle-exchange schemes: it is just as much about 
relationships - both gay and straight - and about people's feelings 
and fears. 

People, then, need information. Someone else has that information 
and all that is left is for the information to be handed over. In reality, of 
course, it is rarely as simple as that. Any information concerning me and 
my body or my life concerns me - not in a detached, academic way but 
in a very personal sense. Anyone who has been a patient in hospital or 
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who has been given advice in a general practitioner's surgery will know 
the difference between what information 'means' to the medical profes
sion and what it means to the person who is hearing it. Thus, the giving 
of information, in the health professions, is unlike the giving of infor
mation in, say, estate agency. In the latter, we are dealing, at least to 
some degree, with impersonal, objective facts. In the former situation, 
the case is overlain with an emotional aspect that calls at once for 
sympathy, empathy, tact and considerable skill. To give another person 
information about themselves or their relatives is an emotional process. 
While the information must be accurate, the delivery of that information 
must be appropriate to the needs of the receiver. 

Another problem arises here. Giving information about illness, health 
or physiology may be straightforward if we develop the skill of giving it 
sensitively. With problems in living, alluded to above, the situation is 
different. When it comes to giving another person information about 
how to live his or her life, we are on much less certain ground. Some 
would argue that the only person who is truly able to furnish information 
about other people's problems in living is that person themselves. It 
seems prudent to avoid offering information about other people's life 
situations unless it is directly asked for by the client and then give it only 
tentatively. The temptation is often great to suggest to clients what we 
think they should do. Or perhaps we offer them suggestions as to what 
we would do given their situation. Such advice is not usually very 
helpful but, fortunately, rarely dangerous. It seems that people are self
protecting in this respect and they do not accept advice that they cannot 
use. On the other hand, this may be a reflection on the way in which 
clients choose the people they seek out to be counselled by. John-Paul 
Sartre (1973) suggested that one person goes to another for advice already 
knowing the sort of advice that they will receive. They may not do this 
consciously, but it would seem that this process of selection does take 
place on some deeper level. As a demonstration of this, in your own life, 
reflect for a moment on whom you would choose to talk to about the 
following: problems about money; sexual problems; problems of self
confidence. Now ask yourself what sort of advice you would be likely to 
receive from the people you have chosen. It seems likely that you select 
out the people who will tell you what (at some level or another) you 
already know. 

Informative counselling, then, is best restricted to concrete situations, 
where expert information can make a direct contribution to the person's 
well-being. We have noted that this is rarely the case: better and more 
effective methods of counselling exist and the skills involved in these 
methods are easily learned. However, there are exceptions to all this and 
these are also explored in a later chapter. 
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Informative counselling in practice 
Sally is a physiotherapist who is visiting an elderly patient, Jean 
Andrews, in the ward before the latter has an operation for a hip replace
ment. During the process of being taught breathing exercises, Jean asks 
Sally about her operation. Sally uses client-centred counselling interven
tions to establish what Jean has and has not been told about her coming 
operation. She is then able to offer clear and precise information about 
what may be expected, being careful not to use jargon or to 'talk down' 
to Jean. In this way, Jean's anxieties are relieved and she is better 
prepared for her operation because of her increased knowledge. There is 
evidence to suggest that patients who are given sufficient information 
about surgery and its possible outcomes suffer subjectively less pain than 
do those who are not prepared in this way (Hayward, 1975). In this 
example, too, the information given is of a concrete and practical nature 
that will enhance the patient's comfort and relieve her anxiety. 

Educational counselling 

Health professionals are often to be found in educational settings. Most 
of the professions employ people trained in those professions as educa
tors to the next generation. Many of the caring professions operate 
an apprenticeship type of training in which work in the field is com
bined with blocks of academic study. This format, however, is changing 
rapidly. The nursing profession, for example, used to use an apprentice
ship approach to training but has replaced it with a scheme in which all 
trainee nurses are full-time students in colleges and universities and 
who spend short periods in clinical practice with supernumerary status. 

People who work in an educational capacity frequently find them
selves in the role of personal tutor to one or more students. Such 
tutoring combines both the educational aspects of the student's life and 
the personal. It is this dual function that can combine both types of 
counselling discussed previously: the supportive and the informative. It 
is usually useful, however, to establish some parameters to the student/ 
tutor relationship and the use of a contract is helpful here. 

In contract setting, the tutor negotiates the following with the 
student: 

• the amount of time that they will spend together (e.g. 1 hour per 
week); 

• the type of counselling relationship that is required (e.g. academic 
and course related and/or personal); 
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• whether some academic counselling will take place in small groups 
to include other personal tutees. While this may not suit all students 
it is more economical in terms of the tutor's time; 

• what both student and tutor expect of the relationship. 

There are occasions on which the personal aspects of a student's life will 
shade into their academic life. On the other hand, to keep a counselling 
conversation focused on one or other of these topics can enable both 
tutor and student to clarify what it is they want from the relationship 
then. Hopefully, too, the distinction can enable some objectivity about a 
student's academic work to be maintained by the tutor, although this can 
be a problem. When personal issues are discussed alongside academic 
issues, the problem of how to assess written and project work can 
become difficult as the tutor may be too distracted by the personal issues 
that are involved. Sometimes, this may form an argument for personal 
tutors only being concerned with academic and work-related issues. 
Some might argue that if such tutors begin to help on personal issues 
then they are likely to lose the ability to stay objective about students' 
academic work. To this end, many colleges and universities employ 
student counsellors who will see students to talk about personal issues. 
Unfortunately, it remains the case that such counsellors are sometimes 
stigmatized: some students still see it as something of a personal weak
ness if they have to consult the college counsellor. The ideal picture, 
perhaps, is of a personal tutor who can move freely between academic, 
work and personal issues, while retaining a certain objectivity about 
course work. This is, in practice, harder than it sounds. 

The skills of educational counselling and coaching turn out to be 
very similar to those of other sorts of counselling. This is illustrated, 
quite dramatically, by the late psychologist George Kelly, in his descrip
tion of the various facets of his work as a teacher and as a therapist: 

One of my tasks in the 1930's was to direct graduate studies leading 
to the Master's Degree. A typical afternoon might find me talking to 
a graduate student at one o'clock, doing all those familiar things that 
thesis directors have to do - encouraging the student to pin-point the 
issues, to observe, to become intimate with the problem, to form 
hypotheses either inductively or deductively, to control his experi
ments so that he will know what led to what, to generalize cautiously 
and to revise his thinking in the light of experience. 

At two o'clock I might have an appointment with a client. During 
this interview I would not be taking the role of the scientist but 
rather helping the distressed person work out some solutions to his 
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life's problems. So what would I do? Why, I would try to get him to 
pin-point the issues, to observe, to become intimate with the prob
lem, to form hypotheses, to make test runs, to relate outcomes to 
anticipations, to control his ventures so that he will know what led 
to what, to generalize cautiously and to revise his dogma in the light 
of experience ... (Kelly, 1963) 

So was born Kelly's personal construct theory, in which Kelly maintained 
that 'people are scientists' who are continuously developing hypotheses 
about how they and the world around them will be and then testing 
those hypotheses against how the world actually turns out. 

As more health care training schemes move into higher-education 
settings, it is worth noting the findings of a recent survey in which it 
was found that success at university may tend to be associated with: 

• personal confidence and a feeling of competence in learning; 

• hopeful but realistic projection into the future occupational and 
social roles; 

• emotional stability; 
• temperamental tendency towards introversion; 

• relative independence from teachers; 

• a tacit acceptance of the curricular and work demands arising within 
the structure of tuition (Wankowski, 1991). 

Management counselling 

One more aspect of counselling is the sort that managers do. A person 
who is in management in the health service is increasingly under pres
sure to ensure a high-quality service on a strict budget. Just as the health 
service has changed dramatically in the past few years, so has the 
manager's job. Often, in the past, managers have been strictly the 'doers' 
and the management culture of recent years has placed a premium on 
achieving results and on bringing an entrepreneurial approach to health 
care management. Fortunately, too, management theory and practice 
have also absorbed some ideas from the 'person-centred' approach to 
working with people, as advocated by Rogers (1967) and others. Some
times, this means that the manager who also has a counsellor role has to 
learn to step back a little and allow the other person to find solutions to 
his or her own problems. Reddy sums up the issues in management 
counselling thus: 
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There are other typical apprehensions and mistakes which hold 
back some managers from offering help when they are best placed to 
offer it: 

• they plunge into talking about themselves with the idea that this 
will help: it probably won't 

• they set about cheering the other person up: this can be doubly 
depressing 

• they move straight into the solution mode: understandably - but 
too soon 

• they think that help necessarily means doing something for a 
person: often it doesn't 

• they believe that at the very least they will need to find a piece of 
cogent advice: not necessarily. 

What are they supposed to do then? Is there anything left? What is 
left is the essence of counselling and helping. (Reddy, 1985) 

Counselling in crisis 

Another aspect of counselling is helping people who suddenly find 
themselves in crisis. Murgatroyd and Woolfe (1982) have characterized a 
crisis in the following ways. 

• Symptoms of stress - the person experiences stress both physically 
and psychologically. 

• Attitude of panic or defeat - the person feels overcome by the 
situation and experiences both helplessness and hopelessness. 

• Focus on relief - their person wants, more than anything else, relief 
from the feeling of being in crisis. 

• Lowered efficiency - in other areas of their life, apart from the crisis, 
the person's functioning may be impaired. 

• Limited duration - because the experience is psychologically painful, 
it does not last long and can be viewed as an acute experience of 
limited duration. 

There are many different sorts of crises that occur in people's lives, 
ranging from sudden death to the realization of child abuse in a family. 
Differences occur, too, about the point at which individuals perceive 
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themselves to be in crisis. Thus, the point at which counselling inter
ventions are offered will vary from person to person. Sometimes that 
intervention is offered through access to a crisis intervention team of one 
sort or another. Usually such teams are multidisciplinary and offer the 
services of a range of practitioners. At other times, crisis counselling is 
offered through telephone counselling and through a range of help
lines. Clearly, telephone counselling calls for a very different range of 
skills than does face-to-face counselling in that the immediate presence 
of the person in distress is missing. In such a situation, all non-verbal 
means of communication between the two people are lost and verbal 
intervention is almost the only means of interchange available. The word 
'almost' is used deliberately here, for even on the telephone an intuitive 
sense of a situation may be grasped by the effective counsellor. General 
guidelines in counselling on the telephone include the following. 

• Allow the caller to talk freely. Try not to interrupt them but keep 
them talking. 

• Take the lead from the caller. Explore the issues he or she wants to 
talk about. 

• Once you have established a rapport, try to make sure that the caller 
(or other people in his or her company) are out of direct danger. 

• Use occasional 'minimal prompts' to show that you are listening 
('mm' or 'yes') but use them sparingly. 

• If appropriate, make sure that you have the caller's name and a 
contact phone number. Make sure that the caller knows your name. 

Crisis counselling calls for swift action in helping the person to function 
effectively. Schwartz (cited by Murgatroyd, 1986) offers some suggestions 
about how such action may be initiated. Among other things, Schwartz 
suggests the following steps that the counsellor may take. 

• Help the person face up to the crisis - discourage denial and attempt 
to help them to be objective. 

• Break up the crisis into manageable doses - most people can deal 
with serious problems more easily if they are not overwhelmed by 
the sheer magnitude of the situation. 

• Avoid false reassurance - the counsellor should resist the temptation 
to prematurely assure the person in crisis that 'everything will work 
out OK'. 
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• Help and encourage the person to help themselves - if the person in 
crisis can actively use the help of friends or family this will cut down 
the dependence on the counsellor and increase decision making. 

• Teach the person in crisis coping skills - once the immediate danger 
has passed, the individual needs to develop a repertoire of coping 
strategies to help ward off future and similar situations. 

Crisis counselling is demanding work and the urgency of the situation 
often calls for quick decisions to be made. In such situations it is easy for 
the counsellor to take over too quickly and to try to take control of the 
situation. While this may help in the first instance, such an approach 
does not help the person in crisis in the longer term. Sometimes, crisis 
counselling calls for considerable constraint by the counsellor and it is 
often emotionally draining. Consequently, it is often helpful, wherever 
possible, for crisis counselling to be conducted in pairs or by a small 
group of people. In this way, mutual support is offered by the counsellors 
to each other: the responsibility for the situation is shared and more 
objective help can be offered. However crisis counselling is organized, 
the counsellor should have available a list of names and telephone 
numbers of other agencies who are likely to be able to help. Knowing 
that you have a referral number to the local social services, police, rape 
crisis centre or other agency means that you are more readily able to 
offer concrete and practical help to defuse the situation. 

There are many examples of crises that health care professionals may 
have to help their clients or patients through and a short list of examples 
of such crises would include, at least: 

• rape or sexual assault; 
• sudden death of a partner or spouse; 

• child abuse; 
• sudden death of a child; 
• trauma caused by accident or injury; 
• sudden onset of acute psychological or emotional distress; 

• suicide or attempted suicide; 

• facing of death or the process of dying; 

• concern about HIV/AIDS; 

• fear of surgical intervention; 

• sudden and acute physical pain; 

• acute anxiety about the future; 

• panic attacks. 
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Post-trauma counselling 

In the past few years, as in other decades and centuries, we have 
witnessed large-scale wars, disasters and personal tragedies. The sort of 
counselling that is undertaken to help someone after a major trauma 
is similar, in a way, to that used to help the bereaved (Parkinson, 
1993). Parkinson suggests that there are four main tasks in post-trauma 
counselling: 

1. to help people to accept the reality of their experiences and to 
counteract the defence of denial; 

2. to encourage them to feel the pain and to provide reassurance of the 
normality of their reactions. This also deals with the problem of 
denial; 

3. to help them adjust and adapt to the changes which have taken place 
in their lives; 

4. to help them redirect their emotions and their lives so that they can 
move to acceptance and healing (Parkinson, 1993). 

In the end, as in all forms of counselling, the person, him or herself, has 
to find their way through. Brian Keenan, for nearly five years a hostage 
in the Middle East, wrote the following in an article in The Guardian on 
Friday 9th August 1991, soon after the release of his friend and fellow 
hostage John McCarthy. 

Each man must find within himself the various methods to contain 
and control the pain and confusion within. There are no ready-made 
answers. It is a slow process of rediscovery, where denial or flight 
from the inward turmoil is the antithesis of self-healing. We go that 
road alone. We may be helped but we cannot be pushed or mis
directed. We each have the power within us to re-humanise our
selves. We are our own self-healers. 

Keenan was writing about the after-effects of trauma but he might have 
been writing about anyone who experiences profound personal and 
emotional problems and his words summarize well the central issue in 
counselling: self-healing. 

Counselling in spiritual distress 

Spiritual distress is the result of a total inability to invest life with 
meaning. It can be demotivating, painful and can cause anguish to the 
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sufferer. Counselling people who experience such distress presents a 
considerable challenge to health professionals who care for them. 

It would seem that the need to find meaning in what we do is a very 
basic human need (Bugental and Bugental, 1984). Such meaning may be 
framed in a set of religious beliefs that can take very varied forms 
(Wallis, 1984). Alternatively, meaning may be found through adherence 
to a particular ideological viewpoint: philosophical, psychological, socio
logical or political. Others take the view expressed by Kopp (1974) that 
there is no meaning to life except what we as individuals invest in it. 
Those with a positivistic scientific view of the world may dismiss the 
metaphysical altogether and thus the notion of a spiritual problem does 
not arise for them. 

The first qualification for engaging in spiritual counselling may 
be the development of an understanding of a wide range of religious 
doctrines, philosophical and political systems of thought and an ap
preciation of how various thinkers throughout history have approached 
the ultimate questions of life. Such an enterprise can be humbling. It can 
enable us to understand that not everyone views the world as we do and 
may guard against any temptation on the part of the counsellor to 
proselytize. As Jung pointed out (Fordham, 1966), the counsellor needs 
to be a 'wise' person, not only trained in counselling methods but also 
widely read, experienced and open minded. 

Counsellors also need, perhaps, a highly developed intuitive sense: 
the ability to see and understand beyond the words that people use to 
attempt to express themselves. Carl Rogers noted that he felt himself to 
be functioning best as a counsellor when he paid full attention to this 
intuitive sense (Rogers, 1967). Counselling in the spiritual domain, then, 
is far more than the development of a range of counselling skills. It 
involves the whole person and can, at times, tax the counsellor's own 
belief and value system. Indeed, the counsellor must be prepared to 'live 
on the edge' when counselling in spiritual distress and acknowledge that 
there are times when there are no answers to the taxing problems of 
meaning. 

Who, then, are the people likely to require spiritual counselling? The 
range of those who experience spiritual problems is wide and includes 
adolescents suffering from identity crises (Erikson, 1959), to those in 
middle age who may suddenly be faced with the difficulty of indivi
duation (Storr, 1983), to the older person who may fear death. Along 
this age dimension are those of any age who suddenly find themselves 
confronting the issue of personal meaning. This may happen as part 
of a depressive illness but it may also happen when depression is not 
present. Dispiritedness, or the failure to find meaning, has been de-
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scribed as a state of mind separate from depression and identified as the 
questioning of the point of life in someone who is otherwise functioning 
'normally' (Tillich, 1952; Bugental, 1980). It may occur, for instance, in 
the person who up to that point has held well-defined religious beliefs 
but who now has doubts about them. It can happen in those who are 
faced by some sort of extreme challenge in life and are left questioning 
the reasons for such an occurrence. It can occur, also, because of the 
crises described in the previous section and should be looked for as a 
possibility after the immediate crisis has abated. Clearly, it can occur in 
many situations that are found in hospitals: during sudden, severe 
and life-threatening illness; following surgical intervention that causes 
changes in body image (mastectomy, for example); following the death 
of a child or a close relative; and many other situations in which the 
person may call into question the issue of meaning. 

In later life, the problem of individuation, described by Jung (Storr, 
1983) as the quest for finding and understanding the self, may be pre
ceded by a feeling of vacuum, pointlessness and lack of ability to be self
motivated. The psychoanalyst Victor Frankl has described this feeling as 
an 'existential vacuum' (Frankl, 1959, 1969, 1975). He argues that this is 
characterized by despair, distress and a feeling of emptiness. Frankl is 
clear, however, that this is not a neurotic condition but a very common 
human experience. Indeed, such a feeling is well described in works of 
literature that are concerned with the human condition. It occurs in the 
hero of Sartre's Nausea (1965) and Hesse's SteppenwolJ (1927) and is 
addressed extensively in Colin Wilson's survey of such literature, The 
Outsider (Wilson, 1955). It is the darker side of the human situation. 

The whole issue of dispiritedness, existential vacuum or spiritual 
collapse presents a great challenge to the health professional who meets 
people suffering from such life crises. How, then, may we help the 
person who, almost by definition, seems beyond counselling? Perhaps 
the first thing that the counsellor can do is to listen to the person. It is 
tempting when we are threatened by the content of another person's 
conversation to refuse to let them talk. Somehow, the despairing content 
of their conversation seems to call into question our own beliefs about 
life. This may be the case and it suggests that before we engage in 
counselling of any sort we clarify our own belief and value systems 
(Simon et al., 1978). If we are clearer about our own view of life, we 
may find that we are less threatened by the views of others. There is, 
however, no guarantee. We enter every spiritual-counselling situation as 
something of an act of faith: there can be no absolute certainty that we 
will not be changed by the encounter. It may be important that this is 
the case. If we are so secure in our own belief system, we may also 
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become closed minded and less questioning: such a position is probably 
not the best one from which to work as a counsellor. 

Apart from listening to the person who is experiencing spiritual 
distress, we need also to accept what they say; if someone expresses 
particularly negative thoughts, the temptation is to try to persuade them 
to think otherwise. In counselling, however, the aim is to listen and to 
accept and not to argue. Often this means that the person being coun
selled needs to quietly talk through something, sit in silence for some 
time and generally to acknowledge and face the blankness that they 
feel. Often the very facing of the blankness can lead to an apparent 
paradoxical change. It is as though through allowing and accepting the 
feeling, the feeling itself changes. Sometimes those who face complete 
meaninglessness, find meaning. This accent on accepting rather than 
fighting feelings is described in detail by Riebel (1984), who calls it 
the homeopathic approach to counselling. She adopts the metaphor of 
homeopathy to describe this process of 'allowing' a condition or state 
of mind rather than fighting it. In homeopathic medicine, small doses of 
toxins that cause an illness may be given as a remedy for the illness. So, 
in homeopathic counselling, the thoughts and feelings that are troubling 
the spiritually distressed person are encouraged rather than argued 
against. Sometimes by such encouragement the dispirited feelings are 
transformed or transmuted and replaced by more positive, life-asserting 
feelings. 

Closely allied to this homeopathic approach is that which involves 
the use of paradoxical strategies. These are variously described as 
paradoxical intention (Frankl, 1960, 1975), paradoxical interventions 
(Tennen et al., 1981) and paradoxical therapy (Fay, 1978). These make up 
a cluster of techniques whose essential element is an unexpected reversal 
of the anticipated procedure. Thus, instead of joining forces with the 
client to tackle his dispiritedness, the practitioner suggests a continuance 
or even an intensification of the negative feelings. This curious about
turn in counselling can, again, sometimes encourage a contrary allevia
tion of the negative feelings. It is as though by being implored to get 
worse, the client gets better! On the other hand, such an approach will 
not work with everyone, nor will it suit every practitioner. It is, however, 
an approach that may be considered as one or more means of helping 
the distressed person. 

This is, perhaps, the crux of spiritual counselling and, for that matter, 
of any sort of counselling - that no one approach works for everyone. 
Health professionals engaged in spiritual counselling need to remain 
sensitive to personal needs and differences. Indeed, if they can develop 
the deeper listening approach alluded to previously and described in 
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more detail in Chapter 5, they may enter the client's world view and 
discover, through the client, the right approach. The client, in other 
words, is telling the counsellor what help he or she needs. The difficulty 
lies in being receptive to that description. There are times when clients 
have great difficulty in articulating what their needs are, but such articu
lation is nearly always possible given time and sensitivity and also a 
considerable amount of humility on the part of the counsellor. 

Health professionals acting as counsellors always need to know their 
limitations. They need to know when to call in other help agents, 
whether those agents are doctors, clergy, other members of the family or 
other health professionals. There are times, too, when counsellors have 
too close a relationship with the client and find their own judgement 
clouded by this closeness. If they are supported by other colleagues, 
such a period can be worked through to the benefit of both client and 
counsellor. 

The skills involved in counselling the person who is spiritually dis
tressed may serve as a template for the sorts of skills required in all 
counselling situations. Perhaps because of the extreme nature of the 
person's feelings, counselling in this situation calls upon certain aspects 
that we shall encounter repeatedly in later chapters: the ability to listen, 
to accept and to have some self-understanding. 

It should be noted, too, that the word 'spiritual' used in this context 
is not necessarily synonymous with the word 'religious'. Spiritual con
cerns, as they are described here, are concerns about meaning. The 
quest for meaning is probably a universal one and is just as much the 
domain of agnostics and atheists as it is of believers. 

Counselling in spiritual distress in practice 
Sian is a senior nurse in a large psychiatric hospital. While talking to 
Ann, a ward sister, during her staff-appraisal meeting, she discovers 
that Ann finds it difficult to sustain interest in her work as the person in 
charge of an acute-admissions ward. At first, this lack of motivation 
appears to be a result of having worked on the ward for two years. After 
further discussion, however, Ann talks of her difficulty in seeing the 
'point' of her work and talks of a general disenchantment with life itself. 
Sian and Ann meet regularly and Ann is allowed to talk through her 
feelings. Gradually, she discovers a sense of purpose again, although 
there are times when both Sian and Ann are uncertain about the possible 
outcome of their discussions. Sian notes, too, that earlier in her career as 
a psychiatric nurse she would have tended to dismiss Ann's problem as a 
symptom of depression. 
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Counselling in emotional distress 

Frequently, there are times when the counselling relationship can evoke 
emotion in the client, Sometimes this occurs out of the discussion that 
the client is having - the very nature of the material under discussion is 
painful and brings to the surface a great deal of bottled-up feelings. At 
other times, the client comes to the practitioner in distress. 

In the first instance, when the client is stirred up by the nature of the 
discussion, the most helpful thing that the counsellor can do appears to 
be to allow the full expression of those feelings (Heron, 1977a). As we 
have seen in the previous section, this allowing goes against the cultural 
grain. We are more readily moved to cheer the person up or to help 
him or her to stop expressing strong feeling, even more so when that 
person's expression of emotion stirs up feelings in us as counsellors. It 
is arguable, however, that it is exactly because the person has been 
encouraged to bottle things up that they perceived themselves as having 
problems. It is as though the bottled-up emotion changes the person's 
perception, tending to make it more negative. On the other hand, if 
those emotions are fully released, the person's perception of the situation 
will often change to the more positive. Clearly, this is not always the 
case. People in all walks of life experience real and distressing situations 
that cannot easily be resolved: death in the family, unemployment, 
illness, financial problems and so forth. None of these situations can 
be changed easily by the process of counselling. Although this is true, 
the individual's perception of their situation may still change through 
counselling and, in this case, through expression of pent-up emotion. 
In a sense, there are no good or bad life situations: what is good and 
bad is the way that we view those situations - the sense we make of 
them. While counselling may not be able to halt the fact of much of 
life being intractable, it can help in encouraging a more positive and life
assertive world view. 

In the situation where the client comes to the practitioner in a 
distressed and emotional state, a decision has to be made whether to 
distract that person and move them away from their emotional release or 
whether to accept the release as outlined previously. Much will depend 
here on what the client is asking of the counsellor. Are they asking for 
help to control their emotional state? Are they asking that the counsellor 
hear them and allow them their expression? As we noted in the section 
on counselling in spiritual distress above, the counsellor must learn to 
read the signs and to hear what is being requested. If there is still 
ambiguity and the client's needs and wants are not clear, the counsellor 
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has the option of asking the client what they want. At first, this may 
seem like an uncomfortable option. In practice, it is quite possible to say 
to the other person, 'Do you want to continue crying or would you like 
me to help you stop?'. Again, such an intervention is counter-cultural. 
Normally we do not ask such questions! The question can do much to 
help the client to decide exactly what is needed at this time. It is easy to 
imagine that because a person is crying, they are out of control in every 
other respect. The person who is crying is still able to be self-determining 
and still able to make decisions about what it is they do or do not want 
of another person. 

THE STRANGER-ON-THE-TRAIN PHENOMENON 

Perhaps a reason counselling in emotional distress 'works' is that clients 
can feel comfortable disclosing their problems to a complete stranger. 
While it may be difficult to talk to someone you know really well, 
paradoxically it can be easy to self-disclose, in some depth, to a com
plete stranger. Often, the counsellor can fulfil the role of the complete 
stranger. This tendency to disclose in this way has been called the 
'stranger-on-the-train' phenomenon and, ironically, it is best described 
by the travel writer and novelist Paul Theroux: 

The conversation, like many others I had with people on trains, 
derived an easy candour from the shared journey, the comfort of the 
dining car, and the certain knowledge that neither of us would see 
each other again. (Theroux, 1977) 

The specific skills involved in helping the person who is experiencing 
emotional release are described in Chapter 7. This section has merely 
opened up the question of what to do when someone is in emotional 
distress. Again, it seems, the accepting method has much to commend it 
as a style of counselling. 

COUNSELLING CONTEXTS IN THE HEALTH CARE 
PROFESSIONS 

The range of situations in which health care professionals may be called 
to counsel is vast and no one list is likely to cover every possibility. It is 
interesting, however, to note the contexts described in Davis and Fallow
field's (1991) book and to attempt to add to it: 
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• counselling and renal failure; 

• counselling and disfigurement; 

• counselling in head injury; 

• counselling with spinal cord-injured people; 

• counselling people with multiple sclerosis, and their families; 

• infertility counselling; 

• counselling in gynaecology; 

• genetic counselling; 
• neonatal intensive care counselling; 

• counselling families of children with disabilities; 

• counselling in paediatrics; 

• counselling patients with cancer; 

• counselling in heart disease. 

Other contexts in the health care professions that might be added to this 
list would include, at least: 

• HIV and AIDS counselling; 

• counselling gay and bisexual people; 

• counselling in sexual disfunction; 

• career counselling; 

• racial counselling; 
• counselling in mental health settings; 
• rehabilitation counselling. 

THE RANGE OF COUNSELLING INTERVENTIONS 

Whatever sort of counselling is undertaken, certain skills and processes 
are involved. Counselling skills can be divided into two groups: 

1. listening and attending; 

2. verbal-counselling interventions. 

In other words, the counsellor listens to the client and verbally responds. 
The skills involved in listening are described more fully in Chapter 6. It 
may be useful, however, to identify the range of counselling interven
tions that may be used in any counselling situation. John Heron - a 
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British philosopher and humanistic therapist - has devised a valuable 
division of all possible therapeutic interventions called 'Six-category 
intervention analysis' (Heron, 1986). The analysis transcends any par
ticular theoretical stance adopted by the counsellor and has many appli
cations. The six categories described in Heron's analysis are: 

1. prescriptive interventions 

2. informative interventions 

3. confronting interventions 

4. cathartic interventions 

5. catalytic interventions 

6. supportive interventions. 

These six categories will be described in further detail but it is important 
to note that Heron further subdivides the categories into those he calls 
authoritative (the first three) and those he calls facilitative (the second 
three). Authoritative counselling interventions are those in which the 
counsellor plays a directive role in the counselling relationship and 
guides it in a structured way. Facilitative counselling interventions are 
those in which the counsellor plays a less directive role and enables 
the client to take more control over the relationship. Another way of 
describing the difference is that authoritative interventions are 'I tell you' 
interventions and facilitative ones are 'you tell me' interventions. Heron 
argues that the skilled counsellor is one who can use a balance of the 
two types of intervention appropriately and skilfully in a wide range of 
counselling situations. It is not, then, a question of using all of the 
different types of intervention in all counselling situations but of con
sciously choosing the right intervention for the right occasion. What, 
then, are examples of the six categories of therapeutic intervention? 

Prescriptive interventions 

Prescriptive interventions are those in which the counsellor's intention is 
to suggest or recommend a particular line of action. Thus, if the coun
sellor says, 'I recommend you talk this over with your family', they are 
making a prescriptive intervention. Heron suggests that when prescrip
tive interventions are clumsily used, they can degenerate into heavy
handed, moralistic patronage. They can be overused in counselling very 
easily. 

Examples of how prescriptive interventions may be effective in the 
health care setting are when a physiotherapist offers a recently paralysed 



The range of counselling interventions 29 

person practical suggestions as to how they may increase their mobility 
with the use of a wheelchair, or offers the elderly person advice about 
how to correctly use a walking frame. 

Informative interventions 

Informative interventions are those in which the counsellor informs or 
instructs the client in some way. If, for example, the health professional 
says 'You will probably find that you will have some discomfort in your 
leg for about three weeks', they are using an informative intervention. 
Heron notes here that unskilful use of informative interventions leads to 
dependence on the counsellor and the relationship can degenerate, with 
the counselling situation becoming one of overteaching by the counsellor. 
As we have seen from the previous discussion on informative coun
selling, information is best limited to concrete situations and should not 
extend to 'putting your life right' information. 

The nurse who instructs a patient to complete a course of antibiotics 
is offering informative help. It is notable that such information is limi
ted to concrete, practical issues. As we have noted, it is easy to take 
over a patient's life and create dependence through offering too much 
information. 

Confronting interventions 

Interventions of this sort are those that challenge the client in some way 
or draw their attention to a particular type of repetitive behaviour. An 
example of a confronting intervention may be 'I notice that you fre
quently complain about the way your wife talks to you'. If confrontation 
is used too frequently in the counselling situation, it may be perceived 
by the client as an aggressive approach. Clearly, confrontation needs to 
be used appropriately and sensitively. This issue is addressed more 
specifically in Chapter 10. 

Cathartic interventions 

These are interventions that enable the client to release tension through 
the expression of pent-up emotion. Thus an intervention that allows a 
person to cry may be termed a cathartic intervention. The counsellor 
may give the client permission to cry by saying 'You seem to be near to 
tears. It's alright with me if you cry'. Cathartic interventions may be 
misused when they force the client to release feelings when that person 
is clearly not ready or willing to express them. It is sometimes tempting 
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but rarely appropriate to anticipate that it will 'do the client good' to 
express bottled-up feeling. More appropriately, perhaps, it should be the 
client who decides when and if such release of emotion occurs. The issue 
of emotional release and cathartic skills is discussed in greater detail in 
Chapter 8. 

There are very many situations in health care when effective use of 
cathartic skills is valuable. A short list would include, at least: 

• supporting the recently bereaved person; 

• helping the person who is adjusting to new, yet profound, disability; 

• assisting people to cope with shock after trauma; 

• helping the person to express their feelings after assault, rape or 
accident; 

• enabling the depressed person to release pent-up feelings of anger or 
self-doubt. 

All carers need cathartic skills and yet, perhaps, they are the most 
difficult to develop. They require considerable self-awareness on the part 
of the professional and a willingness to explore one's own emotional 
make-up. 

Catalytic interventions 

Catalytic interventions are those that draw the client out and encourage 
him or her to discuss issues further. Thus, any sort of questions are 
examples of catalytic interventions. Again, used inappropriately, ques
tions can appear interrogative and intrusive. They need to be well timed 
and sensitively phrased. Certain other forms of catalytic intervention 
may be more appropriate than questions and these are discussed further 
in Chapter 7. 

Catalytic interventions are perhaps the most useful of all interven
tions to the health professional. Often it is essential to explore how 
much a patient or client knows about their condition, prior to offering 
further information. The person skilled in catalytic counselling can dis
creetly and tactfully help the person to express their own wants and 
needs. Thus, catalytic counselling can become an integral part of health 
care assessment. 

Supportive interventions 

These are interventions that support, validate or encourage the client in 
some way. Thus, when the counsellor tells the client 'I appreciate what 



The range of counselling interventions 31 

you are doing', they are offering a supportive intervention. Used badly, 
supportive interventions can degenerate into patronage. Often, too, they 
are symptomatic of the counsellor's need to too quickly reassure the 
client - perhaps evidence of the counsellor being a 'compulsive helper'. 

These, then, are short descriptions of the six categories. Heron (1986) 
suggests that they are exhaustive, as a set of categories, of all possible 
therapeutic interventions. Thus, anything a counsellor can say to a client 
will fit under one of these six headings. 

The category analysis has several applications. First, it can help us to 
appreciate a wide range of possible interventions to use in the counselling 
relationship. In everyday conversation, we tend to limit ourselves to a 
particular and often limited range of expressions, questions and verbal 
responses. The category analysis offers the chance to identify other 
interventions that we could use. Further, we can learn to make use of 
what Heron (1977b) calls 'conscious use of self'. In other words, we learn 
to take responsibility for what we say and choose to make a particular 
intervention at a particular time. At first, this obviously feels unnatural 
and clumsy. It is, however, the key to becoming an effective and appro
priate counsellor. If we do not reflect on what we say and how we say it, 
we limit our competence. If we consciously choose what we say, then 
we stand to broaden our repertoire. 

Second, the analysis can make us aware of alternative interventions. 
There are occasions in counselling, as in every other situation in life, 
where it is possible to think, 'What do I say now?'. Reference to the 
category analysis offers further possibilities of response: this must be the 
case if Heron's claim that it is exhaustive of all possible therapeutic 
interventions is valid. 

Further, the analysis can be used as a research tool for identifying 
how groups of people view their own counselling skills. In a recent 
study of 93 trained nurses in the UK who were asked to rate themselves 
on their own perception of their levels of counselling skills using the 
analysis, most said that they were most effective at being prescrip
tive, informative and supportive, not as skilled at being catalytic and 
least skilled at using confronting and cathartic interventions effectively 
(Burnard and Morrison, 1987). Such research is easily carried out and 
can be used, at a local level, to determine training needs in the inter
personal domain, in much the same way as has been recommended 
above. 

Becoming aware of the range of counselling skills available is the first 
step towards becoming an effective counsellor. The next stage is to 
consider when and how to use those skills effectively. 
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THE OUTCOME OF EFFECTIVE COUNSELLING 

Clearly, different people respond differently to being counselled but it is 
worth considering what Carl Rogers noted was the general outcome of 
effective counselling. His list of the changes that may take place are 
based on observation and evaluation of many people 'getting better' in 
counselling and may serve as a useful indicator of the personal changes 
that can be achieved: 

The person comes to see himself differently. He accepts himself and 
his feelings more fully. He becomes more self-confident and self
directing. He becomes more flexible, less rigid in his perceptions. He 
adopts more realistic goals for himself. He behaves in a more mature 
fashion ... He becomes more acceptant of others. He becomes more 
open to the evidence, both to what is going on outside of himself 
and to what is going on inside of himself. He changes in his basic 
personality characteristics in constructive ways. (Rogers, 1967) 

Also, as we have seen, there is constantly a need to change. Counselling 
can be nothing if one of the outcomes of it is not a change in behaviour, 
thoughts or feelings. Just talk, on its own, is not enough. The key issue, 
here, is helping the client to realize that change is possible, to instil 
hope. Segal sums up the problems in this area very well when she 
writes: 

... many people are actually unaware that there are different, more 
comfortable ways of functioning. Some people seem to believe that 
life has to feel gloomy and dismal and depressing all the time. A 
friend of mine thought that everyone went around with their packet 
of suicide pills ready in case the world did become too much. Some 
people seem to think that all husbands have to be demanding and 
violent and derogatory towards women: if their husbands are like 
this it may seem a fact of life which has to be accepted. John Donne, 
the poet, seemed to believe that all women were unfaithful: if this 
were so, being continually let down by women would be nothing to 
do with the man concerned, and there would be no point in him 
seeking help. (Segal, 1985) 

If change if to come about through counselling, one of the tasks of 
counselling is to help the client to appreciate that change can happen at 
all. It is then the task to start exploring ways in which that change might 
happen. 



2 Psychological approaches to 
counselling 

Anyone who acts as a counsellor does so from a position of having 
certain assumptions about the nature of the person. We all carry with us 
a certain set of beliefs about the psychological make-up of ourselves 
and other people. Often this belief system is only hazily articulated. 
Sometimes it is not articulated at all. However vague that system is, it 
motivates us and helps us in our decision making about how to help 
other people. In this chapter, some formalized belief systems about the 
person are briefly explored, drawn from a variety of schools of psy
chology. It is suggested that in exploring this variety of approaches to 
the person we may be able to clarify our own set of beliefs. It is only 
through clarifying what we believe that we can hope to change or 
modify our practice. What follows, then, is a brief exploration of some 
psychological approaches to counselling. Some will seem to be con
gruent with what we believe ourselves. Others will seem quite alien. The 
skill may be to try to adopt the psychological approach least like our own 
and to suspend judgement on it for a while. In trying out a new set of 
ideas in this way, we are already developing a skill that is vital in the 
process of counselling - that of adopting a frame of reference different 
from our own. This is a process that is fundamental to counselling. As 
we listen to the other person, we must try to enter a theoretical approach 
that is different from our own in order to try to understand them. 

There is also a practical reason for adopting this approach. As we sit 
with a client, reflecting upon what they say in terms of the belief system 
we have about the nature of persons, so they, too, sit with their own 
belief system about the nature of the person. Clearly, there is no reason 
to suppose that the belief system that the client has, however hazy or 
well articulated, will correspond to our own. We cannot guarantee that 
the client has the same set of views about human nature that we do. It is 
important, then, to consider a range of ways of making sense of human 
beings and a range of ways of allowing theory to inform our practice. 
What follows does not claim to be an exhaustive classification of all 



34 Psychological approaches to counselling 

possible views of the person, but will allow the individual reader to 
draw his or her own conclusions about why people may do the things 
they do and how best to help them in the counselling situation. The 
discussion here of the various approaches is necessarily brief and the 
reader is referred to the considerable literature on the topic for a more 
detailed exposition. The bibliography at the end of this book offers a 
variety of sources of further information. 

THE PSYCHODYNAMIC APPROACH 

Sigmund Freud is usually viewed as the father of the psychodynamic 
school of psychology (Hall, 1954). Essential to the approach is the notion 
that people are, to a greater or lesser extent, affected by unconscious 
motives and drives. That is to say, we cannot clearly give an account of 
why we are behaving, thinking or feeling as we are, at any given time, 
because there are forces at work beneath the level of conscious aware
ness that cause us to act in a particular way. This unconscious level of 
the mind is developed out of experiences that happened to us in earlier 
parts of our lives that we were unable to deal with at the time. When we 
encounter an experience in the present that is in any way similar to that 
past event, we experience anxiety - we are unconsciously reminded of 
the situation. 

For psychodynamic psychologists, then, the key to understanding a 
person's present behaviour is through a thorough exploration of their 
past. Thus, the psychodynamically oriented counsellor will usually 
choose to explore the client's past history and help him or her to identify 
and, if necessary, to relive various painful, past events in order to 
make the person less anxious and more able to make rational decisions 
about the present. In essence, then, the psychodynamic approach is a 
deterministic one. Determinism is the notion that every event has a cause 
and, in this case, every aspect of a person's behaviour has a cause and 
that cause is buried in the peron's personal history. If you want to under
stand the person in the present, you must first understand their past. 
Essentially, too, a person's behaviour is basically understandable once 
these links to the past have been made. The process of counselling from 
the psychodynamic point of view may be likened to a jigsaw. Once all 
the pieces are put together, the whole thing makes sense. It is notable 
that many health professionals, particularly those in social work and 
certain types of nursing, may have been 'brought up' on the psycho
dynamic way of understanding people. It may be useful for them to 
explore other ways. 
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The psychodynamic approach has come under considerable criticism 
in recent years (Masson 1990, 1992). In particular, Masson - in his study 
of Freud's archives - came to question Freud's 'seduction theory'. In 
early writings, Freud took the view that many women imagined that 
they had been sexually assaulted as children. Masson believes that Freud 
realized, later in his career, that many women were assaulted in this way 
but that his idea of these remembrances being 'fantasies' was never 
corrected in classical psychoanalytical theory. In questioning classical 
theory in this way, Masson found himself out of favour with the psycho
analytical movement (Masson, 1992) and subsequently gave up under
taking any type of psychotherapy and counselling. An important lesson 
for counsellors in all this would seem to be that clients should, first of 
all, be believed. Given the levels of child abuse that have been 'dis
covered' in recent years, that would seem to be particularly important. 

The psychodynamic approach in practice 

The health professional who adopts the psychodynamic approach to 
counselling will tend to: 

I. highlight the relationship between past and present life events; 

2. acknowledge that unconscious forces are at work that affect the 
client's behaviour; 

3. encourage the expression of pent-up emotion. 

Examples of applications of this approach in health care 
practice include: 

I. helping with long-term emotional problems; 

2. coping with anxiety; 

3. helping the client who talks of having had an unhappy childhood. 

THE BEHAVIOURAL APPROACH 

While Freud was developing his theories in Europe around the turn of 
the century, John Watson in the USA was developing a different and 
opposing view of the person (Murphy and Kovach, 1972). He was 
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adamant that the study of the person should be a scientific enterprise. 
To that end, he felt it should abandon the introspective methods sug
gested by Freud and concentrate on the arguably more objective study 
of human behaviour. Developing this theme, Watson argues that all 
human behaviour was learned and therefore could, if necessary, be 
unlearned. Such learning took place through the process he called 
positive reinforcement. Essentially, we learn those behaviours that we 
get encouraged to learn and forget those behaviours for which no such 
encouragement is forthcoming. For the behavioural counsellor, then, the 
important issue is not the recollection of painful, past events but the 
identification of what the client sees as undesirable behaviour. Once 
those undersirable (or uncomfortable) behaviours have been identified, 
the next step is to organize a scheme whereby more positive behaviours 
will be encouraged (or, in behavioural terms, a 'schedule of reinforce
ment' is drawn up). The client is then encouraged to go away and work 
at developing the desired behaviours through the scheme organized 
with the counsellor. No attempt is made, in the behavioural approach, to 
understand the cause of behaviours in terms of the past as no such 
theory of causation is mooted. 

The behavioural approach may be described as a mechanistic ap
proach in that it tends to view the person as a highly complex machine -
perhaps rather like a computer. And just as a computer responds only to 
its programming, so the person responds only to the learning he has 
achieved through reinforcement. The key issues in the behavioural ap
proach, then, are learning, unlearning and relearning. The behavioural 
approach is frequently used as a basis for the training of psychiatric 
nurse-therapists. 

Mehrabian highlights some of the advantages to this approach thus: 

If we can find a way to expand the statement of a problem to a 
concrete list of specific behaviours which constitute it, one major 
obstacle to the solution of the problem will have been overcome. In 
other words, the initial ambiguity with which most people analyze 
their interpersonal problems tends to contribute to their feeling of 
helplessness in coping with them. Knowing which specific behav
iours are involved, and thereby what changes in those behaviours 
will solve the problem, provides a definite goal for action - and 
having that goal can lead to a great sense of relief. (Mehrabian, 1971) 

Further, two other writers in the field indicate how important changes in 
behaviour are in helping people to change their perceptions or their 
situation: 
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Much of what we view clinically as 'abnormal behaviour' or 'emo
tional disturbance' may be viewed as ineffective behaviour and its 
consequences, in which the individual is unable to resolve certain 
situational problems in his life and his inadequate attempts to do so 
are having undesirable effects, such as anxiety, depression, and the 
creation of additional problems. (D'Zurilla and Goldfried, 1971) 

The behavioural approach in practice 

The health professional who adopts the behavioural approach to 
counselling will tend to: 

I. set practical aims and objectives in counselling; 

2. discuss behaviour rather than reasons for patterns of behaviour; 

3. identify a practical programme of small changes that the client will 
be able to achieve in order to cope with problems of living. 

Examples of applications of this approach in health care 
practice include: 

I. dealing with long-term behaviour problems; 

2. helping with behaviour problems in children; 

3. enabling clients to cope with bereavement. 

THE HUMANISTIC APPROACH 

In the late 1940s and 1950s and perhaps reaching a peak in the 1960s, a 
movement began in psychology in America that challenged the deter
minism of psychodynamic psychology and the mechanism of behavioural 
psychology (Shaffer, 1978). This was what came to be known as the 
'third force' in psychology - humanistic psychology. Drawing heavily on 
the field of existential philosophy, humanistic psychology argued that 
people were essentially free and responsible for their own condition. 
They were neither 'driven' by an unconscious mind nor were they only a 
product of what they had learned. Essentially they were agents. The fact 
of consciousness gave them the ability to determine their own course of 
action through life and they were the best arbiters of what was and what 
was not good for them. In humanistic psychology there could be no 
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'grand plan' of how people's minds work or how their behaviour could 
be manipulated. Humanistic psychology stressed individuality and in
dividual differences in the human condition. 

It was out of the humanistic school that the client-centred approach 
to counselling developed (Rogers, 1951). Rogers consistently argued that 
what made for effective counselling was trusting the individual's ability 
to find his or her own way through their problems. Rogers believed to 
this end that people were essentially life asserting and 'good' by nature. 
In this respect, he drew from the philosopher Rousseau and, perhaps 
more directly, from the American pragmatist and philosopher of science, 
John Dewey (1916, 1938). The aim of counselling for Rogers, then, was 
not necessarily to explore the person's past nor to necessarily try to 
modify their behaviour but to accept them and to help them to progress 
through their difficulties by their own route. Counsellors, then, were not 
experts in other people's problems but individuals who accompanied 
other people on their search for personal meaning. The client-centred 
approach has been pervasive in the counselling world and has been 
adopted as a starting point for many training courses for counsellors 
and used in a variety of contexts in the health professions in the UK, 
from psychiatric nurse training (ENB, 1982) to the training of marriage 
guidance counsellors (Marriage Guidance Council, 1983). 

The humanistic approach in practice 

The health professional who adopts the humanistic approach to 
counselling will tend to: 

I. avoid 'interpreting' the client's behaviour; 

2. seek to encourage the client to identify their own solutions to 
their problems; 

3. acknowledge that every individual is to some degree responsible 
for his or her own behaviour. 

Examples of applications of this approach in health care 
practice include: 

I. dealing with spiritual distress and problems of meaning; 

2. helping with problems of self-image; 

3. helping to free the client who believes that they are somehow 
controlled by their circumstances. 
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THE COGNITIVE APPROACH 

The cognitive approach to counselling takes the view that what we think 
about ourselves affects the way we feel about ourselves. Thus, if we 
change our way of thinking, we can modify our feelings. Further, the 
argument is that many people hold exaggerated or incorrect beliefs about 
themselves that nevertheless affect their self-image. Examples of such 
false beliefs include 'No one likes me', 'Everyone thinks I'm stupid' and 
'I can't cope with anything'. These 'globalisms' or very general statements 
can have a negative effect on the person's functioning. The aim of the 
cognitive counsellor is to challenge these inaccurate and negative state
ments in order to modify the way a person thinks about themselves and 
thus how they feel about themselves. 

Albert Ellis (1962), who developed 'rational emotive therapy' - a 
particular sort of cognitive therapy - argued that there were 12 typical 
irrational beliefs that people could hold about themselves. These were 
not intended to be an exhaustive list of all the possible irrational beliefs 
that people can hold but represent commonly held erroneous beliefs that 
may have a profound effect on how a person thinks, feels and acts. The 
12 beliefs that Ellis identified are as follows. 

1. It is a dire necessity that I be loved or approved of by everyone for 
everything I do. 

2. Certain acts are wrong and evil and those who perform these acts 
should be severely punished. 

3. It is terrible, horrible and catastrophic when things are not the way I 
would like them to be. 

4. Unhappiness is caused by external events - it is forced upon me by 
external events, other people and circumstances. 

5. If something is or may be dangerous or fearsome, I should be terribly 
concerned about it. 

6. It is easier to avoid or replace life's difficulties than to face up to 
them. 

7. I need someone or something stronger or greater than myself upon 
whom or which I can rely. 

8. I should be thoroughly competent, adequate and achieving in all the 
things I do and should be recognized as such. 

9. Because something in my past strongly affected my life, it should 
indefinitely affect it. 

to. What people do is vitally important to my existence and I should 
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therefore make great efforts to change them to be more like the 
people I would like them to be. 

11. Human happiness can be achieved by inertia and inaction. 

12. I have virtually no control over my emotions and I just cannot help 
feeling certain things. 

Ellis claimed that anyone who holds anyone or more of these beliefs is 
likely to experience distress inasmuch as they affect the way that person 
acts on those beliefs. Clearly this is a contentious list, but it is interesting 
and perhaps salutary to reflect on it and to reflect on the degree to which 
we ourselves hold any of these beliefs! 

In the cognitive approach, the style of counselling is one of chal
lenging and confronting the client's belief system. In this respect, it is 
almost diametrically opposed to the style of counselling advocated by 
Carl Rogers: the client-centred approach. In the latter, the aim is to 
accept fully whatever the client says as a valid point of view about how 
that person views the world at that time. In the former approach, the 
aim is to call into question any number of beliefs that may be stopping 
the client from living fully and effectively. The approach has been used 
effectively with people who suffer from depression and other debilitating 
problems in living and practical examples of how the approach is used in 
practice are well described by Aaron Beck et al. (1979). 

The cognitive approach in practice 

The health professional who adopts the cognitive approach to 
counselling will tend to: 

I. rely less on personal warmth and more on confrontation in the 
counselling relationship; 

2. use a logical and rational approach to problem solving; 

3. encourage the client to develop a realistic and pragmatic outlook 
on life. 

Examples of applications of this approach in health care 
practice include: 

I. helping the person who is depressed; 

2. helping the person who has multiple problems; 

3. encouraging rational thinking in someone who is highly emotional. 
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THE TRANSACTIONAL-ANALYSIS APPROACH 

Transactional analysis offers an economical way of describing and dis
cussing people's relationships with one another. Formulated by the 
American psychotherapist Eric Berne (1964, 1972), the analysis suggests 
that we all relate to other people (and the world) from three distinct 'ego 
states'. These ego states are described as the Parent, the Adult and the 
Child. When we operate from the Parent (which is developed through 
the early absorption of parental and judgemental attitudes), we tend to 
talk down to others, feel superior to them or patronize them. On the 
other hand, when we operate from the Child (which is mainly developed 
through our experiences of being a child), we tend to adopt a sub
servient relationship vis-a-vis other people. Thus, we become dependent 
upon them or submit too readily to their demands and feel uncom
fortable as a result. Berne argues that the most appropriate method of 
relating to others is through the Adult, which is to say that we meet 
others as mature, equal beings. 

Beyond this first formulation, it is possible to map the ways in which 
people relate to one another from ego state to ego state. Thus a husband, 
for example, may relate to his wife from his Adult to her Child. Now if 
she is satisfied with this relationship, all well and good. Problems start, 
however, when the wife tries to relate to her husband on an Adult
Adult basis! This represents what Berne calls a 'crossed transaction' and 

PARENT 

'I didn't think much of 
your behaviour last night.' 

ADULT 

CHILD 

Husband 

PARENT 

ADULT 

CHILD 

'I'm sorry .. .' 

Wife 

Figure 2.1 Example of an unequal but satisfactory transaction. 



42 Psychological approaches to counselling 

PARENT 

'I didn't think much of 
your behaviour last night.' 

ADULT 

CHILD 

Husband 

PARENT 

ADULT 

'I think we need to 
talk about how we 
both behave.' 

CHILD 

Wife 

Figure 2.2 Example of an unequal and unsatisfactory transaction. 

will tend to lead to problems in the relationship (see Figures 2.1 and 2.2). 
The aim of transactional analysis is to enable clients to identify the sorts 
of relationship 'games' that they play with one another via these ego 
states and to learn more readily on an Adult-Adult basis. 

The transactional analysis approach in practice 

The health professional who adopts the transactional-analysis approach 
to counselling will tend to: 

I. notice the interpersonal 'games' that people play; 

2. encourage the client to remain Adult in his or her relationships; 

3. encourage the client to try new strategies in his or her 

relationships. 

Examples of applications of this approach in health care 
practice include: 

I. marital and relationship difficulties; 

2. encouraging the client to become more assertive; 

3. identifying more adult ways of dealing with problems. 



The personal-construct approach 43 

THE PERSONAL-CONSTRUCT APPROACH 

The personal-construct approach was developed by George Kelly (1955). 
Kelly used the metaphor of the scientist to describe how the person 
progresses through life. Thus, what we do is to predict how things will 
be in the near future (we develop a hypothesis). Then we test out that 
hypothesis in terms of what actually happens. As a result of what 
happens, we either consider our hypothesis confirmed or we discard it 
in favour of a revised hypothesis. Thus, according to Kelly, life is a series 
of personal predictions and confirmations or reconstructions. Our view 
of the world and of ourselves changes according to what happens to us 
and what sense we make of what happens to us. 

Second, argues Kelly, we tend to view the world through a series of 
'constructs' or 'ways of viewing' that colour our vision of how the world 
is. These constructs may be likened to a series of pairs of goggles that we 
put on at various times in order to make sense of what we perceive. An 
important point here is that the 'goggles' that people wear are not 
inaccurate or accurate, or right or wrong; they merely represent different 
aspects of the world that stand out or are important for us. 

Kelly devised an interesting way of exploring people's personal con
structs and the following activity demonstrates how such constructs or 
ways of seeing can be elicited. Try the exercise now. 

Reflecting on counselling 

Should you argue with the client? Just as some religious sects 'allow' 
the believer to argue with God, so, perhaps, some types of counselling 
may involve active argument with the client. An example of this is 
when it is clear that the client is mixed up in his or her thinking or 
logic. Challenging that faulty logic and arguing the case may be 
beneficial. 

An exercise to explore personal constructs 

Think of three people that you know. Choose people from different 
aspects of your life. You may, for example, choose (a) someone you live 
with, (b) someone you know at work and (c) a close friend, though any 
three people will be fine. Now consider a way in which two of those 
people are similar and different to the third. This quality, behaviour or 
characteristic is what Kelly would call a construct. Now consider what 
you take to be the opposite of that quality, behaviour or characteristic. 
There are no right or wrong answers, but Kelly considers that this 
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opposite characteristic represents another aspect of a person's construct 
system. Now consider to what degree you tend to view other people in 
terms of those two qualities, behaviours or characteristics. 

You may like to try the activity again with a different trio of people 
and see what constructs you elicit in this case. If the process is repeated 
a number of times, you will tend to see a pattern of responses emerging. 
For Kelly, these represent something of your particular and idiosyncratic 
way of viewing the world. 

It is important to say that no one can interpret anything from your 
responses but they may give you some clarification as to what stands out 
about other people in your life experience. 

For Kelly, then, the process of counselling can concern itself with 
exploring the ways in which the client construes the world around them. 
Gradually through such exploration, the person can come to modify or 
change their construct system in order to make their lives more livable. 

Personal-construct psychology views the person as an evolving, 
dynamic subject who is continuously modifying their view of the world 
in the light of what happens to them. Thus, as we have seen, that 
person may be likened to a scientist and the person's constructs as the 
set of criteria, rules or methods of interpretation through which that 
person modifies or changes their picture of the world. Epting (1984) and 
Stewart and Stewart (1981) offer practical methods of using the personal
construct approach in counselling. 

The personal construct approach in practice 

The health professional who adopts the personal-construct approach 
to counselling will tend to: 

I. acknowledge that people differ from one another in fundamental 
ways; 

2. look for the client's belief and value system as a clue to problem 
solving; 

3. avoid interpreting the client's problem. 

Examples of applications of this approach in health care 
practice include: 

I. helping the client to enhance self-awareness; 

2. coping with marital and relationship difficulties; 

3. 'unpacking' complex and multifaceted problems. 
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THE GESTALT-THERAPY APPROACH 

The gestalt approach (it is usually spelt with a lower case 'g', perhaps to 
distinguish it from Gestalt psychology - a different thing altogether!) 
was devised by Fritz Perls (1969), who drew from a number of influences, 
including psychoanalysis, phenomenology, existentialism and Eastern 
philosophy. The German world gestalt is not easily translatable but 
roughly corresponds to the notion of wholeness or completeness. The 
gestalt approach emphasizes the interplay between psychological or 
mental state and the state of the body, thus pointing to the totality of 
personal experience. It also concentrates on the changing and fluctuating 
nature of mental and physical states and concentrates most particularly 
on what is happening to the person now. It argues, reasonably, that the 
past is past and the future unknowable, therefore the focus of coun
selling attention should be the present moment. Thus, the gestalt ap
proach encourages the client to become aware of what they are thinking, 
feeling and sensing, physically, in the here-and-now and how they 
restrict or limit themselves by making continuous reference to the past or 
how things may be in the future. Further, it uses a particular set of 
sometimes startling interventions to enable the client to explore various 
aspects of what is happening to them. As with the personal-construct 
and humanistic approaches, the emphasis is on the client interpreting or 
making sense of what is happening to them: it is not the counsellor's 
place to do that. The following dialogue may give something of the 
unique flavour of the gestalt approach. 

Counsellor: 'What are you feeling at the moment?' 
Client: 'Nervous, odd.' 

Counsellor: 'Where in terms of your body do you feel that nervous-
ness, oddness?' 

Client: (rubs his stomach) 

Counsellor: 'Can you increase those feelings?' 

Client: 'Yes, but what a strange thing to ask! Yes, they're spreading 
up into my chest.' 

Counsellor: 'And what are you feling now?' 

Client: 'It's changing ... I'm feeling angry now!' 

Counsellor: 'Who are you angry with?' 

Client: 'Me! I realize that I've been bottling up my feelings for 
months!' 

Counsellor: 'OK ... Just imagine that your bottled-up feelings are 
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sitting in that chair over there ... what do you want to say to 
them?' 

Client: 'Go away! You stop me getting on with what I want to do!' 

Counsellor: 'And what do the feelings say back to you?' 

Client: 'I keep you in check! I stop you from getting too involved 
with people!' 

Counsellor: 'And what do you make of all that?' 

Client: 'How odd! I realize how much I restrict myself by holding on 
to everything - it's becoming convenient! I feel different again, 
now ... something else is happening.' 

And so the dialogue continues. The counsellor's aim is to stay with the 
client's moment-to-moment phenomenology or perception of himself 
and to help him to explore it. As we have noted, the counsellor does not 
interpret what the client says nor offer suggestions as to how he may 
'put his life right'. These are important principles in this person-centred 
and present-centred approach. Perls et al. (1951) offer a manual that, 
besides outlining the principles and theory of the gestalt approach, 
suggests a wide range of do-it-yourself gestalt exercises to increase self
awareness and clarify perception. A number of colleges and extramural 
departments of universities both in the UK and the USA offer short and 
extended courses in the gestalt approach. 

The gestalt therapy approach in practice 

The health profeSSional who adopts the gestalt-therapy approach to 
counselling will tend to: 

I. treat each counselling situation as unique; 

2. deal with issues as they arise and in the here-and-now; 

3. notice small, non-verbal behaviours exhibited by the client. 

Examples of applications of this approach in health care 
practice include: 

I. helping the client who bottles up emotion; 

2. helping the person who has difficulty in verbalizing his or her 
problems; 

3. coping with problems of self-image and self-confidence. 
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THE ECLECTIC APPROACH 

In the end, what we do in counselling depends upon a number of issues: 
our skill levels, what we feel comfortable with doing in the counselling 
relationship, our belief and value systems as they relate to how we view 
what people are 'about', our level of self-awareness, our mood at the 
time, our present life situation, our perception of what (if anything) is 
wrong with the client, current workload and time available and many 
other factors. Thus it is reasonable to argue that no one set of counselling 
tools or no one particular approach can be appropriate in every coun
selling situation. What is perhaps more useful is that the health profes
sional considers a wide range of possibilities, tries out some of the 
approaches (first, perhaps, with a willing colleague and, in return, 
having that colleague try them out on the health professional!) and 
slowly incorporates the approaches that most suit that person into a 
personal repertoire. This personal repertoire or personal style offers the 
most flexible approach to counselling - the eclectic approach. Further, it 
is in line with Heron's argument in Chapter 1 (p. 28) that the counsellor 
becomes skilled in a wide range of possible counselling interventions in 
order to help a wide range of people. After all, health professionals 
meet a wide range of clients varying considerably in their cultural back
grounds, their personal experiences, belief systems, needs, wants and 
wishes, political persuasions and personal psychologies. It is important 
that we offer clients what they want and not necessarily what we perceive 
that they want. The counselling relationship belongs to the client and 
not to the counsellor: we should not be dazzling them with a range of 
counselling interventions but finding out what they really want. In 
a sense, this is almost overwhelmingly simple, for as Epting notes, 
echoing the social psychologists Allport, Kelly and others: 'If you want 
to know something about someone why not ask them: they might just 
tell you!' (Epting, 1984). 

The eclectic approach in practice 

The health profeSSional who adopts the eclectic approach to 
counselling will tend to: 

I. believe that no one approach to counselling suits each situation; 

2. read widely and learn a variety of different sorts of counselling 
skills; 

3. run the risk of being 'jack of all counselling skills and master of 
none'! 
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Examples of applications of this approach in health care 
practice include: 

I. everyday counselling practice; 

2. working with the client who does not respond to a particular 
counselling approach; 

3. helping the person who has very varied problems in living. 

PSYCHOLOGICAL APPROACHES TO COUNSELLING 
AND THE HEALTH PROFESSIONAL 

As we have noted, no one school of psychology or theoretical approach 
to counselling offers the way of viewing the person. The approaches offer 
different ways of looking at the person and those ways of looking are 
not necessarily mutually exclusive. Which of the approaches the health 
professional chooses to use as a guide to understanding the process of 
counselling will depend on a number of factors, including, at least: their 
original psychological training that accompanied their basic professional 
training, the influences of any workshops, study days or further training, 
exposure to colleagues and friends who offer different points of view, 
further reading around the topic and so forth. 

Another deciding factor may be the type of relationship that the 
health professional has with their client and the amount of time they 
spend together. The social worker, the speech therapist and the psy
chiatric nurse may all spend considerable time building up a relationship 
that, itself, may last for months or even years. On the other hand, 
the physiotherapist and the occupational therapist may have a shorter 
if quite intense relationship. It may be that the shorter relationships 
require a pragmatic psychology that allows for goals to be set and to be 
achieved: in this sense, the behavioural approach offers usable concepts 
that can help to structure the relationship. Or, if a longer-term relation
ship is being developed, a 'process' model may be more applicable and 
the health-professional-as-counsellor may wish to consider those models 
that emphasize the quality of the relationship and an analysis of what is 
going on in that relationship. Here, the psychodynamic and humanistic 
approaches may help. In the end, too, what will determine what any 
health professional adopts as a psychological model for understanding 
the counselling relationship will depend on their own beliefs about the 
nature of people. In order to clarify what our beliefs are, we need to 
develop a degree of self-awareness - the topic of the following chapter. 
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Self-awareness is an essential component in the counselling process. It is 
necessary for a number of reasons. These will be discussed first before 
the questions of self-awareness itself are addressed. 

First, self-awareness allows us to discriminate between our own 
problems and those of the client. If we do not have at least a minimal 
self-awareness, it is easy for us to identify with the other person's 
problems and to imagine that they are similar to, or even the same as, 
our own. The reverse of this situation is also possible. Without self
awareness it is possible to imagine that everyone else (and particularly 
this client) has the same problems as we do. In this way, our own 
problems are projected onto the client. We need to be able to identify 
clear 'ego boundaries': to make a clear distinction between ourselves and 
our client. As a matter of fact, what the client is describing at any 
particular time is never the same as a situation we have found ourselves 
in. It may be similar to it, but it can never be the same. Self-awareness 
can enable us to mark out our ego boundaries and successfully dis
criminate between what belongs to us and what belongs to the client. 
Haydn describes the problem well when he writes: 

Day by day, hour by hour, we misunderstand each other because we 
cross well-marked boundaries; we blur the sense of you out there 
and me here; we merge, frequently very sloppily, the subjective with 
the objective, in various ways. We make of the other person simply 
an extension of self, either through the attribution of our own 
thoughts and attitudes to the other person, or by too facile a decision 
about his nature, after which we go on responding to him as though 
he were the character we invented. (Haydn, 1965) 

Such demarcation is also an essential part of the counsellor taking care of 
themselves. When ego boundaries become blurred, considerable emo
tion is invested in the relationship by the counsellor and the net result 
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can be burnout - emotional and physical exhaustion as a result of work
related stress. Burnout manifests itself in the following sorts of ways: 

• disillusionment with the job; 

• a feeling of hopelessness and inability to cope; 

• a need to get away from people; 

• a loss of ability to empathize with others. 

Burnout can be prevented through reflection on our performance and 
through developing self-awareness as discussed below. 

Secondly, self-awareness enables us to make what Heron (1977b) 
calls 'conscious use of the self'. Without awareness we will tend to feel 
that any counselling interventions we make are spontaneous and not 
offered consciously. Now, the point of conscious use of the self is that 
we learn to reflect on what is happening during the counselling relation
ship and we choose the interventions we make. In other words, the 
words and phrases that we use are intended and chosen consciously, 
rather than their just happening. Initially, such conscious use of the self 
can seem awkward and clumsy. We tend to be socialized into dividing 
human action up into natural (and, therefore, presumably sincere) and 
contrived (and, therefore, presumably insincere). The suggestion that 
we choose particular types of words or expressions smacks of unnatural
ness and therefore tends to sound disagreeable. 

On reflection, however, it may be noted that all other human skills, 
apart from listening and talking to others, are learned through the 
process of consciously considering what we are doing. If we are to 
become skilled as nurses, doctors or social workers, we must concentrate 
on what we do and observe the outcomes of our actions. The verbal 
skills of counselling can also be learned in a similar way and the concept 
of 'conscious use of self' has a variety of applications. 

As we have already noted, in the first place, such use of the self can 
enable us to choose the right sort of counselling intervention for the 
right occasion. It can bring clarity and precision to the counselling rela
tionship. If, for example, we use the category analysis identified in the 
previous chapter, we can choose to vary our repertoire of verbal inter
ventions in a way that helps this particular person at this particular time. 
In this sense, then, the conscious use of the self enhances sensitivity to 
the other person's needs. 

Next, conscious use of the self can help us to distinguish between 
the client's problems and our own. In this way it serves to maintain and 
clarify the ego boundaries alluded to at the beginning of this chapter. In 
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the process of developing conscious use of the self, we learn to notice 
ourselves and to pay attention to how we are reacting to the unfolding, 
counselling session. Such self-noticing can enable us, again, to make 
more sensitive use of our counselling interventions, to be more tactful 
and truly meet the arising needs of the client. This process also has other 
connotations for, as Rollo May (1983) notes, what the counsellor is 
feeling is often a direct reflection of what the client is feeling, once 
the counselling relationship deepens and becomes more intense. Thus, 
attention by the counsellor to their own changing feelings can help in 
the process of understanding and empathizing with the client. 

The process of developing conscious use of self can be an uncom
fortable one. Three stages in its development may be noted and these 
are described below. 

First stage 
In this stage, the person is unaware of the range of possible skills and 
interventions that are available to them. This is the stage of being natural 
or spontaneous. There is a tendency, in this stage, for the person to be
lieve that people are 'born counsellors' and that the skills of counselling 
either corne naturally to the individual or they cannot be developed at 
all. This may be called the unskilled stage. 

Second stage 
In the second stage of the process, the person becomes aware of the 
possible range of interventions available to them and feels clumsy as a 
result. It may be compared to the process of learning to drive a car. In 
the first place, we do not know how to drive the car at all. As we learn to 
drive, we have to pay attention to a wide range of different actions and 
the net result is that we are awkward and clumsy. So it is with the 
process of learning counselling through conscious use of the self. This 
may be called the clumsy stage. 

Third stage 
In the final stage of learning, the skills and interventions involved in 
counselling are absorbed by the person and they become skilled in 
counselling. Conscious use of the self has become a normal part of 
their repertoire of behaviour and no longer feels awkward or clumsy. In
terestingly, too, the naturalness returns. The skills, having been learned, 
emerge without forethought: the counsellor no longer has to consider 
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what to say or what not to say but readily responds in the counselling 
situation out of the wide range of skills that have become their own. What 
remains conscious, however, is the ability to notice what is happening as 
the relationship unfolds. What has changed is the ability to act in an 
appropriate and sensitive manner while being guided by the observations 
made during this process of noticing. This may be called the skilled stage 
of counselling development. 

Reflecting on counselling 

To what degree is self-awareness essential for the counsellor? While 
it seems reasonable to ask of the counsellor that they get to know 
something of their own 'inner territory' it may be arguable whether 
or not the counsellor needs to undertake a detailed 'course' in self
awareness. 

NOTICING IN THE DEVELOPMENT OF 
COUNSELLING SKILLS 

It will be noted that frequent reference will be made to the notion of 
noticing, of paying close attention to what is happening both in the 
counselling relationship and in the counsellor themselves. This notion is 
a key one in the whole of the process of learning to become, and 
learning to remain, a skilful and effective counsellor. It is also a central 
concept in the idea of self-awareness training and one that will be 
referred to again in this context. Clearly, unless we notice what is 
happening to us, we cannot become self-aware. In exploring the notion 
of self-awareness as it applies to counselling, it will be useful, first, to 
consider the concept of the self. 

The action of noticing can be readily used in any health care setting. 
It is useful and instructive merely to notice our reactions to certain 
situations that occur. For instance, what do we notice about our own 
reactions to any of the following: 

• attempted suicide; 
• severe incontinence in a young adult; 

• severe and disfiguring handicap; 

• the psychiatric patient admitted to a general ward. 
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We may want to argue that, as professionals, we do not react to such 
human problems but we take action to help them. If this sort of argu
ment is offered, it is worth listening a little closer to what is going 
on inside! It is easy for us to delude ourselves that we do not react 
to extreme aspects of human suffering as do other non-professionals. 
Again, it is salutary to question this stance and vital to do so if we are 
to become effective counsellors. We can never afford to become 'case
hardened' as carers or as counsellors. 

THE SELF 

The idea of what it means to have a self has been discussed through 
the ages by philosophers, theologians, psychologists, sociologists, psy
chiatrists and political theorists. Psychologists have approached the 
concept from a variety of points of view. Some have tried to analyse out 
the factors that go to make up the self rather as a chemist might try to 
discover the chemicals that are present in a particular solution. Others 
have argued that there are certain consistent aspects of the self that 
determine, to some extent, the way in which we live our lives. Psycho
analytical theory, as we have seen, argues that early childhood experi
ences profoundly affect and shape the self, determining how, as adults, 
we react to the world. Childhood experiences, in this theoretical con
struction, lay the foundations of the self that may be modified by life 
experience but, nevertheless, stay with us throughout life. Such a view, 
as we noted on p. 34, is deterministic in that it argues that our present 
sense of self is determined by earlier life experiences and we are shaped, 
to a greater or lesser extent, by our childhoods. 

Other psychological theorists argue that there are problems with 
reductionist theories - theories that attempt to analyse the self into 
discrete parts. Such theorists prefer to view the self from a holistic or 
gestalt perspective. This approach argues that the whole or totality of the 
self is always something more than the sum of the parts that go to make 
it up. Just as we cannot discover exactly what we like about a piece of 
music by examining it note by note, neither can we fully understand the 
self by compartmentalizing it. In this sense, then, the self can never 
completely be defined, for the subject of our study - the self - is always 
evolving and is always more than the sum of the parts. 

It is worth noting, too, that we do not exist as selves-in-isolation. 
What we are and who we are depends, to a very considerable extent, on 
the other people with whom we live, work and relate. Our sense of self 
also depends upon how those other people define us. In this sense, 
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other people are frequently telling us who we are. As health profes
sionals, we rely on other colleagues, on clients and on friends offering us 
both positive and negative feedback on our performance as people. Such 
feedback is slowly absorbed by the individual, modifying and (hopefully) 
enhancing the sense of self. 

It may be useful, then, to consider the range of aspects that go to 
make up a sense of self. As with any such analysis of self, it cannot hope 
to be exhaustive of all aspects of the self but it may serve to highlight the 
complex and multifaceted nature of the subject. Five aspects of self are 
considered here: 

1. the physical self; 

2. the private self; 

3. the social self; 

4. the spiritual self; 

5. the self-as-defined-by-others. 

This is not an exhaustive account of ways of looking at the self. The self 
remains an abstraction - a way of talking. It seems to me that it would be 
impossible to capture all of the facets connoted by the term 'self'. The 
account that follows is something of a 'shorthand' way of considering 
aspects of the self as they apply to the field of counselling. 

The physical self 

The physical self refers to the bodily or 'felt' sense of self. We are all (like 
it or not!) contained within a body and our perception of what we and 
other people think we look like contributes to how we see ourselves as a 
person. Further, there is an intimate link between how we feel psy
chologically and how we feel physically. To argue otherwise is to invoke 
the famous Cartesian split - the notion (propounded by the French 
philosopher Descartes) that the body and the mind could be considered 
separately. The acknowledgement that the mind and body are so closely 
linked (and, arguably, the body 'produces' the mind) has considerable 
implications for counselling, as we shall see in the later chapters. Suffice 
to say here that in noticing our 'body self' we may learn much about 
how we perceive ourselves generally. Noticing changing bodily sen
sations can be one route towards developing self-awareness. 

The private self 

The private self alludes to that part of us that we live inside: the hidden 
part of us that we reveal slowly - if at all- to other people. R.D. Laing 
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has written a considerable amount on this concept (Laing, 1959) and 
suggested that it is quite possible for the 'private' self to watch the 
'public' self in action! Certainly from the point of view of developing 
self-awareness, it is useful to become aware of this inner, private self 
and to notice to what degree and with whom that private sense of self is 
shared. Again, from the counselling point of view, such a notion of 
private self has considerable relevance, for it is that private self that is 
often shared in the counselling relationship. 

It is sometimes worth thinking about the degree to which there is a 
gap between private and public aspects of self. When you are particularly 
upset, disturbed or preoccupied, it may become 'safer' to present quite a 
different 'public' self to the self that is churning away beneath the 
surface. The question remains, however, to what degree a person with a 
completely 'hidden' sense of self can make an effective counsellor. After 
all, in counselling, the counsellor is inviting the client to share something 
of his or her private self with the counsellor. If, for their part, the 
counsellor is unable to share something of their own private self, then the 
relationship becomes particularly unbalanced. Another view, of course, 
is that the counselling relationship is always unbalanced, for it is always 
the client who is expected to disclose aspects of themselves and no such 
expectation is necessarily levelled at the counsellor. 

The social self 

The social self is that aspect of the person that is shared openly with 
others. It may be contrasted with the private self. It is the self that we 
choose to show to other people. The degree to which there is congruence 
between our private self and our social self may indicate our level of emo
tional and interpersonal security. Both Rogers (1951) and Laing (1959) 
have argued that when there is a close correspondence between the 
inner experience of self and the outer presentation of it, emotional 
security and stability tend to be present also. It is interesting and salutary 
to reflect on the degree to which this is true for us at the moment of 
reading this! As we have noted above, a great discrepancy between the 
one and the other may indicate personal problems of a magnitude that 
make functioning as a counsellor difficult. 

The spiritual self 

The spiritual self refers to the aspect that is concerned with a search for 
personal meaning. As we noted in the first chapter, personal meaning 
may be framed within a variety of contexts: religious, philosophical, 
political, sociological, psychological and so forth. It is the spiritual aspect 
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of the self that makes sense of what is happening to the person. It is that 
aspect of self concerned with belief and value systems. It may also be 
that part of the self that is concerned with the transpersonal aspects of 
being - that which unites all persons. Rogers (1967) has alluded to such a 
dimension when he concludes that what is most personal in the coun
selling relationship is, almost paradoxically, most universal. 

Developing this notion of the transpersonal further, Jung (1978) 
argued for the existence of a 'collective unconscious' - a domain that 
contains all human experience, both past and present, to which we all 
have access. Supporting arguments for the existence of this collective 
unconscious include the fact of what Jung called synchronicity or mean
ingful coincidence. We may, for example, be thinking of someone and 
they phone us or we are about to say something and the person we are 
with says exactly the same thing. These are examples of synchronous 
events. The appearance of symbols in dreams is also offered as evidence 
for the collective unconscious: Jung maintained that certain types of 
symbols (crosses and circles, for example) occur through the ages in all 
parts of the world and in many contexts and cultures. Further, these 
symbols often appear in our dreams and Jung argued that such appear
ances were made possible through our tapping the collective uncon
scious. Jung did not offer the concept dogmatically but suggested that it 
may be a useful one in order to try to make sense of those aspects of self 
that seem to be shared by all persons. 

The self-as-defined-by-others 

The self-as-defined-by-others refers to the way in which others see us. 
This is a particularly complicated issue in that how others see us will 
depend upon so many variables. Their perception of us will be coloured 
by at least the following factors: their relationship to us, their previous 
experiences of people who are like us and different from us, how they 
think we view them, their views on sexuality, race and roles and their 
own view of themselves. The matter is further complicated by the fact 
that other people's perception of us is, presumably, not static. It changes 
according to the aforementioned variables and in accordance with our 
relationship with them. This issue of the self-as-defined-by-others is of 
particular importance in counselling. The client's view of the counsellor 
at any given time in the relationship may serve as a useful barometer for 
measuring the nature and depth of the relationship. At times, the view 
of the counsellor will be unequivocally positive; at others it will be far 
less so. All of these changes reflect, to a greater or lesser degree, the 
amount of dependence and independence that the client is maintaining 



The self defined through types of knowledge 57 

at that particular time. This changing concept of the counsellor in the 
eyes of the client has been called transference and is explored further in 
Chapter 10. 

These, then, are some of the many facets that go to make up a sense 
of self. Another way of making sense of the concept of self is to view it 
in terms of different types of knowledge. 

THE SELF DEFINED THROUGH TYPES 
OF KNOWLEDGE 

Three types of knowledge that go to make up an individual may be 
described: propositional knowledge, practical knowledge and experien
tial knowledge (Heron, 1981). While each of these types is different, each 
is interrelated with the other. Thus, while propositional knowledge may 
be considered as qualitatively different from, say, practical knowledge, it 
is possible and probably better to use propositional knowledge in the 
application of practical knowledge. 

Propositional knowledge 

Propositional knowledge is knowledge that is contained in theories or 
models. It may be described as textbook knowledge and is synonymous 
with Ryle's (1949) concept of 'knowing thai', which was developed 
further in an educational context by Pring (1976). Thus, a person may 
build up a considerable bank of facts, theories or ideas about a subject, 
person or thing, without necessarily having any direct experience of that 
subject, person or thing. A person may, for example, develop a consi
derable propositional knowledge about, say, midwifery, without ever 
having been anywhere near a woman who is having a baby! Presumably, 
it would be more useful to combine that knowledge with some practical 
experience, but this does not necessarily have to be the case. This, then, 
is the domain of propositional knowledge. Obviously it is possible to 
have propositional knowledge about a great number of subject areas, 
ranging from mathematics to literature or from counselling to social 
work. Any information contained in books (including this one!) must 
necessarily be of the propositional sort. 

Practical knowledge 

Practical knowledge is knowledge that is developed through the acquisi
tion of skills. Thus, driving a car or giving an injection demonstrates 
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practical knowledge, though equally, so does the use of counselling 
skills that involve the use of specific verbal and non-verbal behaviours 
and intentional use of counselling interventions as described on p. 28. 
Practical knowledge is synonymous with Ryle's (1949) concept of 'know
ing how', which was developed further in an educational context by 
Pring (1976). Usually more than a mere knack, practical knowledge is the 
substance of a smooth performance of a practical or interpersonal skill. A 
considerable amount of a health professional's time is taken up with the 
demonstration of practical knowledge - often, but not always, of the 
interpersonal sort. 

Traditionally, most educational programmes in schools and colleges 
have concerned themselves primarily with both propositional and prac
tical knowledge, particularly the former. Thus the propositional knowl
edge aspect of a person is the aspect that is often held in highest regard. 
Practical knowledge, although respected, is usually seen as slightly less 
important than the propositional sort. In this way, the self can become 
highly developed in one sense - the propositional knowledge aspect - at 
the expense of being skilled in a practical sense. 

Experiential knowledge 

The domain of experiential knowledge is knowledge gained through 
direct encounter with a subject, person or thing. It is the subjective 
and affective nature of that encounter that contributes to this sort of 
knowledge. Experiential knowledge is knowledge through relationship. 
Such knowledge is synonymous with Rogers' (1983) description of 
experiential learning and with Polanyi's concept of 'personal' knowledge 
and 'tacit' knowledge (Polanyi, 1958). If we reflect for a moment, we 
may discover that most of the things that are really important to us 
belong in this domain. If, for example, we consider our personal rela
tionships with other people, we discover that what we like or love about 
them cannot be reduced to a series of propositional statements and yet 
the feelings we have for them are vital and part of what is most im
portant in our lives. Most encounters with others contain the possible 
seeds of experiential knowledge. It is only when we are so detached 
from other people that we treat them as objects that no experiential 
learning can occur. 

Not that all experiential learning is tied exclusively to relationships 
with other people. For example, I had considerable propositional knowl
edge about America before I went there. When I went there, all that 
propositional knowledge was changed considerably. What I had known 
was changed by my direct experience of the country. I had developed 
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experiential knowledge of the place. Experiential knowledge is not of the 
same type or order as propositional or practical knowledge. It is, never
theless, important knowledge, in that it affects everything else we think 
about or do. 

Experiential knowledge is necessarily personal and idiosyncratic. 
Indeed, as Rogers (1985) points out, it may be difficult to convey to 
another person in words. Words tend to be loaded with personal (often 
experiential) meanings and thus to understand each other we need to 
understand the nature of the way in which the people with whom we 
converse use words. It is arguable, however, that such experiential 
knowledge is sometimes conveyed to others through gesture, eye con
tact, tone of voice, inflection and all the other non-verbal and paralin
guistic aspects of communication (Argyle, 1975). Indeed, it may be 
experiential knowledge that is passed on when two people (for example 
a counsellor and their client) become very involved with each other in a 
conversation, a learning encounter or counselling. Counselling, then, 
may be concerned very much with the discussion of experiential knowl
edge: certainly it is more about this domain than it is about the domains 
of propositional or practical knowledge. 

These three domains of knowledge are important aspects of a sense 
of self. What we know in these three domains is what we are. Thus, a 
balanced sense of self within this framework is achieved by a balance 
between our theoretical knowledge, what we can do with it in terms of 
practical and interpersonal skill and what we have in terms of personal 
experience. All three domains grow and increase throughout the life 
cycle, though they are not always equally recognized. As we have seen, 
propositional knowledge tends to take precedence over the other two 
and, in academic terms, experiential knowledge often counts for very 
little. 

From the points of view of counselling and of self-awareness, it may 
be useful to keep all three aspects in balance. The skilled counsellor, 
then, is one who combines theoretical knowledge about counselling 
with well-developed interpersonal competence and considerable life 
experience. 

THE CONCEPT OF PERSONHOOD 

Yet another way of considering the self is via the notion of personhood -
what it means to be a person. If we can identify those basic criteria that 
distinguish persons from all other sorts of things, we may be clearer 
about what it means to talk of the self. Bannister and Fransella offer a list 
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of criteria for personhood that may be helpful in clarifying such a notion. 
It is argued you consider yourself a person in that: 

1. you entertain a notion of your own separateness from others; you 
rely on the privacy of your own consciousness; 

2. you entertain a notion of the integrality or completeness of your 
experience, so that you believe all parts of it are relatable because 
you are the experiencer; 

3. you entertain a notion of your own continuity over time; you possess 
your own biography and live in relation to it; 

4. you entertain a notion of the causality of your actions: you have 
purposes, you intend, you accept a partial responsibility for the 
effects of what you do; 

5. you entertain a notion of other persons by analogy with yourself; 
you assume a comparability of subjective experience (Bannister and 
Fransella, 1986). 

Such a notion of personhood can do much to clarify both what it means 
to entertain a notion of self and may also serve as a framework for 
understanding the personal factors that we are addressing in the process 
of counselling. For if we accept Bannister and Fransella's idea of person
hood, then we necessarily accept that idea as applying to the person 
who is in front of us in the counselling relationship. The notion of 
personhood addresses the concepts of separateness from others, com
pleteness of human experience, personal biography, at least partial 
responsibility for actions and appreciation of other persons as being 
similar to ourselves. All of these concepts are addressed when one 
person sets out to counsel another. 

AN INTEGRATED MODEL OF THE SELF 

What is needed now is a model that brings together the notions of self so 
far described. Figure 3.1 offers a fairly comprehensive model of the self 
through which to understand the idea of self-awareness. It incorporates 
Jung's work on the four functions of the mind: thinking, feeling, sensing 
and intuiting (Jung, 1978) and also an adaptation of Laing's (1959) con
cept of an inner and outer self. The outer, public self is what others see 
of us and is compatible with the notion of the self-as-defined-by-others, 
described on p. 56. The inner, private aspect is what goes on in our 
heads and bodies. In one sense, the outer experience is what other 
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Outer, Public Self 

Behaviour 
Movement 
Speech 
Non-linguistics 
Eye contact 
Touch 

Proximity to others 

Facial expression 

Etc. 

Figure 3.1 An integrated model of the self. 
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Inner, Private Self 

people are most familiar with. We communicate the inner experience 
through the outer. Our thoughts, feelings and experiences are all com
municated through this outer experience of behaviour. Of what does it 
consist? 

The outer experience of the self 

At its most simple, behaviour consists of body movements, the crossing 
of arms and legs, walking, running and so forth. At a more subtle level, 
however, the issue becomes more complicated. There is a whole variety 
of more subtle behaviours that convey the inner sense of self through 
the outer. First, there is speech. What we say - the words, phrases, 
metaphors, expressions we use - are a potent means by which we 
convey feelings, thoughts and experiences to others. How we come 
to choose these particular words, phrases and expressions, however, 
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depends upon a wide range of variables, including our past experiences, 
our education, our cultural inheritance, our knowledge of the language, 
our attitudes, our belief systems, our social positions and the company 
we are in. Alongside those words and phrases are a whole range of non
linguistic aspects of speech, including timing, pitch, pacing, silences and 
so on. The use of such non-linguistic aspects of communication provides 
subtle ways of communicating aspects of our inner selves to others. 

When we talk to other people, we usually look at them. Heron (1970) 
notes that there can be a wide variety in the intensity, amount and 
quality of eye contact. Our emotional status and our relationship with 
the person with whom we are speaking tend to govern the amount of 
eye contact we allow ourselves to make with them and the amount we 
expect in return. In the context of counselling, it is important to re
main sensitive to aspects of eye contact and consciously to monitor the 
amount we use in relation to the client. Such monitoring of eye contact is 
in line with the notion of conscious use of the self, described on p. 50. 

The amount of physical contact or touch that we have with others 
is also a potent means of conveying our inner experience to others. 
Typically, we touch more those people to whom we are close: members 
of the family, people we love and very close friends. Some people, it 
would seem, are 'high touchers' and others 'low touchers'. There are 
also cultural factors governing the use of touch between people of dif
ferent races, between sexes and between people of different relative 
status. Again, in the context of counselling we need to be careful that 
our use of touch is unambiguous, acceptable to the client and never 
viewed by that person as an intrusion. If we are a high toucher, for 
example, we cannot assume that all of our clients are also high touchers! 

When we relate to others, the fact of verbally communicating with 
them means that we necessarily are near them. How we sit or stand in 
relation to others is determined, again, by a number of factors, including 
the level of intimacy we have with them, our relationship with them, 
certain cultural factors, personal preferences for closeness or lack of it 
and whether or not we occupy a dominant or subordinate position vis-a
vis the other person (Brown, 1986). In the counselling relationship it is 
easy for the counsellor not to realize that he or she is occupying a 
dominant position in that relationship by the very nature of being the 
counsellor! As a result, the temptation is sometimes to sit closer to the 
client than is comfortable for them. An easy, practical solution to this is 
to allow the client to draw up the chair and thus to define the personal 
space between counsellor and client. 

Another indicator of our inner experience is our facial expression. 
Raised eyebrows, grins and sneers can do much to convey to others our 



An integrated model of the self 63 

internal status. An important concept here is that of congruence in 
communication. Bandler and Grinder (1975) identify three aspects of 
congruence. A person is said to be congruent when: 

1. what they say, matches 

2. how they say it and 

3. both are matched by the appropriate facial expression. 

If one or more of these factors mismatch, then communication is likely to 
be unclear. Sometimes these mismatches are caused by internal conflicts 
or by our not saying what we really mean. In terms of counselling, it is 
important that we learn to be congruent in our dealings with others. We 
must be seen to mean what we say: just saying it is not sufficient! Such 
congruence needs careful attention and a considerable amount of self
awareness. It is surprising how easily ambiguous thoughts 'leak out' 
through our facial expressions! External congruence in terms of words, 
tone of voice and facial expression also calls for internal congruence in 
terms of our being clear about what we think and feel about what we are 
saying. It is rare that we can completely disguise our internal thoughts 
and feelings and anyway, if we are to be genuine in our counselling, it is 
important that we be clear, honest and unambiguous. 

These, then, are aspects of the outer self - that part of ourselves 
that others see and through which we communicate our inner experi
ence. Not that such outer, visible behaviour is read by others entirely 
accurately. When other people perceive us, they do so through their 
own particular frame of reference and tend to interpret what they see in 
terms of that frame. No one views another objectively. Everyone's per
ception of others is more or less coloured by their own history and 
experience. All the more reason, then, as counsellors to ensure that our 
external behaviour is as clear and as genuine as it can be. It will be 
misread by the client at times, but less so if our initial intentions are 
clear. 

The inner experience of the self 

The inner, private experience of the self may be divided into (a) aspects 
of mental function according to Jung's typography - thinking, feeling, 
sensing and intuiting - and (b) the experience of the body. As we have 
already noted, this division will necessarily be artificial as both mental 
and physical events are inextricably linked. As Searle (1983) acknowl
edges, a mental event is also a physical one. Physical status also affects 
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mental and psychological performance and a person's self-concept. It is 
interesting to note the growing interest in healing this apparent split 
between the mind and the body. Increasingly, the move is towards a 
holistic approach in health care that emphasizes the interrelatedness 
between mind, body and (sometimes) spirit. Any concept of self must 
take into account the mind and body as a totality. 

Thinking 

Thinking refers to all the aspects of our mental processes, both logical 
and illogical. If we reflect on thinking we will realize that it is not a linear 
process. We do not think in sentences or even in logical sequences of 
phrases. The whole process is much more haphazard than that and has 
much in common with the technique known as free association, used 
in psychoanalysis. Free association asks of the client that they repeat 
whatever comes into their mind. The result is usually a string of not 
obviously related statements, ideas and expressions of feelings. Such, 
perhaps, is the nature of thinking. 

Nor can we be sure that our thinking is accurate or realistic. As we 
noted in the last chapter, Kelly (1955) argued that we are continually 
creating hypotheses about how the world is and then testing those 
hypotheses in the light of our experience. In this sense, then, thinking 
may be concerned with the creation of a number of theories about the 
world. Guy Claxton suggests an important set of principles on this issue. 
He argues that: 

1. what I do depends on what my theory tells me about the world, not 
on how the world really is; and 

2. what happens next depends on how the world really is, not how I 
believe it to be (Claxton, 1984). 

Thus, if our theory about how the world is is very distorted, there will 
be a sense of jarring as we progress though it. If our theory about the 
world is grounded in some sort of reality, then our perception of the 
world and our place in it will be that much more congruent. This, again, 
has implications for counselling. The thing that causes many people 
discomfort in their lives is, arguably, that they hold in their heads a 
particular view or set of beliefs about the world that does not match 
reality. This, in turn, may lead to the sort if thinking that is prefaced by 
expressions such as 'if only ... ', 'things would be much easier if ... ', 'I 
know there's no point in thinking like this, but ... '. All such thoughts 
tend to lead to a distorted picture of what is actually happening in a 
person's life. Part of the process of counselling may be to enable people 
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to identify these false perceptions and to clarify them. This is not to 
argue that there is one sure way of looking at the world but to note that 
people need to be happy for themselves and to know that what goes on 
in their heads bears a reasonable resemblance to how things actually are 
in the world. 

So, too, must the counsellor work at the process of clarifying their 
own thoughts in line with what they actually perceive about the world. 
This can be done in a variety of ways: through talking things through 
with a colleague or a friend, through reading and continuing education 
and through introspection - the process of looking inward and exploring 
what the poet Gerard Manley Hopkins called the 'ins cape' (Hopkins, 
1953). 

Feeling 
Feeling refers to the emotional aspect of the person: joy, love, anger, 
disappointment and so forth. Heron (1977a) argues that in our present 
society we have learned to hold onto or to repress many of our feelings 
because the cultural norm dictates that we do not overtly express them -
particularly the stronger expressions of anger, tears, fear and embarrass
ment. He argues, also, that such repression leads to the person carrying 
through with them a great deal of unexpressed feeling that acts as a 
block to rational thinking, creativity and general enjoyment of life. 

Counselling is frequently concerned with allowing people to express 
such pent-up emotions and there seems to be a direct link between the 
degree to which a counsellor can freely and appropriately express their 
own emotions and the degree to which they can allow the client to 
express theirs. It seems as though if we block off a lot of our own 
stronger feelings, when we are faced with another person who wants to 
express feelings we feel reticent about allowing them to do so. Very 
often this is because the other person's emotion stirs up memories of our 
own feelings. As we have hung on to them for so long, a mechanism 
seems to come into play that encourages us to disallow that expression 
in others and thus allows us to carry on holding on to our own. 

A simple experiment may serve to demonstrate the degree to which 
we carry around bottled-up emotion. Next time you feel moved to tears 
by something that you see on television, switch off the set and allow 
yourself to cry. Then listen inwardly to what you are crying about. The 
chances are that it will be something to do with your own personal 
history rather than being related directly to what you saw on the screen. 

The health professional who is concerned with counselling many 
people who wish to express pent-up feelings should seriously consider 
exploring their own emotional status. This can be done through the 
medium of counselling supervision, in which the counsellor meets 
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regularly with another trained counsellor and talks through and explores 
their workload. It can also be achieved through the process known as co
counselling, which is described in Chapter 9. In addition it can help to 
join a peer-support group (Ernst and Goodison, 1981) in which feelings 
can be explored in a safe and supportive atmosphere. Such support 
groups can be instituted and facilitated by a number of like-thinking 
colleagues and can do much to relieve the pressure of working with the 
emotionally stressed. Without such support, the health professional can 
easily slip into a position where they can no long help the person who 
wants to express feelings because their own emotional needs are not 
catered for. The net result, as we noted earlier, can be burnout - a 
feeling of profound physical and emotional exhaustion caused by job
related stress. Self-awareness, then, much concerns itself not only with 
the thinking side of the person but also with the feeling or emotional 
side. 

Sensing 
Sensing refers to inputs through the five special senses - touch, taste, 
smell, hearing, sight - and also to proprioceptive and kinaesthetic sense. 
Proprioception refers to our ability to know the position of our bodies 
and thus to know where we are in space. We may note, for instance, 
that we do not have to think whether or not we are sitting down or 
standing up: we automatically know this - through our proprioceptive 
sense and through bundles of nerve fibres - and constantly feed the 
information back to our brains. Kinaesthetic sense refers to our sense of 
body movement. Again, this is a sense that we do not normally have to 
think about - we just move! 

Much of the time, we are not aware of the potential stimulation that 
exists for our senses: we filter out many of the stimuli. A short experi
ment will illustrate how this filtering process works. Stop reading this 
book for a moment and pay attention to everything corning in through 
your senses. What can you hear? What can you see? What can you 
smell? What can you taste? What can you feel? In recognizing these 
various inputs through the senses, it becomes apparent just how much 
is normally not noticed in the course of a day. Now, for much of the 
time, such filtering out is useful in that it allows us to concentrate on a 
particular task in hand. In terms of counselling, however, it is vital that 
we learn to develop an acute awareness of the inputs corning in through 
the senses, particularly those of hearing and of sight. When counselling, 
we are not only hearing what the client is saying but also paying atten
tion to how they say it - their tone of voice, the inflection, the volume of 
their voice and so on. Furthermore, we need to pay attention also to the 



An integrated model of the self 67 

client's appearance in terms of how they are dressed, how they sit and 
how they use non-verbal communication: eye contact, body movement, 
touch, proximity to the counsellor and so forth. Without an awareness of 
these points of communication, we stand to lose a lot of important 
information that can help to guide us in deciding how best to intervene 
in the counselling relationship. 

Fortunately, the process of developing such awareness is, in one 
sense, easy - we just have to do it! If an amount of time is set aside each 
day just to notice what is going on around us, we can quickly learn to 
extend this period until we are much more acutely aware of sensory 
input. Such noticing can become a way of life. The process of noticing is 
often blocked, however, by internal distraction - recurrent thoughts and 
worries. Clearly, it is less easy to pay such close attention to what is 
going on around us when our lives are particularly stressful and we are 
preoccupied for much of the time with some sort of 'internal dialogue'. 
Certainly we cannot be effective counsellors unless we can give almost 
total attention to the client and, therefore, at times of personal, emotional 
stress the health professional is likely to function less well in the capacity 
of counsellor. This, perhaps, is another reason why the person who re
gularly acts in a counselling role should seriously consider peer support 
of some sort. Such support is not only useful in talking through difficult 
issues in counselling, but it may also serve as a means for the counsellor 
to work through some of their own problems in living. 

Intuiting 
The intuitive aspect of the person is perhaps the most undervalued. 
Intuiting refers to knowledge and insight that arrives independently of 
the senses. Ornstein (1975), in a study of the two sides of the brain, 
came to the conclusion that the intuitive function is associated with the 
right side of the brain, while the more cognitive process is associated 
with the left. If Ornstein is right, the implication is that if the intuitive 
aspect is developed further, then both sides of the brain will function 
optimally. Certainly Ornstein sees the two processes as complementary 
and argues, with Jung, that the intuitive side of the person should be 
developed alongside the more cognitive aspect. Western culture tends to 
be dominated by the left-brain approach to education and development -
certainly rationality is usually viewed as more important than intuition. 
Ornstein places intuition beyond mere intellectual understanding in 
terms of importance and suggests the use of metaphors, allegories, 
music and Sufi fables as the means by which intuition can be developed. 

It may be the case that the intuitive aspect of the person is neglected 
through fear that it may not be trusted. It is probably true that most of 
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us have intended to act at some time from an intuitive feeling but have 
held back at the last minute because we could not be sure that our 
intuition was right. On the other hand, many aspects of the counselling 
process demand an intuitive approach. In order to empathize with 
another person, we are required to grasp intuitively what it is to be like 
them. Certainly, very sensitive issues require an intuitive approach -
mere logic or rationality is somehow not enough. Carl Rogers noted that 
whenever he felt a hunch about something that was happening in the 
counselling relationship, it invariably helped if he verbalized it (Rogers, 
1967), although he acknowledged, too, that he often also doubted his 
own intuitive ability and took the rational approach, only to find out 
later that his hunch had been accurate! Using intuition consciously and 
openly takes courage, but used alongside more rational approaches it 
can enhance the counselling relationship in a way that logic never can. 

These four aspects of the internal part of the person - thinking, 
feeling, sensing and intuiting - need to be developed in combination. 
Jung argued that many people rely heavily on a one-sided approach -
particularly the thinking/sensing approach. Such people, he argued, 
prefer rational argument, backed up by evidence through the senses of a 
fairly concrete nature. In other words, such people dismissed what they 
could not directly see, hear, taste, smell or touch or which could not be 
rationally argued about. Such a position, while clearly safe, arguably 
dismisses some of the more subtle and even metaphysical aspects of life. 
Certainly it tends to denigrate emotional experience and, presumably, 
dismisses intuition on the grounds of its not being rational! In terms of 
the counselling relationship, it would seem valuable to develop all four 
aspects of the self for it is those four aspects that the client very often has 
problems with. Life problems are not always of the rational, thinking 
sort. Nor are they concerned only with what can be directly sensed. 
Many problems in living are directly related to emotions, feelings and 
sometimes 'un-nameable' problems - problems concerned with the intui
tive domain. Herman Hesse sums up the problems of these sorts of 
issues, our tendency to ignore the feeling and intuitive domains and our 
temptation to seek too readily clarification through rationality: 

... each of us paints and misrepresents every day and every hour 
the jungle of mysteries, transforming it into a pretty garden or a flat, 
neatly drawn map, the moralist with the help of his maxims, the 
man of religion with the help of his faith, the engineer with the help 
of his slide-rule, the painter with the help of his palette, and the poet 
with the help of his examples and ideals. And each one of us lives 
completely and content and assured in his pseudo-world and on his 
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map, just so long as he does not feel, through some breach in the 
dam or some frightful flash of lightning, reality, the monster, the 
terrifying beauty, the appalling horror, falling upon him, inescapably 
embracing him and lethally taking him prisoner. (Hesse, 1979) 

The experience of the body 

Another aspect of this integrated model of the self is the experience of 
the body. If, as has been argued, the mind and body are inextricably 
linked, then any mental activity will manifest itself as some sort of bodily 
change and vice versa. It is notable, however, how often we divide the 
two up. Expressions such as 'my mind is OK, it's my body that's the 
problem' and 'I'm not happy with my body' indicate how easy it is to 
make this artificial distinction. A moment's reflection, however, will 
reveal how artificial this distinction really is. In fact, we do not have a 
mind and body, we are our mind and body. When we speak of the self, 
we are speaking of both aspects - mind and body. 

Coming to notice the sometimes small changes that take place in the 
mind-body takes time and patience. Stop reading for a moment and 
notice your own body. What do you notice? Do you have areas of 
muscle tension - in the shoulders or neck, for example? What parts of 
the body are you not aware of? Have any bodily sensations changed 
since you started noticing? What is your breathing like? Fast, slow, deep 
or shallow? Many of these small changes in the body tempo can help us 
to locate changes in mood. Often the first symptom of a mood or state of 
mind is a bodily change. In learning to notice the body, we can learn to 
make valuable observations about ourselves and thus further develop 
self-awareness. Such noticing is also of value in the counselling relation
ship, for a client's emotions are also often expressed in physical terms. A 
sudden change of breathing rate can indicate rising anxiety, for example. 
Psychological tension is often expressed in the form of tightened muscles. 

Learning to listen to the body in this way can help us to assess more 
accurately our true feelings about ourselves and others. Wilhelm Reich 
(1949), a contemporary of Freud and a psychoanalyst who was par
ticularly interested in the mind-body relationship, argued that many of 
us carry around with us unexpressed emotion that is somehow 'stored' 
in our musculature. Emotions, then, could become trapped in sets of 
muscles. He maintained that direct manipulation of those sets of muscles 
could release the emotion trapped within them. Such therapy applied 
directly to the body has become known as Reichian bodywork and can 
be a powerful means of releasing pent-up emotion and gaining self
awareness through a very direct method. 
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Similar but different versions of this physical approach to psycho
logical issues may be found in bioenergetics (Lowen, 1967), Feldenkrais 
(Feldenkrais, 1972) and the Alexander technique (Alexander, 1969). Other 
examples of the approach to self-awareness through the mind-body 
include massage, yoga, the martial arts, certain types of meditation, 
dance and certain sorts of sports and exercise. 

All of these methods can enhance self-awareness through attention 
to changes in the body and thus create insight into psychological states. 
They can also aid development of awareness of body image. If we notice 
people in everyday life, we may observe how many people walk in a 
lopsided manner or stoop their shoulders and may even have different 
sorts of expressions on either side of their face! Bodywork methods may 
help in balancing the person and may lead to a greater sense of physical 
(and, therefore, psychological) symmetry. It would seem reasonable to 
argue that it would be strange to concentrate on developing awareness 
of the mind while totally ignoring the body. Similarly, it is perhaps odd 
to concentrate on physical fitness or balance without paying attention to 
psychological status. This joint focus also applies to the process of coun
selling. Effective counselling involves paying attention to both what the 
client says and what he does. Thus the mind-body is attended to as a 
totality. 

This, then, is an integrated model of the self, focusing on the outer, 
public expression of self, through our behaviour, and an inner, more 
private aspect of self. Clearly this is only one way of discussing the self 
and, as we noted earlier, the self has many facets, including the self-as
perceived-by-others. The model offered here, however, may allow us to 
make a start at developing self-awareness as an important tool in the 
process of skilful counselling. For self-awareness can never be developed 
purely for its own sake, but as a means of enhancing our caring and 
helping skills. 

SELF-AWARENESS 

What is self-awareness? First, the point needs to be made that it is not 
self-consciousness in the sense of becoming painfully aware of how we 
imagine other people see us. Sartre (1956) describes this condition well 
when he says that when we come under the scrutinizing gaze of another 
person, we perceive ourselves as being turned into objects by that other 
person. It is as though we become a thing rather than a person. Such a 
notion of treating people as things and the resultant self-consciousness is 
a valuable concept in the context of counselling, for it is important that 
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we do not become interested in the problems of the person we are 
counselling to the extent that they merely become interesting cases. 
Once we do this, we have made them into things and as a result they 
may feel distinctly uncared for and uncomfortable. 

Self-awareness is the evolving and expanding sense of noticing and 
taking account of a wide range of aspects of self. As we explore our 
psychological and physical make-up we get to know ourselves better. 
Chapman and Gale (1982) notice a curious paradox about this process. 
They note that to gain knowledge of something does not normally 
change that thing. If, for instance, I learn an equation, that equation 
does not change as a result of my having learned it. With self-awareness, 
however, the subject of the learning - the self - changes as more is 
learned about it. In this sense, then, the process of developing self
awareness is continuous because we are continuously changing. Self
awareness, curiously, may speed up that change. 

Two different and complementary methods of developing self
awareness may be described. One is through the process of introspec
tion or looking inward. The other is through receiving feedback about 
ourselves from other people. The two used in balance can lead to a 
reasonable and hopefully accurate picture of the self. One without the 
other can lead to a curiously skewed sense of self. Thus, introspection 
on its own can lead to either an unnecessarily harsh judgement of the 
self or a narcissistic and self-centred view. Relying only on feedback 
from others can lead us to concentrate only on the external or public 
aspect of the self. Again, there is no guarantee that another person's 
assessment of us is any more or any less accurate than our own but it is 
important to hear it! To be able to hear it undefensively is yet another 
skill. Often, when other people tell us what they think of us, for good or 
bad, we react to it. The skill here may be to accept it, in much the same 
way as it has been suggested that we accept what the client says to us in 
counselling. If we can free others to tell us easily their impression of us, 
we are slightly more likely to get an honest view from them on other 
occasions. This has implications for work in peer-support groups used as 
vehicles for self-awareness development. Just as we must be prepared to 
listen fully to the client in counselling, so we must be prepared to listen 
fully to our peers in such a group. 

Figure 3.2 offers a variety of practical methods for developing self
awareness that may be used by the individual working on his or her 
own or by groups of peers working together. It is not suggested that 
it represents an exhaustive list of self-awareness methods, but it can 
serve as a starting point. In practice, the individual will often identify 
particular preferences for certain methods of self-awareness develop-
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Aspects of self-awareness Methods of developing self-awareness 

l. Thinking, including: 
- stream of consciousness Discussion/conversation 
- belief systems Group work 
- ideas Introspection 
- fantasies Brainstorming 

etc. Meditation 
Writing 
Use of problem-solving cycle, etc. 

2. Feelings, including: 
- anger Discussion/conversation 
- fear Group work 
- grief Introspection 
- embarrassment Gestalt exercises 
- joy/happiness Meditation 
- mood swings Co-counselling 

etc. Supervision 
Analysis 
Cathartic work 
Sensitivity training 
Encounter group work 
Role play, etc. 

3. Sensations, including: 
- taste Focusing attention on one or more 
- touch sensations at a time 
- hearing Group exercises 
- smell Use of sensory stimulation/deprivation 
- sight exercises, gestalt exercises 

etc. Noticing in everyday life, etc. 

4. Sexuality, including: 
- orientation (heterosexual! Discussion/conversation 

homosexuallbisexual) Counselling/co-counselling 
- expression of sexuality Values, clarification exercises, etc. 

etc. 

5. Spirituality, including: 
- belief systems Discussion/conversation 
- life philosophy Group work 
- awareness of choice Meditation 
- varieties of religious experience Prayer 
- atheism and agnosticism Reading 

etc. Aesthetic experience (art, music, poetry, 
etc.) 

Life-planning, goal-setting 
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Aspects of self-awareness Methods of developing self-awareness 

6. Physical status, including: 
- the body systems Self-examination 
- health status Medical examination 

etc. Exercise 
Sport 
Martial arts 
Meditation 
Massage 
Bodywork, etc. 

7. Appearance, including: 
- dress Discussion/conversation 
- personal style Self- and peer assessment 
- height, weight Self-monitoring 

etc. Use of video, etc. 

8. Knowledge, including: 
- level of propositional knowledge Discussion/conversation 
- level of practical knowledge Group work 
- level of experimental knowledge Examinations/testing/quizzing 

Study 
Use of distance-learning packages 
Enrolment on courses 
Self- and peer assessment 
etc. 

9. Needs and wants, including: 
- financial/material Discussion/conversation 
- physical Group work 
- love and belonging Values-clarification work 
- achievement Assertiveness training 
- knowledge Lifestyle evaluation 
- aesthetic etc. 
- spiritual 
- self-actualization 

etc. 

10. Other aspects, including: 
- verbal and non-verbal skills Discussion/conversation 
- values Counselling/co-counselling 
- unknown/undiscovered aspects Self-analysis 

of the self Social-skills training 

Figure 3.2 Methods of developing self-awareness. 
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ment. It is important, however, to occasionally 'freshen the act' and try 
new methods! 

It is important to note that self-awareness development should be an 
enjoyable process. It should neither be too earnest nor too concentrated. 
A sense of perspective and a sense of humour are essential to the 
process, as is keeping a sense of the 'larger picture' - the social situation 
in which the individual exists. A political and social awareness is vital to 
the development of counselling skills, as is a sense of self-awareness. 

Self-awareness and the health professional 

As we have seen, self-awareness underlies almost every aspect of the 
counselling relationship. In all of the health professions, the fact that 
the professional forms close and personal relationships with his or her 
clients emphasizes this need for understanding of the self. When other 
people are physically, emotionally, socially or spiritually distressed, that 
distress cannot but affect us too. We need not only professional knowl
edge and know-how, related to our particular speciality, and an aware
ness of how our work fits in with the work of others in the caring team, 
but also personal awareness that can inform our practice in the health 
field. Such self-awareness can help us to develop an understanding of 
the basic principles of counselling discussed in the next chapter. 



4 Basic principles and 
considerations 

In order to function effectively as a counsellor, it is necessary to consider 
some principles that can enhance or detract from the client-counsellor 
relationship. First, it may be useful to look at what may be considered the 
ideal counselling relationship. Fiedler, in 1950, asked a wide variety of 
counsellors what they considered to be the ingredients of an ideal thera
peutic relationship. The list that was generated by his research included: 

1. an empathic relationship; 

2. the therapist and patient relate well; 

3. the therapist sticks closely to the patient's problems; 

4. the patient feels free to say what they like; 

5. an atmosphere of mutual trust and confidence exists; 

6. rapport is excellent (Fiedler, 1950). 

In 1957, Carl Rogers developed Fiedler's work and identified what he 
called the six necessary and sufficient conditions for therapeutic change 
via the counselling relationship. He argued that the following conditions 
had to exist and continue for a period if counselling was to be effective. 

1. Two persons are in psychological contact. 

2. The first, whom we shall term the client, is in a state of incongruence 
- vulnerable or anxious. 

3. The second person, whom we shall term the therapist, is congruent 
or integrated in the relationship. 

4. The therapist experiences unconditional regard for the client. 

5. The therapist experiences an empathic understanding of the client's 
internal frame of reference and endeavours to communicate this 
experience to the client. 
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6. The communication to the client of the therapist's empathic under
standing and unconditional positive regard is to a minimal degree 
achieved (Rogers, 1957). 

Whether or not Rogers' claim of these conditions being necessary and 
sufficient is completely accurate in the philosophical sense of those terms 
need not concern us here. What is particularly useful is that the list 
identifies certain personal qualities that must exist in the person in order 
for them to function as an effective counsellor. The particular personal 
qualities that Rogers discusses frequently in his writing about counselling 
are unconditional positive regard, empathic understanding, warmth and 
genuineness (Rogers, 1967). The need for these qualities is also borne 
out by the research conducted by Truax and Carkuff (1967) and the 
characteristics of empathy, warmth and genuineness are often referred 
to as the 'Truax Triad' (Schulman, 1982). To these qualities may be 
added those of concreteness and immediacy, also suggested by Carkuff 
(1969). All of these qualities are worth exploring further as they can lay 
the foundations for effective counselling in any context. 

NECESSARY PERSONAL QUALITIES OF 
THE EFFECTIVE COUNSELLOR 

Unconditional positive regard 

Rogers' rather clumsy phrase conveys a particularly important predis
position towards the client, by the counsellor. It is also called prizing or 
even just accepting. It means that the client is viewed with dignity and 
is valued as a worthwhile and positive human being. The 'unconditional' 
prefix refers to the idea that such regard is offered without any precon
ditions. Often in relationships, some sort of reciprocity is demanded: I 
will like you (or love you) as long a you return that liking or loving. 
Rogers is asking that the feelings the counsellor holds for the client 
should be undemanding and not requiring reciprocation. Also, there is a 
suggestion of an inherent goodness within the client. This notion of 
persons as essentially good can be traced back at least to Rousseau's 
Emile and is possibly philosophically problematic. Arguably, notions 
such as goodness and badness are social constructions and to argue that 
a person is born good or bad is fraught with danger. However, as a 
practical starting point in the counselling relationship, it seems to be a 
good idea that we assume an inherent, positive and life-asserting charac
teristic in the client. It seems difficult to argue otherwise. It would be odd, 
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for instance, to engage in the process of counselling with the view that 
the person was essentially bad, negative and unlikely to grow or develop! 
Thus, unconditional positive regard offers a baseline from which to start 
the counselling relationship. In order to further grasp this concept, it 
may be useful to refer directly to Rogers' definition of the notion. 

I hypothesize that growth and change are more likely to occur the 
more that the counsellor is experiencing a warm, positive, acceptant 
attitude towards what is the client. It means that he prizes the client, 
as a person, with the same quality of feeling that a parent feels 
for his child, prizing him as a person regardless of his particular 
behaviour at the moment. It means that he cares for his client in a 
non-possessive way, as a person with potentialities. It involves an 
open willingness for the client to be whatever feelings are real in him 
at the moment - hostility or tenderness, rebellion or submissiveness, 
assurance or self-depreciation. It means a kind of love for the client 
as he is, providing we understand the word love as equivalent to the 
theologian's term agape, and not in its usual romantic and possessive 
meanings. What I am describing is a feeling which is not paternalistic, 
nor sentimental, nor superficially social and agreeable. It respects the 
other person as a separate individual and does not possess him. It is 
a kind of liking which has strength, and which is not demanding. 
We have termed it positive regard. (Rogers and Stevens, 1967) 

Unconditional positive regard, then, involves a deep and positive feeling 
for the other person, perhaps equivalent in the health professions to 
what Alistair Campbell has called 'moderated love' (Campbell, 1984b). 
He talks of 'lovers and professors/ suggesting that certain professionals 
profess to love, thus claiming both the ability to be professional and to 
express altruistic love or disinterested love for others. The suggestion is 
also that the health professional has a positive and warm confidence in 
his or her own skills and abilities in the counselling relationship. Halmos 
sums this up when he writes: 

'You are worthwhile!' and 'I am not put off by your illness!' This 
moral stance of not admitting defeat is possible for those who have 
faith or a kind of stubborn confidence in the rightness of what they 
are doing. (Halmos, 1965) 

For Halmos, the counselling relationship is something of an act of faith. 
There can be no guarantee that the counselling offered will be effective 
but the counsellor enters the relationship with the belief that it will be. It 
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is this positive outlook in the counsellor and this positive belief in the 
ability of the client to change for the better that are summarized in 
Rogers' notion of unconditional positive regard (Rogers and Stevens, 
1967). Such an outlook is also supported by Egan who, in his 'portrait of 
a helper' says: 

They respect their clients and express this respect by being available 
to them, working with them, not judging them, trusting the con
structive forces found in them, and ultimately placing the expectation 
on them that they will do whatever is necessary to handle their 
problems in living more effectively. (Egan, 1982) 

Empathic understanding 

Empathy is the ability to enter the perceptual world of the other person: 
to see the world as they see it. It also suggests an ability to convey 
this identification of feelings to the other person. Kalisch (1971) defines 
empathy as 'the ability to perceive accurately the feelings of another 
person and to communicate this understanding to him', while Mayeroff 
(1972), in a classic book on caring, describes empathic understanding 
from this point of view of caring for another person: 

To care for another person I must be able to understand him and his 
world as if I were inside it. I must be able to see, as it were, with his 
eyes what his world is like to him and how he sees himself. Instead 
of merely looking at him in a detached way from outside, as if he 
were a specimen I must be able to be with him in his world, 'going' 
into his world in order to sense from 'inside' what life is like for him, 
what he is striving to be, and what he requires to grow. (Mayeroff, 
1972) 

Empathy is clearly different from sympathy. Sympathy suggests feeling 
sorry for the other person or, perhaps, identifying with how they feel. If 
I sympathize, I imagine myself as being in the other person's position 
and imagine how I would feel. If I empathize, however, I try to imagine 
how it is to be the other person - feeling sorry for them does not really 
come into the issue. 

As with unconditional positive regard, the process of developing 
empathy involves something of an act of faith. When we empathize with 
another person, we cannot know what the outcome of that empathizing 
will be. If we pre-empt the outcome of our empathizing, we are already 
not empathizing - we are thinking of solutions and of ways of influencing 
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the client towards a particular goal that we have in mind. The process of 
empathizing involves entering into the perceptual world of the other 
person without necessarily knowing where that process will lead to. 
Martin Buber, the Hasidic philosopher, mystic and writer on psycho
therapy, summed up well this mixture of willingness to explore the 
world of the other without presupposing the outcome, when he wrote: 

A man lost his way in a great forest. After a while another lost his 
way and chanced on the first. Without knowing what had happened 
to him, he asked the way out of the woods. 'I don't know,' said the 
first. 'But I can point out the ways that lead further into the thicket, 
and after that let us try to find the way together.' (Buber, 1948) 

The process of developing empathic understanding is the process of 
exploring the client's world, with the client neither judging nor sug
gesting. It can be achieved best through the process of careful attending 
and listening to the other person and, perhaps, by use of the skills 
known as reflection discussed in a later chapter of this book (p. 130). 
Essentially, though, it is also a way of being - a disposition towards the 
client, a willingness to explore and intuitively allow the other person to 
express themselves fully. Again, as with unconditional positive regard 
and with all aspects of the client-centred approach to counselling, the 
empathic approach is underpinned by the idea that it is the client in the 
end who will find their own way through and will find their own, 
idiosyncratic answers to their problems in living. To be empathic is to 
be a fellow traveller, a friend to the person as they undertake the 
search. Empathic understanding, then, involves the notion of befriending 
alluded to in Chapter 1. Just as a friend can (usually!) accept another 
friend 'warts and all', so the counsellor, in being empathic, is offering 
such acceptance. 

There are, of course, limitations to the degree to which we can 
truly empathize. Because we all live in different worlds based on our 
particular culture, education, physiology, belief systems and so forth, we 
all view that world slightly differently. Thus, to truly empathize with 
another person would involve actually becoming that other person -
clearly impossible! We can, however, strive to get as close to the per
ceptual world of the other by listening and attending and by suspending 
judgement. We can also learn to forget ourselves temporarily and give 
ourselves as completely as we can to the other person. 

In the following dialogue, a young girl, Rebecca, is talking to her 
social worker about the situation at home. The dialogue illustrates some
thing of the nature of developing empathy. 
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Rebecca: 'I don't know, I just don't seem to be getting on with 
people.' 

Social worker: 'When you say people ... ' 

Rebecca: 'I mean my parents. They don't have any idea.' 

Social worker: 'They don't have any idea about you?' 

Rebecca: 'No, they think that I want to stay at school and go to 
university and everything. Well, I do, in a way. But I wish they 
wouldn't push me all the time! They think they have to tell me 
how to do things all the time.' 

Social worker: 'It's as if they want to push you in a certain direction 
and you're not sure whether or not you want to go that way.' 

Rebecca: 'That's exactly it! I don't know what I want to do any more! 
They push me so much that I don't know what I want!' 

Social worker: 'And that's upsetting you?' 

Rebecca: 'Yeah, a lot ... I get upset easily these days and I'm sure it's 
got a lot to do with what's happening at home.' 

In this example, the two people become closely involved in the con
versation and the social worker, rather than directing the conversation 
in a particular way, follows the thoughts and feelings that Rebecca 
expresses. Empathy is developed through this following process and 
through a willingness to listen to both what is said and what is implied 
in what is being said. An intuitive ability is just as important in empathy 
as is technical skill. 

Warmth and genuineness 

Warmth in the counselling relationship refers to a certain approachability 
and willingness to be open with the client. Schulman (1982) notes that 
the following characteristics are included in the concept of warmth: 
equal worth, absence of blame, non-defensiveness and closeness. 
Warmth is a frame of mind rather than a skill and is perhaps developed 
through being honest with oneself and being prepared to be open with 
others. It is also about treating the other person as an equal human 
being. Martin Buber (1958) distinguishes between the I-it relationship 
and the I-thou (or I-you) relationship. In the I-it relationship, one 
person treats the other as an object - a thing. In the I-thou relationship, 
there occurs a meeting of persons, despite any differences there may be 
in terms of status, background, lifestyle, belief or value systems. In the 
I-thou relationship there is a sense of mutuality - a sense that can be 
contagious and is of particular value in the counselling relationship. 
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In a meaningful friendship, caring is mutual, each cares for the 
other; caring becomes contagious. My caring for the other helps 
activate his caring for me; and similarly his caring for me helps 
activate my caring for him, it 'strengthens' me to care for him. 
(Mayeroff, 1972) 

What is less clear, however, is the degree to which a counselling relation
ship can be a mutual relationship. Rogers (1967) argues that the coun
selling relationship can be a mutual relationship but Buber acknowledges 
that because it is always the client who seeks out the counsellor and 
comes to that counsellor with problems, the relationship is, necessarily, 
unequal and lacking in mutuality. 

He comes for help to you. You don't come for help to him. And not 
only this, but you are able, more or less to help him. He can do 
different things to you, but not help you ... You are, of course, a 
very important person for him. But not a person whom he wants to 
see and to know and is able to. He is floundering around, he comes 
to you. He is, may I say, entangled in your life, in your thoughts, in 
your being, your communication, and so on. But he is not interested 
in you as you. It cannot be. (Buber, 1966) 

Thus warmth must be offered by the counsellor but the feeling cannot 
necessarily be reciprocated by the client. There is, as well, another 
problem with the notion of warmth. We each perceive personal qualities 
in different sorts of ways. One person's warmth is another person's 
patronage or sentimentality. We cannot guarantee how our presentation 
of self will be perceived by the other person. In a more general way, 
however, warmth may be compared to coldness. It is clear that the cold 
person would not be the ideal person to undertake counselling! Further, 
our relationships with others tend to be self-monitoring to a degree: we 
anticipate as we go the effect we are having on others and modify our 
presentation of self accordingly. Thus, we soon get to know if our 
warmth is suffocating the client or is being perceived by them in a 
negative way. Certainly this ability to constantly monitor ourselves and 
our relationships is an important part of the process of developing 
counselling skills. 

Genuineness, too, is an important facet of the relationship. We either 
care for the person in front of us or we do not. We cannot fake pro
fessional interest. We must be interested. Now, clearly, some people will 
interest us more than others. Often, those clients who remind us at 
some level of our own problems or our own personalities will interest us 
most of all. This is not so important as our having a genuine interest in 
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the fact that the relationship is happening at all. The strength of interest 
is not the important issue but the commitment to involvement is. 

There may appear to be a conflict between the concept of genuine
ness and the self-monitoring alluded to above. Self-monitoring may be 
viewed as artificial or contrived and therefore not genuine. The genuine
ness discussed here relates to the counsellor's interest in the human 
relationship that is developing between the two people. Any ways in 
which that relationship can be enhanced must serve a valuable purpose. 
It is quite possible to be genuine and yet aware of what is happening -
genuine and yet committed to increasing interpersonal competence. 

Genuineness starts with self-awareness. This is summed up in 
Shakespeare's observation: 

This above all - to thine own self be true; 
And it must follow, as the night the day, 
Thou canst not then be false to any man. 

(Hamlet, Act 1, Scene 3) 

Egan sums up the notion of genuineness in the context of counselling 
when he identifies the following aspects of it. 

You are genuine in your relationship with your clients when you: 

• do not overemphasize your professional role and avoid stereo
typed role behaviours; 

• are spontaneous but not uncontrolled or haphazard in your 
relationships; 

• remain open and non-defensive even when you feel threatened; 

• are consistent and avoid discrepancies - between your values 
and your behaviour, and between your thoughts and your 
words in interactions with clients - while remaining respectful 
and reasonably tactful; 

• are willing to share yourself and your experience with clients if 
it seems helpful. (Egan, 1986) 

Reflecting on counselling 

The discussion about personal qualities of the counsellor hinges on the 
idea that we are all in agreement about what constitutes 'warmth', 
'empathy' and so on. Is this assumption sound? It might be argued that 
one person's 'warmth' is another person's 'sickliness'. It is worth 
considering to what degree there is general agreement about the use 
of these terms. 
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Concreteness 

Concreteness refers to the idea that the counsellor should be clear and 
explicit in his or her dealings with the client and should help the client to 
express themselves clearly. This is essential if communication between 
the two parties is to be successful. Concreteness involves helping the 
client to put into words those things that are only being hinted at in 
order that both client and counsellor are understanding what the client is 
perceiving at any given time. The following conversation demonstrates 
the counsellor attempting to develop this sense of concreteness. 

Client: 'I don't know, I feel sort of disinterested a lot of the time ... 
as if no one cared much about what was going on.' 

Counsellor: 'You seem to be saying two things: you feel disinterested 
and you feel that no one cares for you.' 

Client: 'They're not interested in what I do.' 

Counsellor: 'Other people aren't interested in you?' 

Client: 'Yes, that's right. I'm OK ... it's just that other people don't 
want to know about me.' 

Counsellor: 'When you say other people, who do you mean?' 

Client: 'You know ... my family ... my wife especially.' 

In this way, the counsellor helps the client to clarify what he is saying 
and enables him to be more specific. Without such clarification it is 
possible for both parties to be talking to each other without either really 
understanding the other. Whenever the counsellor senses that they are 
losing the client it is useful for them to return to this concrete approach. 

It is important, too, that the counsellor does not mystify the client by 
overpowering them with technique or with unasked-for interpretations. 
This is another sense of the notion of being concrete. The client should 
at no time feel threatened by the counselling relationship nor feel that 
the counsellor is 'doing something strange'. Sometimes, the person new 
to counselling will feel more comfortable hiding behind a mystique and 
a sense of being a therapist. Such behaviour cuts across the notions 
of remaining warm and empathic. The counselling relationship should 
remain clear and unmysterious to the client. Rogers (1967) has used the 
word 'transparent' to describe this sense of openness and clarity. 

Immediacy 

When people are distressed by the life situation in which they find them
selves when they talk in a counselling relationship, there is a temptation 
for them to spend a considerable amount of time reminiscing about the 
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past. Somehow, it seems safer to talk of the past rather than face feelings 
in the here-and-now. One of the tasks of the counsellor is to help the 
client to identify present thoughts and feelings. In this way, current 
issues are addressed and problem solving can relate directly to those 
present-day issues. This is not to say that the client should never be 
allowed to talk about the past but to note that the counsellor may 
function more effectively if they keep a check on the degree to which 
such reminiscing occurs. In a sense the present is all there is: the past is 
past and the future has not yet arrived. The client who talks excessively 
about how things were avoids the reality of the present. 

'DON'TS' IN THE COUNSELLING RELATIONSHIP 

Having identified some of the qualities and characteristics that go to 
make up an effective counselling relationship, it is time to turn to some 
things that do not enhance it. These can be discussed most easily in the 
form of a list of 'don'ts'. Like any such list, there will be occasions on 
which anyone of these items may be helpful in the counselling relation
ship: that is an illustration of how such relationships are unique and 
unpredictable! As a general rule, however, the following issues run 
contrary to the qualities identified above and are best avoided. 

Don't ask 'why' questions 

(Example: Why do you feel depressed?) 

The word 'why' suggests interrogation, probing and a sense of dis
approval. Further, the 'why' question can encourage the client to discuss 
their feelings in a theoretical way. In other words, when the counsellor 
asks the client why he or she is depressed, they are being invited to offer 
a theory about why they feel that way. In the following example of 
dialogue between a community psychiatric nurse and a patient, we see 
this shift from feelings to theory. 

Nurse: 'Tell me a bit more about how you're feeling at the moment.' 

Patient: 'It's difficult to say ... I feel depressed, really.' 

Nurse: 'Why do you feel like that?' 
Patient: 'My mother was depressive ... perhaps I take after her ... ' 

The 'why' question in this example does nothing to help the patient 
expand on his expression of feeling but leads him immediately to offer a 
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theoretical explanation of his feelings. 'Why' questions are best avoided 
altogether in the context of counselling, although a considerable effort 
may have to be exerted on the part of the new counsellor to drop them 
from their repertoire! 'Why' questions tend to be very frequent ones in 
everyday conversation and the temptation to ask them can be very 
strong. Perhaps, too, they derive from an almost inherent sense of 
nosiness that most of us feel at some time or another! 

Don't use 'shoulds' and 'oughts' 

(Example: You realize that what you should do is ... ) 

Moralizing rarely helps. When the counsellor suggests what the other 
person should do, they force their own frame of reference - their own 
value system - on the client. It is difficult to imagine many situations in 
which a counsellor can really advise another person about what they 
should do. Possible exceptions to this rule are those situations in which 
concrete facts are under discussion. For example, a doctor may suggest 
that a patient should finish a course of medicine. In counselling, however, 
the issues under discussion are usually the client's problems in living. 
The counsellor's value system is rarely of use in helping the client to 
untangle their life and find a solution to their problem. 

Don't blame 

(Example: I'm not surprised, you've been very stupid.) 

As with the question of 'oughts' and 'shoulds,' trying to suggest or 
apportion blame is not constructive. In a sense, it doesn't matter who is 
to blame in any particular situation. The point is that a situation has 
occurred and the client is trying to find ways of dealing with it. 

Don't automatically compare the client's experience with 
your own experience 

(Example: I know exactly what you mean ... I'm like that too ... ) 

The key word, here, is automatically. Sometimes, shared experience can 
be helpful to the client. Often, however, it can lead to an exchange of 
experiences that is neither helpful nor progressive. Luft (1969) uses the 
descriptor parallaction to describe the sorts of parallel conversations that 
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can occur as a result of such comparison. In the following example, two 
friends are discussing the previous evening. 

'I had a good night, last night. Went to the cinema.' 

'Yes, we went out to a restaurant.' 

'I hadn't seen a film for months.' 

'We don't get out for meals very often.' 

'I saw Gone With the Wind . .. it must be 30 years old!' 

'Have you seen David in the last few weeks?' 

In the conversation, neither person is really listening to the other. Each 
wants to talk about themselves and neither is prepared to hear the other. 
Clearly, such an exaggerated situation is unlikely to occur in counselling, 
but it is surprising how such comparisons of experience can lead down 
blind alleys. An example of how this can occur is as follows. The 
conversation is between a social worker and a client: 

Client: 'I get very anxious, sometimes ... especially when I've got 
exams coming up.' 

Social worker: 'I suppose everybody does ... I know I do ... ' 

Client: 'I get to think that I won't make it ... that I'm not good 
enough.' 

Social worker: 'I know what you mean. I thought I wouldn't get my 
social-work exams ... I got really upset.' 

The counselling relationship belongs to the client: it is their time to 
explore their problems. If the counsellor constantly compares their own 
experience with that of the client, they are taking away some of that time 
from the client. More importantly, perhaps, they are saying to the client, 
'Your problems are my problems'. And yet, it is the client who is coming 
to see the counsellor and not vice versa! It is likely that if the counsellor 
expresses such similarity of experience to the client, the latter will resent 
it, for how can it be that both have similar problems and yet one has to 
sort out the other to help solve those problems? Such a contradiction can 
confuse and irritate the client and spoil the counselling relationship. 

Don't invalidate the client's feelings 

(Example: Of course you're not angry/depressed/in love ... you just 
think you are ... ) 

This sort of judgement is a curious one. It suggests a number of poss
ibilities: (a) the client is not telling the truth; (b) the client doesn't use 
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words appropriately (presumably in accordance with the counsellor's 
definitions!); or (c) the counsellor is better able to judge the client's 
feelings than the client themselves. Yet such interventions are by no 
means rare, though rarely are they therapeutic. A more appropriate 
approach may be to explore the expressed feeling in order to understand 
more fully the way in which the client is using words to describe feelings. 

These, then, are some 'don'ts'. They are approaches to counselling 
interventions that are best avoided in that they are either heavily pre
scriptive, judgemental or inappropriate. As we have noted, there will be 
times when each is appropriate with this client at this point in time -
particularly, perhaps, as the counselling relationship develops and both 
counsellor and client get to know each other better. 

QUESTIONS TO CONSIDER PRIOR TO 
COUNSELLING 

Prior to commencing counselling, there are some questions that may 
usefully be considered in order to establish whether or not one is the 
appropriate person to counsel this person at this time. 

Am I the appropriate person to counsel? 

Sometimes we are too close to the person who comes to us for counselling. 
The concept of therapeutic distance is useful here. If we are emotionally 
too involved with the other person, we are probably too close to them 
to be able to stand back from them and assess their situation with 
reasonable objectivity. On the other hand, it is possible to stand too far 
back and be so detached from the other person that we are unable to 
appreciate their problems with any sensitivity at all. There would appear 
to be an optimum position in which to stand in relation to the client so 
that we are both disinterested and involved. Examples of people with 
whom we may be too involved include members of our family and 
close friends. Examples of people from whom we may be too distanced 
include (paradoxically) those people who present us with a number of 
problems that are very similar to our own and those people who are so 
different from us that we fail basically even to empathize with them. 

Have I the time to counsel? 

Counselling takes time. It is tempting to think that, at the outset, we 
may easily be able to afford the time we offer the client. This seems to be 
no problem when the client is initially depressed and it does not seem 
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unreasonable to offer time. Once the client has begun to unravel some of 
their problems, the time factor becomes more pressing and it is remark
ably easy to find that we are no longer sure that we have the time! It is 
important that we decide at the outset of the counselling relationship 
that we will be able to apportion adequate time for the other person. If 
we cannot, we should consider referring them to someone else. 

On the other hand, there is much to be said for structuring the 
amount of time spent in counselling. It is useful to lay down clear time 
parameters as to the start and finish of the counselling session. It is often 
true that real client disclosure occurs towards the end of a counselling 
session - the important things are said last. If the client has no idea of 
when the session will end, they will clearly be unable to make these late 
and important disclosures. This issue of time will be discussed further in 
the next chapter. 

Have I the client's permission to counsel? 

It would seem to be a curious notion that counselling is voluntary: no 
one can be forced to disclose things that they are not ready or willing to 
disclose. On the other hand, it is easy to pressurize people into thinking 
that they should be counselled! When this happens, it is arguable that 
the counselling relationship is no longer a voluntary one: subtle coercion 
has taken place. It would seem better that it is always the client who 
seeks out the counsellor and never the counsellor who seeks out the 
client! 

The term permission as it is used here is nearly always tacit per
mission: the fact that the client comes to the counsellor at all suggests 
that he or she gives permission for counselling to take place. Even when 
this initial, tacit contract has been established, however, it is important 
that the counsellor does not become intrusive and attempt to force 
disclosure where it is not freely offered. It is tempting, at times, for 
us to believe that disclosure will 'do the other person good'. This is 
an interesting value judgement but one that may say more about the 
counsellor's needs than those of the client! 

Where will the counselling take place? 

In an ideal world, counselling takes place on neutral territory: neither in 
the client's horne nor in the office of the counsellor. Ideally, too, it 
is conducted in a room that is free from distractions, including other 
people who may knock on the door, telephones that may ring and 
surroundings that are so overstimulating that they distract the client's or 
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counsellor's attention away from the task in hand. In practice, however, 
the environment is usually far removed from meeting these ideal criteria. 
Very often, counselling takes place wherever it occurs. Few people who 
work in the health professions can engineer the situation to such a 
degree that they can set up a particularly appropriate environment. 

Having said that, there are environmental factors that may be borne 
in mind in almost all counselling settings. First, the chairs that both 
people sit in can be of the same height. This helps to create a certain 
equality in the relationship. If the counsellor sits at a higher or lower 
level than the client, it will be difficult for the relationship to develop. 
When the counsellor is sitting on a higher chair than the client, it puts 
them in a dominant position. When they are sitting on a lower chair, the 
relationship is such that the client is placed in a dominant position and 
may find this counterproductive to the telling of their story and to 
disclosing themselves to the counsellor. 

A further consideration is a seemingly odd one. It refers to where the 
counsellor and client sit in relation to the nearest window! It is difficult if 
either person sits with the window behind them (unless the lights are 
on!). If the counsellor sits with their back to the window, they will 
appear as a rather shadowy form because the client will be unable to see 
them properly. If the client sits in that position, the counsellor will not 
be able to see them properly and may miss vital aspects of non-verbal 
communication that can do much to convey particular thoughts and 
feelings. More suitable positions are well away from windows or ones in 
which both counsellor and client sit with the window to one side of 
them. 

These are some important practical considerations that the health 
professional needs to consider prior to setting out as a counsellor. All of 
these things need to be borne in mind before the specific skills of 
counselling are considered. Before such skills are discussed in detail, it 
may be useful to consider some basic principles of counselling that arise 
out of the literature and out of the discussion raised so far. These may be 
enumerated as follows. 

1. The client knows what is best for him or her. 

2. Interpretation by the counsellor is likely to be inaccurate and is best 
avoided. 

3. Advice is rarely helpful. 

4. The client occupies a different personal world from that of the 
counsellor and vice versa. 

5. Listening is the basis of the counselling relationship. 
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6. Counselling techniques should not be overused; however, 

7. counselling can be learned. 

BASIC PRINCIPLES OF COUNSELLING 

The client knows what is best for them 

We all perceive the world differently as we have all had different per
sonal histories that colour our views. Throughout our lives we develop a 
variety of coping strategies and ways of managing that we use when 
beset by personal problems. Central to client-centred counselling, par
ticularly, is the notion that, given the space and time, we are the best 
arbiters of what is and what is not right for us. We can listen to other 
people but in the end we, as individuals, have to decide upon our own 
courses of action. 

Belief in the essential ability of all persons to make worthwhile 
decisions for themselves arises from the philosophical tradition known 
as existentialism (Macquarrie, 1973; Pakta, 1972). Existentialists argue, 
among other things, that we are born free and that we 'create' ourselves 
as we go through life. For the existentialist, nothing is predetermined: 
there is no blueprint for how any given person's life will turn out. 
Responsibility and choice lie squarely with the individual: we choose 
what we will become. Sartre sums up this position when he argues that: 

Man first of all exists, encounters himself and surges up in the world 
and defines himself afterwards. If man, as the existentialists see him, 
is not definable, it is because to begin with he is nothing. He will not 
be anything until later and then he will be what he makes of himself. 
(Sartre, 1973) 

No one is free in all respects. We are born into a particular society, 
culture, family and body. On the other hand, our psychological make-up 
is much more fluid and arguably not predetermined. We are free to 
think and feel. One of the aims of the counselling relationship is to 
enable the client to realize this freedom to think and feel and, therefore, 
to act. 

Once a person has to some extent recognized this freedom, they 
begin to realize that they can change their life. This is a central issue in 
the humanistic approach to counselling: that people can change (Shaffer, 
1978). They do not have to be weighed down by the past or by their 
conditioning: they are more-or-Iess free to choose their own future. And 
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no one else can choose that future for them. Hence the overriding 
principle that the client knows what is best for them. 

Interpretation by the counsellor is likely to be inaccurate and 
is best avoided 

To interpret, in this sense, is to offer the client an explanation of their 
thinking, feeling or action. Interpretations are useful in that they can 
help us to clarify and offer a framework on which the client may make 
future decisions. However, they are best left to the client to make. 

As we have seen, we all live in different perceptual worlds. Because 
of this, another person's interpretation of my thinking, feeling or action, 
for example, will be based on that person's experience, not mine. That 
interpretation is, therefore, more pertinent to the person offering it than 
it is to me, coloured as it is bound to be by the perceptions of the other 
person. Such colouring is usually more of a hindrance than a help. 
Often, too, interpretations are laced with moral injunctions - oughts and 
shoulds. Thus, an interpretation can quickly degenerate into moralistic 
advice that may lead to the client feeling guilty or rejecting the advice 
because it does not fit in with their own belief or value system. 

Advice is rarely helpful 

Attempts to help 'put people's lives right' is fraught with pitfalls. Advice 
is rarely directly asked for and rarely appropriate. If it is taken, the client 
tends to assume that 'That's the course of action I would have taken 
anyway', or they becomes dependent on the counsellor. The counsellor 
who offers a lot of advice is asking for the client to become dependent. 
Eventually, of course, some of the advice turns out to be wrong and the 
spell is broken: the counsellor is seen to be 'only human' and no longer 
the necessary lifeline perceived by the client in the past. Disenchantment 
quickly follows and the client/counsellor relationship tends to degenerate 
rapidly. It is better, then, not to become an advice giver in the first place. 

There are exceptions to this principle where giving advice is 
appropriate - advice about caring for wounds, taking medication and 
health education, for example. In the sphere of personal problems, 
however, giving advice is rarely appropriate. Sartre (1973) notes with 
some irony that we tend to seek out people whom we think will give us 
a certain sort of advice - the sort that we would tend to give ourselves! 
A further indication, perhaps, that it is better to enable the client to 
formulate their own advice rather than our supplying it. 
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The client and counsellor live in different 'personal worlds' 

The fact that we have had varied experiences, have different physiologies 
and differing belief and value systems means that we perceive the world 
through different frames of reference. We tend to act according to our 
particular belief about how the world is. What happens next, however, 
is dependent upon how the world really is. If there is a considerable gap 
between our personal theory of the world and how the world actually is, 
we may be disappointed or shocked by the outcome of our actions. We 
may experience dissonance between what we believe to be the cause and 
what actually is. 

It is important that the counsellor realizes that their own belief 
system may not be shared by the client and the client may not see the 
world as the counsellor does. This is a basic starting point for the 
development of empathy in the relationship. To try to enter the frame of 
reference of the client accurately is one of the most important aspects of 
the relationship. It may also be one of the hardest, for we are always 
being invaded by our own thoughts, feelings, beliefs and values as we 
counsel. 

A useful starting pOint is for the counsellor to explore their own 
belief and value systems before they start. Simon et al. (1978) offer a 
series of useful exercises in values clarification. It is often surprising how 
contradictory and inconsistent our belief and value systems are! Once we 
are able to face some of these contradictions, we may be better able to 
face the contradictions in the client. 

The counsellor's task is to attempt to enter and share the personal 
world of the client. That view usually changes as counselling progresses 
(Rogers and Dymond, 1978), after which the client may no longer feel 
the need for the counsellor. When this happens, the counsellor must 
develop his or her own strategies for coping with the separation that 
usually follows. Counselling is a two-way process. While the client's 
personal world usually changes, so may the counsellor's. The counselling 
relationship can then be an opportunity for growth and change for the 
counsellor as well as for the client. 

Listening is the basis of the counselling relationship 

To really listen to another person is the most caring act of all and takes 
skill and practice. Often when we claim to be listening, we are busy 
rehearing our next verbal response, losing attention and failing to hear 
the other person. Listening involves giving ourselves up completely to 
the other person in order to fully understand them. 
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We cannot listen properly if we are constantly judging or categorizing 
what we hear. We must learn to set aside our own beliefs and values 
and to suspend judgement. We must also learn to develop free-floating 
attention - the ability to listen to the changing ebb and flow of the 
client's verbalizations and not to rush to pull them back to a particular 
topic. In this sense, what the client is talking about now is what is 
important. It is a process of offering free attention; of accepting, totally, 
the other person's story - accepting that their version of how the world 
is may be different, but just as valid as our own. 

We need to listen to the metaphors, the descriptions, the value 
judgements and the words that the client uses: they are all indicators of 
their personal world. So, too, are facial expressions, body movements, 
eye contact (or lack of it) and other aspects of non-verbal communication. 

Counselling techniques should not be overused 

If we can arm ourselves with a whole battery of counselling techniques, 
perhaps learned through workshops and courses, we stand to run into 
problems. The counsellor who uses too many techniques may be per
ceived by the client as artificial, cold and even uncaring. Perhaps we 
have all encountered the neophyte counsellor whose determined eye 
contact and stilted questions make us feel distinctly uncomfortable! It 
is possible to pay so much attention to techniques that these impede 
listening and communication. 

Some techniques, such as the use of questions, reflections, summary, 
probing and so forth, are very valuable. They must, however, be used 
discreetly and the human side of the counsellor must show through the 
techniques at all times. In the end, it is the quality of the relationship 
that is more important than any techniques that may be used. 

Counselling can be learned 

Counselling, arguably, is not something that comes naturally to some 
and not to others. We can all develop listening skills and the ability to 
communicate clearly with other people, which is the basis of effective 
counselling. The skills can be learned through personal experience and 
lots of practice, which may be gained in experiential-learning workshops 
for the development of counselling skills and through the actual process 
of doing counselling. 

The list of principles offered here is not claimed to be exhaustive. It 
attempts to identify some of the important principles involved and to 
explain them. The next task will be to consider the process of the 
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counselling relationship and to identify some of the stages that the 
relationship passes through as the client explores his or her world. 

BASIC PRINCIPLES AND CONSIDERATIONS IN 
COUNSELLING IN THE HEALTH PROFESSIONS 

The degree to which the issues identified previously will fit with a 
particular health profession will vary according to the nature of the role 
of those professionals. For the physiotherapist, for example, the need to 
give clear and exact information may often be more of a priority than 
talking through emotional problems. For the nurse working with elderly 
people, the role of listening to relatives may playa large part in the 
overall caring role. Given the different sorts of professional relationships 
that abound in the health professions, it is important to modify the 
principles discussed in this chapter accordingly. Having said that, the 
principles apply fairly broadly to almost all relationships in one way or 
another. They need to be linked, also, to the maps of the counselling 
relationship discussed in the next chapter and the counselling skills 
outlined in the following chapters. 



5 Maps of the counselling 
relationship 

Two counselling relationships can never be the same. As we have noted, 
we all come to counselling - whether as counsellor or as client - from 
different backgrounds and life experiences. Having said that, it may be 
helpful to sketch out in broad detail the possible nature of a typical 
counselling relationship. To this end, we need a map that can help us to 
explore the changing course of what happens between counsellor and 
client. Like any map, it is never the same as the territory itself. If we 
consider, for instance, the map of the London underground system, it 
bears no geographical relationship to the actual layout of the rail net
work. More importantly, though, it gets us around London! So it may be 
with a map of the counselling process. I may never match exactly what 
happens in counselling, but it can help us to move through the relation
ship with greater ease. 

Three different sorts of maps are offered here. The first is an eight
stage model that considers the changing and developing nature of the 
relationship. The second offers a very practical method of structuring the 
counselling process. The third considers three dimensions of counselling 
as a means of evaluating the relationship as it develops. The three can be 
used in various ways. First, one can be chosen as a way of working in 
counselling - the map chosen by the counsellor as the preferred one to 
be used in everyday practice, rather in the way that a person may use an 
AA map in preference to an Ordnance Survey map. Alternatively, any 
combination of the three may be used to highlight different aspects of 
counselling. The first, for example, may give a general overview of the 
whole relationship. The second may offer a practical set of steps that can 
be worked through. The third may highlight various aspects of coun
selling work that must be considered at various points throughout the 
relationship. The maps are not mutually exclusive: they all relate to the 
same thing and can be used together. 
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AN EIGHT-STAGE MAP OF THE 
COUNSELLING RELATIONSHIP 

The stages in the model are enumerated below. It is suggested that this 
model offers a broad overview of how the relationship, typically, will 
unfold. Now not all relationships will necessarily pass through each of 
the stages: some will reach certain stages and not others. Other relation
ships will by-pass certain of the stages. The aim of the map is to offer a 
broad overview of the sorts of potential stages that many relationships 
will move through. 

Stage one: 

Stage two: 

Stage three: 

Stage four: 

Stage five: 

Stage six: 

Stage seven: 

Stage eight: 

meeting the client 

discussion of surface issues 

revelation of deeper issues 

ownership of feelings and, possibly, emotional release 

generation of insight: the client's life is viewed by them in 
a different light 

problem solving/future planning 

action by the client 

disengagement from the counselling relationship by the 
client. 

Stage one: meeting the client 

In this first stage, the client meets the counsellor for the first time. Each 
is sounding out the other and setting tacit ground rules for the relation
ship. In a sense, both client and counsellor are 'on their best behaviour'. 
This is an important part of the larger counselling relationship in that 
it sets the tone for the whole dialogue. The skilled counsellor will set 
the client at ease in this stage and encourage them to gently spell 
out their reasons for talking to the counsellor. It is likely that both 
parties will experience some anxiety in this phase of the relationship: the 
client will want to be seen in a good light by the counsellor and the 
counsellor will be keen to ensure that the client feels comfortable in his 
or her company. 

Stage two: discussion of surface issues 

As the relationship slowly unfolds, the client will begin to tell their story 
or identify their problems in living. These will usually start with 'safe' 
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disclosures: the deeper issues will reveal themselves later. Murray Cox 
(1978) offers a useful device for identifying the level of disclosure in the 
counselling relationship. He distinguishes between three levels of self
disclosure by the client. First-level disclosures are safe and relatively 
unimportant disclosures. Examples of first-level disclosures will vary 
according to the context but examples are as follows. 

It took me a long time to get here today. 
It took me a long time to find your office. 
I haven't been to this part of the town before. 

These are usually fairly polite statements that act as 'feelers' in the 
relationship. They serve to test out the relationship in terms of trust and 
confidence. As the relationship deepens, so the level of self-disclosure 
increases. Levels two and three of Cox"s model are in the following stage. 

Stage three: revelation of deeper issues 

Level two of Cox's (1978) model refers to the disclosure of feelings. 
Again, such disclosures will depend on the individual and the context 
but examples of such second-level disclosures are as follows. 

I feel really angry about that. 
I find it very difficult to feel positive about anything. 
I'm not happy when I'm at home. 

Second-level disclosures will not occur until the relationship between 
counsellor and client is sufficiently developed to the point where the 
client feels confident and trusting with the counsellor. It is a significant 
indicator that the relationship has deepened when the client begins to 
offer disclosure of how they are feeling. 

Third-level disclosures are those that indicate the really deep, ex
istential concerns of the client - the sorts of things that they may not 
have disclosed to any other person or have disclosed to very few people. 
If you stop reading for a moment and think of two things that very few 
people know about you, those would be third-level disclosures if you 
revealed them to another person. A clear principle emerges here: the 
client's potential third-level issues are not necessarily the same as the 
counsellor's third-level issues and vice versa. There is considerable 
danger in being misunderstood and in misunderstanding if we forget 
this. There is a temptation to believe that what troubles us is what 
troubles most people. 
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On the other hand, there is a certain paradox arising at this point, for 
as Rogers (1967) notes: 'What is most personal is most general'. Some of 
the most difficult things to talk about turn out to be difficult for all of us. 
There is a certain commonality of human experience that makes it the 
case that we all share certain fundamental difficulties. However, we 
would be wrong to assume that it is necessarily true that what I as a 
counsellor worry about, my clients worry about. Identification with the 
client is perhaps the most difficult issue here. We must be careful to 
draw the boundaries between ourselves and the client if we are to allow 
the latter to express their own third-level issues in their own time. It is 
arguable, too, that we will not allow the client to make third-level dis
closures until we are accepting enough and comfortable with ourselves. 
We can easily and unconsciously put the client in the position of not 
being able to make these profound disclosures by our being defensive. 
To really listen to another person talking of their deeper human concerns 
is often a difficult business. This is yet another reason why we should, 
as counsellors, develop self-awareness; it may be only when we have 
faced some of our own third-level problems that we will allow the client 
to discuss theirs. 

Third-level disclosures are often heralded by certain changes in the 
client. They may become quieter, their facial expression may change and 
eye contact may be less sustained. If the person is disclosing something 
that has taken considerable courage to disclose, that disclosure is bound 
to be accompanied by considerable anxiety. Often, if the counsellor 
sits quietly and attentively, the client will make the disclosure. If the 
counsellor is too talkative or questioning, the disclosure may be avoided 
all together. The timing of third-level disclosures, by the client, is fairly 
critical and if the circumstances of the relationship are not optimal and 
the disclosure has been made, all that is often necessary is for the 
counsellor to sit and listen to the client as they struggle to make sense of 
what has happened. Little intervention is needed at this point and the 
counsellor should avoid the temptation to 'overtalk' the client because of 
their own anxiety at being offered the disclosure (Heron, 1986). 

Examples of typical third-level disclosures are difficult to describe. 
More than any other sort, they tend to be idiosyncratic and defined by 
the context of the relationship. Many are metaphorical in nature. For 
example, the client may say: 'I never really had a childhood' or 'I realize 
that I have never felt anything really'. Others are more direct: 

I've never loved my wife. 
I hated my parents more than anything else. 
I'm homosexual. 
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Figure 5.1 The rhythm of counselling (based on Cox, 1978). 

Third-level disclosures do not occur all together: they tend to be made 
at various points throughout the counselling relationship. Figure 5.1 
demonstrates what may be termed the rhythm of counselling - the 
cycle of disclosures that starts with level one, deepens to level two and 
deepens still further to level three. It then, typically, lightens again and 
the client gradually returns to less difficult topics. Then the cycle starts 
again and the relationship deepens again. It may be important that this 
changing of level from deeper to lighter occurs. Too much disclosure, 
too quickly, can lead to the client feeling embarrassed and very deep 
disclosure made much too quickly can lead to the client returning only to 
first-level disclosures, never to return to the more profound issues. 
Indeed, such sudden deep disclosure may lead to the client's subsequent 
withdrawal from the relationship altogether. Having made this very 
sudden disclosure, the client leaves feeling embarrassed and finds it 
difficult to return to face the counsellor again. 

If such sudden, deep disclosure seems imminent at the beginning of 
a counselling relationship, it is sometimes sensible to lighten the con
versation and allow the disclosure rate to slow down. In this way, the 
client discloses more gently and stands to feel more comfortable in the 
following sessions. 

Third-level disclosures would seem to be an important part of the 
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counselling process. The very fact that a client can articulate some of his 
or her deeper fears, anxieties and problems means that the possibility of 
resolving them is more likely. Also, the process of self-disclosure can 
often serve to change the client's perceptions of their problems. A con
siderable amount of energy is taken up with holding onto these more 
profound problems. The disclosure of them is often accompanied by a 
great sense of relief. 

Clearly, third-level disclosures need to be received and heard by the 
counsellor with great tact. It is important that the client does not feel 
patronized or judged after such a disclosure. The very process of dis
closure, itself, has been difficult enough, without the counsellor making 
the person feel more uncomfortable. As we have seen, the counsellor is 
often required to do nothing but listen. Also, too, the disclosure may be 
followed by a period of silence on the part of the client as they piece 
together their thoughts on what they have said. 

Stage four: ownership of feelings and 
possible emotional release 

When the client has begun to talk about the very profound problems of 
their life, the tone of the dialogue will often change in a very significant 
way. The client stops talking about the feelings that they have in a general 
or detached sort of way and begins to experience the feelings themselves. 
In other words, the feelings begin to accompany the conversation. This 
can be described as ownership of those feelings. An example of the 
change in emotional state is illustrated in the following passage: 'Some
times ... sometimes when I'm at home, I get quite angry with various 
members of the family ... ' and 'Something odd is happening ... I'm 
feeling angry now ... I'm really furious! I won't be treated like that! It's 
my son, David ... I'm really mad with him ... '. The change can be quite 
dramatic as the client begins to thaw out and experience the feelings that 
they may have been bottling up for a considerable period. Sometimes 
the switch to experiencing the feelings as they are talked about is only 
transitory and the client quickly switches back to the safety of talking in 
the abstract. Sometimes, however, the sense of experiencing the feeling 
leads to more profound release of emotion. Thus, as the feelings are 
experienced, the person expresses those emotions through tears, anger, 
or fear - cathartic release. Sometimes, too, the embarrassment of the 
sudden realization of feeling leads to expression of that feeling in the 
form of laughter (Heron, 1989). This embarrassed laughter may quickly 
tip over into tears, anger or fear. Again, the counsellor's role here is to 
allow the expression of feelings, the cathartic release. The tears, anger or 
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fear may last for a few moments or may be sustained. The longer the 
counsellor can refrain from jumping to rescue the client from their 
feelings, the more likely it is that the client will benefit from the release. 

Stage five: generation of insight - the client's life is viewed 
by them in a different light 

It would seem that cathartic release generates insight (Heron, 1977b). If 
we can allow the expression of pent-up feeling and not interrupt the 
expression or attempt to interpret it, the client will come to view their 
life situation differently. It is as though the expression of pent-up feeling 
releases in the client a natural ability to think more rationally and see 
things more clearly. Often all that is required at this stage is to sit quietly 
as the client experiences that insight and verbalizes it. There is, of 
course, no reason to suppose that the client will necessarily verbalize the 
insights gained through cathartic release but their non-verbal behaviour 
will usually indicate that the client is piecing the insights together. Often 
they will sit looking away from the counsellor, clearly thinking deeply. 
The temptation is often to interrupt that process with a series of questions 
but, as a general rule, the process is best left undisturbed. The gain in 
insight is usually greater if the client can be allowed the time and space 
to appreciate it. 

Stage six: problem solving/future planning 

The expression of pent-up emotions and the insight gained through their 
release are not enough in themselves. The client still has to consider 
ways in which they are going to use that insight to change certain 
aspects of their life. Thus, once the tears have been shed and the 
perceptual shift has occurred, the client is often helped by the use of a 
practical problem-solving cycle (Burnard, 1985). Figure 5.2 offers one 
such cycle. In phase one, the problem is clearly defined. This comes 
about through talking through the client's situation carefully and helping 
them to express what they see as the problem as concisely as they can. 
In the second phase, the client and the counsellor generate as many 
possible solutions to that problem as they can. This process is sometimes 
known as brainstorming and involves considering every possibility, both 
the rational and sensible and the more bizarre! Such a process can open 
up a fruitful and creative series of possible solutions that a plainly logical 
approach may not. 

In phase three, a short list of possible solutions is drawn up and, in 
stage four, the client makes a decision about which solution they will 
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Phase six: 
problem resolution: 
no further action 
required Phase one: problem identification: 

the problem is clearly defined 

Phase five: 
action: the solution 
is applied. If it works, the client 
moves to phase six. If not, he 
returns to phase one 

Figure 5.2 A problem-solving cycle. 

Phase two: generation of possible 
solutions: the client and 
counsellor brainstorm possible 
solutions, both practical and 
impractical. No solutions 
are rejected at this stage 

Phase three: prioritization: the 
client draws up a short list of 
possible solutions 

Phase four: 
choice of solution: one solution 
is chosen and its implementation 
planned 

choose. Next, the solution is put into operation in the client's life and, if 
it works, the problem is resolved. If it does not, the problem-solving 
cycle can be worked through again, perhaps with a clearer definition of 
the problem. 

Stage seven: action 

As we noted at the outset, counselling must have a practical end. In this 
case, as the client comes to identify his or her problems of living, talk 
them through with the counsellor, express pent-up emotion and identify 
solutions, it is important that they introduce changes in their life. Indeed, 
if no such changes take place, the counselling is of very little use. This 
action stage of the relationship takes place away from the counsellor/ 
client meetings and consists of the client trying new ways of living. 
During this stage, the client will obviously need a considerable amount 
of support from the counsellor but, essentially, this will be the client's 
independent aspect of the relationship. It will also involve a growing 
independence on the part of the client, who comes to realize that they 
can live without the counsellor and can make life choices without the 
counsellor's help. This stage shades into the next. 
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Stage eight: disengagement from the counselling process 

This is what it says. Gradually, or sometimes abruptly, the client feels 
more and more able to cope on their own. Thus, the counselling re
lationship comes to an end. This may create considerable anxieties in 
both counsellor and client. The relationship has developed into a close 
one and, to some degree, both people have become dependent on each 
other. The skilled counsellor is one who can effectively help in the 
disengagement process and not require the client to remain attached to 
him or her. This is the ultimate act of altruism, perhaps. It is the process 
of saying goodbye, with no strings attached. The goodbye must be 
unequivocal and without regret or remorse. The counsellor has completed 
their task and the client has learned to live for, and with, him or herself. 
Often, old issues of separation come to the fore here. Bowlby (1975) 
wrote of 'separation anxiety' - the anxiety some people feel when they 
find a relationship coming to an end. Bowlby hypothesized that such 
people had experienced difficulties in early separations - in childhood or 
even in early infancy. Here, again, we find the need for the counsellor's 
developing self-awareness and the need for them to explore any identified 
difficulties with separations and with the ends of counselling relation
ships. It is important that such partings are smooth and that both parties 
are comfortable with the ending. 

Reflecting on counselling 

Can you be a counsellor and a personal friend to the client? Should 
you know the client 'outside' of the professional relationship? This 
issue involves a considerable number of ethical questions which 
anybody setting out in counselling should consider. 

A THREE-STAGE MODEL OF THE 
COUNSELLING RELATIONSHIP 

The second map for guidance in the process of counselling is Egan's 
(1986) three-stage model of the helping relationship. His three stages are: 

1. identifying and clarifying problem situations; 

2. goal setting: developing and choosing preferred scenarios; 

3. action: moving towards the preferred scenario. 
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In stage one, the counsellor helps the client to tell their story - to explore 
their present life situation as they see it now. Out of that story emerges 
the specific problems of living that could not have been identified prior 
to this exploratory process. It is as if the very telling of the story brings 
out the problems and puts a name to them. Egan notes also that this 
stage is useful for exploring 'blind spots' - aspects of the client's life that 
they had not considered. 

In stage two, the client is helped to imagine a possible future situation 
that would be preferable to the present one. Initially, this often means 
imagining a variety of possible future scenarios, out of which the client 
slowly homes in on one. Once this realistic scenario has been discussed, 
the client and counsellor can identify goals that can help in the achieve
ment of the proposed future state. 

In stage three, the client and counsellor devise ways in which the 
proposed future scenario is achieved. In the first instance, this can be 
aided by the process of brainstorming, as described above. All possible 
methods of achieving the desired outcome are identified and then, 
gradually, a particular approach is chosen out of all the possibilities. 
Then, an action plan is drawn up in order to further aid the achievement 
of the desired scenario. The final substage of stage three is action on 
the part of the client - the time when the client makes the discussion 
concrete and puts the plan into action, supported by the counsellor. 

Egan's (1986) three-stage model can serve as a useful and practical 
map in counselling and a means of bringing structure to the process of 
counselling. The three stages, although interrelated, can be dealt with as 
separate aspects of counselling and thus the relationship takes shape 
and has specific goals. Keeping the three stages in mind can help the 
counsellor to assess where the relationship is going and how it is de
veloping. Obviously, no time limit can be put on how long each of the 
stages may take to work through with any given person but using them 
can ensure that the relationship remains dynamic and forward moving. 

Egan's model in practice 
June is an occupational therapist working with a group of young patients 
in a small psychiatric day hospital. She is approached by one patient, 
Alice, a girl recently discharged from hospital where she was treated for 
anorexia nervosa. Alice says that she wants to talk but is unclear about 
what her problems are. June uses Egan's three-stage model and allows 
Alice to describe everything that is happening to her at the present time. 
Thus, a picture of Alice's life emerges. Out of this picture, Alice identifies 
two problem areas: her over-dependent relationship with her mother and 
her lack of self-confidence. June asks her to clarify how she would like the 
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future to be. Alice talks of greater independence from her mother and an 
enhanced ability to socialize and mix more easily. 

Out of their discussion, June and Alice draw up a list of practical, 
manageable tasks for the immediate future, including: 

1. Alice to set aside time to talk to her mother; 
2. Alice to consider the practicality of finding a flat or bedsitter near 

her parents' home; 
3. Alice and June to work out a social-skills training programme for 

Alice to follow with a group of other day-hospital clients; 
4. Alice to attend a weekend workshop on assertiveness training at a 

local college. 

THREE DIMENSIONS OF THE 
COUNSELLING RELATIONSHIP 

lOS 

Yet another way of mapping the relationship is in terms of three dimen
sions: time, depth and mutuality (Cox, 1978). Again, although each 
dimension overlaps with the other and is dependent on the other, each 
may be considered separately. 

Time 

The concept of time in the counselling relationship can be understood in 
at least two ways. First, there is the logical structuring of the counselling 
relationship itself. It makes sense for the counsellor to suggest a well
defined period of time for the counsellor/client meeting. Setting a 
boundary in this way has many advantages: once set, it can be forgotten 
about by both counsellor and client. Both know how long they will be 
together and when the session will finish. In an open-ended session, 
both may be confused about how long the session will last. A stated time 
contract of, say, an hour will overcome this problem. The contract also 
means that the client will tend to use the time available constructively. 
As we have already noted, the client will often disclose important infor
mation towards the end of the meeting. If they do not know when 
that end will come, they may never make the disclosure. Also, an 
unstructured session may be fine when the counsellor is not busy, but 
when constraints of work mean that the counselling session has to be 
truncated the client may feel rejected. On balance, then, it seems better 
to structure the time more formally at the outset. 
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A second, more subtle aspect of time structuring relates to the focus 
of the counselling in terms of past, present and future. These three 
aspects may be considered as follows: 

1. past - the client's past, personal history; 

2. present - the client's present situation and the present situation for 
the client and counsellor together; 

3. future - the client's aspirations, plans and hopes for what is to come. 

In counselling those with emotional or psychological problems, it may be 
useful to consider spending roughly equal time in discussing all three 
time zones. 

Our past experience has much to do with how we view the present. 
Indeed, what we are in the present may be seen as having grown out of 
past experience. Both past and present experience will determine, to a 
greater or lesser extent, how we make use of the future. Some people 
seem to want to live in the past; perhaps it was more comfortable or 
acceptable. Others look forward to what may happen in the future and 
dismiss the past as irrelevant - so much 'water under the bridge'. 
Tomorrow will always be better than today. Both living in the past and 
living for the future are, perhaps, unrealistic. To live in the present, 
with a strong sense of both past and future, may be more useful and 
constructive. 

A balanced counselling relationship may take into account all three 
of these aspects of time. The counsellor may want to ask how the 
present situation is affected by past events and how the client views 
the future, given the present climate. If past, present and future are 
addressed in roughly equal amounts, then the momentum of the re
lationship remains continuous. There is a sense of continuity running 
through the relationship. 

Depth 
The second dimension in this map is depth. This refers to the aspects of 
intimacy and personal disclosure in the relationship and it depends on 
the amount of time invested in it. Depth cannot be hurried. It evolves 
out of the feeling of trust engendered by the client-counsellor process, 
but it does seem to develop in a cyclical manner. At the beginning of the 
relationship (and at the beginning of each counselling hour), there is 
usually a discussion of superficial things (first-level disclosures). As the 
relationship and the hour develop, so the depth of the relationship 
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increases (through second and third-level disclosures). The client slowly 
reveals him or herself to the counsellor and discloses more and more. 
Towards the end of the relationship (and the hour), the atmosphere 
lightens and the counselling relationship moves once again to a more 
superficial note. Thus, the use of Cox's (1978) three levels of disclosure 
may be used to assess the depth of the relationship, both on a session
to-session basis and from the point of a longer-term relationship. 

Many factors determine the depth of the relationship. A shert list 
would include the counsellor's ability to empathize with the client, 
the counsellor's range of skills, the personalities and temperaments of 
counsellor and client, the degree of 'match' between the two people and 
the prevailing moods of both people. 

Mutuality 

The third dimension of structure is mutuality. This refers to the client's 
and counsellor's shared relationship with each other. As we noted earlier 
(p. 80), Martin Buber referred to the 'I-thou' relationship - the natural 
unfolding of relationship between two people who know each other on a 
reasonably equal and intimate level. Carl Rogers (1967) described the 
process of emerging from what resembled a hypnotic trance at the end 
of the counselling session. This trance-like state reflects the close nature 
of the truly mutual client-counselling relationship. Everything outside 
the relationship is forgotten while the client and counsellor are together 
- a close bonding occurs. 

How does such mutuality develop? Arguably, it arises out of shared 
experiences and self-disclosure (although limits to this are discussed 
above). The counselling relationship, far from being a one-way traffic of 
disclosure from the client to the counsellor, becomes a time when human 
experiences are pooled. This is not to say that the counsellor should 
burden the client with his or her own problems, but to acknowledge that 
'disclosure begets disclosure' (Jourard, 1964). I, for example, feel more 
understood when the person to whom I am talking shares something of 
their own experience with me. 

To develop mutuality, the counsellor has to develop an open, non
defensive and transparent presentation of self. Rather than hiding behind 
a professional mask, they allow themselves to be seen as they are, warts 
and all! It is worth noting that professionals who allow themselves to 
make mistakes occasionally are generally sensed as far more approachable 
and human than are their highly skilled perfect counterparts. It would 
seem that affability is a necessary prerequisite of good counselling. 

If this mutuality is missing, then the counselling process will remain 
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superficial. If the counsellor always presents a professional fa~ade and 
never allows the client to know him or her, then mutuality cannot 
develop. Mutuality is a measure both of the depth of the relationship 
and of the counsellor's commitment to the relationship. It develops out 
of the counsellor's life experience, ability to empathize, skill and genuine 
commitment to the task. 

These, then, are three ways of mapping out the counselling relation
ship. They differ in approach and degree of detail and perhaps they will 
appeal to different sorts of counsellors. While no map is essential to 
counselling, some structure can help the unfamiliar to look a little less 
frightening. It can also suggest the direction forward and, at best, 
counselling should always be a dynamic and evolving process, though, 
at times - like life itself - it will become stuck! Often, it is these periods 
of being stuck that are some of the most important. If we can stand to 
stay with the stuckness and even to abandon the map, the result for the 
client in the long term can be much more rewarding. 

MAPS OF THE COUNSELLING RELATIONSHIP AND 
THE HEALTH PROFESSIONAL 

What map a particular health professional chooses in order to bring 
structure to their counselling will depend to a degree on the time avail
able and the nature of the relationship. Where time is limited and a 
reasonable amount of resolution of a problem must be achieved, Egan's 
(1986) three-stage model is excellent. It is practical, structured and allows 
both health professional and client to see where the relationship is going 
and how it is progressing. Those professionals concerned with longer
term relationships may choose the first and third models described in 
this chapter, for these emphasize more the processes that occur in the 
development of the counselling relationship. None of the maps, how
ever, is mutually exclusive. Any of the maps may be used in conjunction 
with any of the others and combined with the use of effective counselling 
skills described in the following chapters. 



6 Counselling skills I: 
listening and attending 

Listening and attending are by far the most important aspects of the 
counselling process. Often, the best counselling is that which involves 
the counsellor only listening to the other person. Unfortunately, most of 
us feel that we are obliged to talk! Unfortunately, too, it is 'over-talking' 
by the counsellor that is least productive. If we can train ourselves to 
give our full attention to and really listen to the other person, we can do 
much to help them. First, we need to discriminate between the two 
processes: attending and listening. 

ATTENDING 

Attending is the act of truly focusing on the other person. It involves 
consciously making ourselves aware of what the other person is saying 
and of what they are trying to communicate to us. Figure 6.1 demon
strates three hypothetical zones of attention. The zones may help to 
clarify further this concept of attending and has implications for improv
ing the quality of attention offered to the client. Zone one, in the 
diagram, represents the zone of having our attention fully focused 
'outside' of ourself and on the environment around us or, in the context 
of counselling, on the client. When we have our attention fully focused 
'out' in this way, we are fully aware of the other person and not 
distracted by our own thoughts and feelings. 

There are some simple activities, borrowed from meditation practice, 
that can help and enhance our ability to offer this sort of attention. 
Here is a particularly straightforward one. Stop reading this book for a 
moment and allow your attention to focus on an object in the room that 
you are in: it may be a clock, or a picture or a piece of furniture -
anything. Focus your attention on the object and notice every aspect of 
it: its shape, its colour, its size and so forth. Continue to do this for at 
least one minute. Notice, as you do this, how your attention becomes 
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ZONE TWO: attention in. 

When attention is focused in this 
zone, the counsellor is caught up 

ZONE ONE: attention out. with his or her own thoughts and 
feelings. Attention to the client is only 

When attention is focused in this partial. 
zone, the counsellor is fully listening 
to the client and paying attention to ZONE THREE: attention focused on 
all verbal and non-verbal cues. fantasy. 

When attention is focused in this 
zone, the counsellor is busy trying to 
work out theories about the client. 
Rather than giving full attention, he 
or she is interpreting what is going on. 

Figure 6.1 Three possible zones of attention. 

fully absorbed by the object. You have focused your attention 'out'. 
Then discontinue your close observation. Notice what is going on in 
your mind. What are your thoughts and feelings at the moment? When 
you do this, you shift your attention to zone two: the 'internal' domain 
of thoughts and feelings. Now shift the focus of your attention out again 
and onto another object. Study every aspect of it for about a minute. 
Notice, as you do this, how it is possible consciously and awarely to shift 
the focus of your attention in this way. You can will yourself to focus 
your attention outside of yourself. Practice at this conscious process will 
improve your ability to fully focus attention outside of yourself and onto 
the client. 

Clearly, if we are to pay close attention to every aspect of the client, 
it is important to be able to move freely between zones one and two. In 
practice, what probably happens in a counselling session is that we 
spend some time in zone one, paying full attention to the client, and 
then we shuttle back into zone two and notice our reactions, feelings 
and beliefs about what they are saying, before we shift our attention 
back out. The important thing is that we learn to gain control over this 
process. It is no longer a haphazard, hit-and-miss affair but we can learn 
to focus attention with some precision. It is not until we train ourselves 
consciously to focus attention 'out' in this way that we can really notice 
what the other person is saying and doing. 

Zone three in the diagram involves fantasy: ideas and beliefs that we 
have that bear no direct relation to what is going on at the moment but 
concerns what we think or believe is going on. When we listen to 
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another person, it is quite possible to think and believe all sorts of things 
about them. We may, for example, think: 'I know what he's really trying 
to tell me. He's trying to say that he doesn't want to go back to work, 
only he won't admit it - even to himself!' When we engage in this sort of 
'internal dialogue' we are working within the domain of fantasy. We 
cannot 'know' other things about people unless we ask them, or as 
Epting puts it: 'if you want to know what another person is about, ask 
them, they might just tell you!' (Epting, 1984). We often think that we do 
know what other people think or feel, without checking with that person 
first. If we do this, it is because we are focusing on the zone of fantasy: 
we are engaged in the processes of attribution or interpretation. The 
problem with these sorts of processes is that, if they are wrong, we 
stand to develop a very distorted picture of the other person! Our 
assumptions naturally lead us to other assumptions and, if we begin to 
ask questions directly generated by those assumptions, our counselling 
will lack clarity and our client will end up very confused! 

A useful rule, then, is that if we find ourselves within the domain of 
fantasy and we are 'inventing' things about the person in front of us, we 
stop and if necessary check those inventions with the client to test the 
validity of them. If the client confirms them, all well and good: we have 
intuitively picked up something about the client that he or she was, 
perhaps, not consciously or overtly telling us. If, on the other hand, we 
are wrong, it is probably best to abandon the fantasy all together. The 
fantasy, invention or assumption probably tells us more about our own 
mental make-up than it does about that of our client! In fact, these 
'wrong' assumptions can serve to help us gain more self-awareness. In 
noticing the wrong assumptions we make about others, we can reflect 
on what those assumptions tell us about ourselves. 

Awareness of focus of attention and its shift between the three zones 
has implications for all aspects of counselling. The counsellor who is able 
to keep attention directed out for long periods is likely to be more 
observant and more accurate than the counsellor who is not. The coun
sellor who can discriminate between the zone of thinking and the zone 
of fantasy is less likely to jump to conclusions about their observations or 
to make value judgements based on interpretation rather than on fact. 

What is being suggested here is that we learn to focus directly on the 
other person (zone one) with occasional moves to the domain of our 
own thoughts and feelings (zone two) but that we learn, also, to attempt 
to avoid the domain of fantasy (zone three). It is almost as though we 
learn to meet the client as a 'blank slate': we know little about them until 
they tell us who they are. To work in this way in counselling is, almost 
paradoxically, a much more empathic way of working. We learn, rapidly, 
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not to assume things about the other person but to listen to them and to 
check out any hunches or intuitions we may have about them. 

Being able to focus on zone one and have our attention focused out 
has other advantages. In focusing in this way, we can learn to maintain 
the 'therapeutic distance' referred to in a previous chapter. We can learn 
to distinguish clearly between what are the client's problems and what 
are our own. It is only when we become mixed- up by having our 
attention partly focused on the client, partly on our own thoughts and 
feelings and partly on our fantasies and interpretations that we begin to 
get confused about what the client is telling us and what we are 'saying 
to ourselves'. We easily confuse our own problems with those of the 
client. 

Second, we can use the concept of the three domains of attention 
to develop self-awareness. By noticing the times when we have great 
difficulty in focusing attention 'out', we can learn to notice points of 
stress and difficulty in our own lives. Typically, we will find it difficult to 
focus attention out when we are tired, under pressure or emotionally 
distressed. The lack of attention that we experience can come to serve as 
a signal that we need to stop and take stock of our own life situation. 
Further, by allowing ourselves consciously to focus 'in' on zones two 
and three - the process of introspection - we can examine our thoughts 
and feelings in order to further understand our own make-up. Indeed, 
this process of self-exploration seems to be essential if we are to be able 
to offer another person sustained attention. If we constantly 'bottle up' 
problems we will find ourselves distracted by what the client has to say. 
Typically, when they begin to talk of a problem of theirs that is also a 
problem for us, we will suddenly find our attention distracted to zone 
two: suddenly we will find ourselves pondering on our own problems 
and not those of the client! Regular self-examination can help us to clear 
away, at least temporarily, some of the more pressing personal problems 
that we experience - a case, perhaps, of 'counsellor, counsel thyself!'. 

Such exploration can be carried out either in isolation, in pairs or in 
groups. The skills exercises part of this book offers practical suggestions 
as to how such exploration can be developed. If done in isolation, 
meditative techniques can be of value. Often, however, the preference 
will be to conduct such exploration in pairs or groups. In this way, we 
gain further insight through hearing other people's thoughts, feelings 
and observations and we can make useful comparisons between other 
people' 5 experience and our own. There are a variety of formats for 
running self-awareness groups, including sensitivity groups, encounter 
groups, group therapy and training groups. Such groups are often 
organized by colleges and extramural departments of universities but 
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they can also be set up on a 'do-it-yourself' basis. Ernst and Goodison 
(1981) offer some particularly useful guidelines for setting up, running 
and maintaining a self-help group for self-exploration. Such a group is 
useful as a means of developing self-awareness, as a peer support group 
for talking through counselling problems and also as a means of de
veloping further counselling skills. Trying out new skills in a safe and 
trusting environment is often a better proposition than trying them out 
with real clients! 

Attending in practice 
Elizabeth, a health visitor, finds that during a busy day it is difficult to 
'cut off' from one of her clients, before visiting another. She finds herself 
preoccupied with the problems of a previous visit during a visit to 
another person. Through practising the process of focusing 'attention 
out' between visits and by taking a few minutes, in her car, to 'dis
associate' from the client she has just visited, she develops the skill of 
giving full attention to the next person she sees. 

Reflecting on counselling 

To what degree is it appropriate or possible to remain objective? 
Should you stand well back from the client so that your own concerns 
do not become confused with those of the client? Or should you 
throw yourself into the relationship and become fully involved? It 
would seem that there is an optimum point at which to stand in 
relation to most clients. Stand too far back and you cannot appreciate 
the client's problems. Stand too close and you become part of those 
problems. 

LISTENING 

Listening is the process of 'hearing' the other person. This involves not 
only noting the things that they say but also a whole range of other 
aspects of communication. Figure 6.2 outlines some of the things that 
can be noted during listening. Given the wide range of ways in which 
one person tries to communicate with another, this is further evidence of 
the need to develop the ability to offer close and sustained attention, as 
outlined above. Three aspects of listening are noted in the diagram. 
Linguistic aspects of speech refer to the actual words that the client uses, 
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Linguistic aspects 

• words 
• phrases 
• figures of speech 
• 'personal' and idiosyncratic forms of speech 

etc. 

Paralinguistic aspects 

• timing 
• volume 
• tone 
• pitch 
• 'urns' and 'errs' 
• fluency 
• range 

etc. 

Non-verbal aspects 

• facial expression 
• gestures 
• touch 
• body position 
• proximity to the counsellor 
• body movement 
• eye contact 

etc. 

Figure 6.2 Aspects of listening. 

to the phrases they choose and to the metaphors they use to convey how 
they are feeling. Attention to such metaphors is often useful as meta
phorical language can often convey more than can more conventional 
use of language (Cox, 1978). Paralinguistics refers to all those aspects of 
speech that are not words themselves. Thus timing, volume, pitch and 
accent are all paralinguistic aspects of communication. Again, these can 
offer us indicators of how the other person is feeling beyond the words 
that they use. Again, however, we must be careful of making assump
tions and slipping into zone three - the zone of fantasy. Paralinguistics 
can only offer us a possible clue to how the other person is feeling. It is 
important that we check with the client the degree to which that clue 
matches with the client's own perception of the way they feel. 

Non-verbal aspects of communication refer to 'body language' -
the way that the client expresses him- or herself through the use of 
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their body. Thus facial expression, use of gestures, body position and 
movement, proximity to the counsellor and touch in relation to the 
counsellor all offer further clues about the client's internal status beyond 
the words they use and can be 'listened' to by the attentive counsellor. 
Again, any assumptions that we make about what such body language 
'means' need to be clarified with the client. There is a temptation to 
believe that body language can be 'read', as if we all used it in the same 
sort of way. This is, perhaps, encouraged by works such as Desmond 
Morris's (1978) Manwatching. Reflection on the subject, however, will 
reveal that body language is dependent to a large degree on a wide number 
of variables: the context in which it occurs, the nature of the relationship, 
the individual's personal style and preference, the personality of the person 
'using' the body language, and so on. It is safer, therefore, not to assume 
that we 'know' what another person is 'saying' with their body language 
but, again, to treat it as a clue and to clarify with the client what they 
mean by their use of it. Thus it is preferable, in counselling, merely to 
bring to the client's attention the way they are sitting, or their facial 
expression, rather than to offer an interpretation of it. Two examples may 
help here. In the first, the counsellor is offering an interpretation and 
an assumption: 

'I notice from the way that you have your arms folded and from your 
frown that you are uncomfortable with discussing things at home.' 

In the second example, the counsellor merely feeds back to the client 
what he or she observes and allows the client to clarify their own 
situation: 

'I notice that you have your arms folded and that you're frowning. 
What are you feeling at the moment?' 

LEVELS OF LISTENING 

The skilled counsellor learns to listen to all three aspects of communi
cation and tries to resist the temptation to interpret what they hear. 
Three levels of listening may be identified, as shown in Figure 6.3. 

The first level of listening refers to the idea of the counsellor merely 
noting what is being said. In this mode, neither client nor counsellor 
are psychologically very 'close' and arguably the relationship will not 
develop very much. In the second level of listening, the counsellor 
learns to develop 'free-floating' attention. That is to say that he or she 
listens 'overall' to what is being said, as opposed to trying to catch every 
word. Free-floating attention also refers to 'going with' the client, of not 
trying to keep the client to a particular theme but of following the client's 
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Level one 

Counsellor Client 

Hears words Talks 

LevellwO\ / 
Counsellor Client 

Maintains free-floating Talks and experiences some 
attention empathy 

Level three '\ I 
Counsellor Client 

Hears words, maintains free- Talks, allows silences, feels 
floating attention and notes listened to and understood. 
own feelings as a guide to 
the client's feelings. 

Figure 6.3 Three levels of listening. 

conversation wherever it goes. The counsellor also 'listens' to the client's 
non-verbal and paralinguistic behaviour as indicators of what the client 
is thinking and feeling. Faced with this deeper level of listening, the 
client feels a greater amount of empathy being offered by the counsellor. 
The counsellor begins to enter the frame of reference of the client and to 
explore their perceptual world. The counsellor begins to see the world as 
the client experiences it. 

In the third level of listening, the counsellor maintains free-floating 
attention, notices non-verbal and paralinguistic aspects of communication 
but also notices his or her own internal thoughts, feelings and body 
sensations. As Rollo May (1983) notes, it is frequently the case that what 
the counsellor is feeling, once the counselling relationship has deepened, 
is a direct mirror image of what the client is feeling. Thus the counsellor 
sensitively notices changes in himself and gently checks these with the 
client. It is as though the counsellor is listening both to the client and to 
themselves and is carefully using themselves as a sounding board for 
how the relationship is developing. Watkins (1978) has described this 
process as 'resonance' and points out that this process is different from 
that of empathizing: 
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Rogers says that empathy means understanding of the feelings of 
another. He holds that the therapist does not necessarily himself 
experience the feelings. If he did, according to Rogers, that would be 
identification, and this is not the same as empathy. Resonance is a 
type of identification which is temporary. (Watkins, 1978) 

The use of the process of resonance needs to be judged carefully. While 
it does not involve interpreting or offering a theory about what the client 
is feeling, it does offer a particularly close form of listening which can 
make the client feel listened to and fully understood. It is notable, too, 
that in these circumstances the client will often feel more comfortable 
with periods of silence as they struggle to verbalize their thoughts and 
feelings. Arguably, the client allows these silences because they sense 
that the counsellor is 'with them' more completely than at other levels of 
listening. The net result of this deeper level of listening is that a truly 
empathic relationship develops. The client feels listened to, the coun
sellor feels he or she is understanding the client and a level of mutuality 
is achieved in which both people are communicating, both rationally and 
intuitively. 

USE OF 'MINIMAL PROMPTS' 

While the counsellor is listening to the client, it is important that they 
show that they are listening. An obvious aid to this is the use of what 
may be described as 'minimal prompts' - the use of head nods, 'yes's', 
'mm's' and so on. All of these indicate that 'I am with you'. On the 
other hand, overuse of them can be irritating to the client: particularly, 
perhaps, the thoughtless and repetitive nodding of the head - the 'dog 
in the back of the car' phenomenon! It is important that the counsellor, 
at least initially, is consciously aware of their use of minimal prompts 
and tries to vary their repertoire. It is important to note, also, that very 
often such prompts are not necessary at all. Often, all the client needs is 
to be listened to and appreciates that the counsellor is listening, without 
the need for further reinforcement of the fact. 

BEHAVIOURAL ASPECTS OF LISTENING 

One other consideration needs be made regarding the process of listen
ing and that is the behaviours the counsellor adopts when listening 
to the client. Egan (1986) offers the acronym SOLER as a means of 
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identifying and remembering the sorts of counsellor behaviour that 
encourage effective listening. The acronym is used as follows. 

- Sit Squarely in relation to the client. 

- Maintain an Open position. 

- Lean slightly towards the client. 

- Maintain reasonable Eye contact with the client. 

- Relax! 

First, the counsellor is encouraged to sit squarely in relation to the client. 
This can be understood both literally and metaphorically. In North 
America and the UK it is generally acknowledged that one person listens 
to another more effectively if they sit opposite or nearly opposite the 
other person, rather than next to them. Sitting opposite allows the 
counsellor to see all aspects of communication, both paralinguistic and 
non-verbal, that might be missed if they sat next to the client. 

Second, the counsellor should consider adopting an open position in 
relation to the client. Again, this can be understood both literally and 
metaphorically. A 'closed' attitude is as much a block to effective coun
selling as is a closed body position. Crossed arms and legs, however, can 
convey a defensive feeling to the client and counselling is often more 
effective if the counsellor sits without crossing either. Having said that, 
many people feel more comfortable sitting with their legs crossed, so 
perhaps some licence should be used here! What should be avoided is 
the position where the counsellor sits in a 'knotted' position with both 
arms and legs crossed. 

It is helpful if the counsellor appreciates that they can lean towards 
the client. This can encourage the client and make them feel more 
understood. If this does not seem immediately clear, next time you talk 
to someone, try leaning away from the other person and note the result! 

Eye contact with the client should be reasonably sustained and a 
good rule of thumb is that the amount of eye contact that the counsellor 
uses should roughly match the amount the client uses. It is important, 
however, that the counsellor's eyes should be 'available' for the client; 
the counsellor is always prepared to maintain eye contact. On the other 
hand, it is important that the client does not feel stared at or intimidated 
by the counsellor's glare. Conscious use of eye contact can ensure that 
the client feels listened to and understood but not uncomfortable. 

The amount of eye contact the counsellor can make will depend on a 
number of factors, including the topic under discussion, the degree 
of 'comfortableness' the counsellor feels with the client, the degree to 
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which the counsellor feels attracted to the client, the amount of eye 
contact the client makes, the nature and quality of the client's eye 
contact and so forth. If the counsellor continually finds the maintenance 
of eye contact difficult it is, perhaps, useful to consider talking the issue 
over with a trusted colleague or with a peer support group, for eye 
contact is a vital channel of communication in most interpersonal en
counters (Heron, 1970). 

Finally, it is important that the counsellor feels relaxed while listen
ing. This usually means that they should refrain from 'rehearsing re
sponses' in their head. It means that they give themselves up completely 
to the task of listening and trust themselves that they will make an 
appropriate response when they have to. This underlines the need to 
consider listening as the most important aspect of counselling. Everything 
else is secondary to it. Many people feel that they have to have a ready 
response when engaged in a conversation with another person. In coun
selling, however, the main focus of the conversation is the client. The 
counsellor's verbal responses, although important, must be secondary to 
what the client has to say. Thus all the counsellor has to do is to sit back 
and intently listen. Easily said but not so easily done! The temptation 
to 'overtalk' is often great but can lessen with more experience and 
with the making of a conscious decision not to make too many verbal 
interventions. 

All of these behavioural considerations can help the listening process. 
In order to be effective, however, they need to be used consciously. The 
counsellor needs to pay attention to using them and choose to use them. 
As we have noted, at first this conscious use of self will feel uncom
fortable and unnatural. Practice makes it easier and with that practice 
comes the development of the counsellor's own style of working and 
behaving in the counselling relationship. No such style can develop if, 
first, the counsellor does not consciously consider the way they sit and 
the way they listen. 

In summary, it is possible to identify some of those things which act 
as blocks to effective listening and some aids to effective listening. No 
doubt you, the reader, can add to both of these lists and such additions 
will be useful in that they will be a reflection of your own strengths and 
limitations as a listener. 

BLOCKS TO EFFECTIVE LISTENING 

• the counsellor's own problems; 

• counsellor stress and anxiety; 
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• awkward/uncomfortable seating; 
• lack of attention to listening behaviour; 

• value judgements and interpretations on the part of the counsellor; 

• counsellor's attention focused 'in' rather than 'out'; 

• 'rehearsals' inside the counsellor's head. 

While numerous conditions exist in which listening may be difficult, 
Egan offers a useful list of some other possibilities that can make listening 
to another person a problem. 

• Attraction. You find a client either quite attractive or quite un
attractive. You pay more attention to what you are feeling about the 
client than to what the client is saying. 

• Physical condition. You are tired or sick. Without realizing it, you 
tune out some of the things the client is saying. 

• Concerns. You are preoccupied with your own concerns. For in
stance, you keep thinking about the argument you've just had with 
your spouse. 

• Overeagerness. You are so eager to respond that you listen to only a 
part of what the client has to say. You become preoccupied with 
your responses rather than with the client's revelations. 

• Similarity of problems. The problems the client is dealing with are 
quite similar to your own. As the client talks, your mind wanders to 
the ways in which what is being said applies to you and your 
situation. 

• Differences. The client and his or her experience is very different 
from you and your experiences. This lack of communality is distract
ing (Egan, 1986). 

AIDS TO EFFECTIVE LISTENING 

• attention focused 'out'; 
• suspension of judgement by the counsellor; 

• attention to the behavioural aspects of listening; 

• comfortable seating; 
• avoidance of interpretation; 

• development of 'free-floating' attention; 

• judicious use of minimal prompts. 
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The attending and listening aspects of counselling are essential skills that 
can be used in every health professional's job. The skills are dearly not 
limited only to use within the counselling relationship but can be applied 
in other interpersonal exchanges. An advantage of paying attention to 
the development of these particular skills is that becoming an effective 
listener not only makes for better counselling practice but interpersonal 
effectiveness and self-awareness are also enhanced. In the following 
chapters, verbal interventions are explored that will complement the 
listening and attending described here. Again, such interventions can be 
used both inside and outside the counselling relationship and can do 
much to improve every health professional's performance as a carer. 

Listening in practice 
David is a general practitioner in a busy city-centre practice. He gets 
repeated visits from a young woman, Sarah, whose husband has recently 
been killed in a road accident. She often makes allusion to the problems of 
adjusting to her bereavement but presents with fairly minor physical 
ailments. David gently suggests to her that it may be helpful if they 
talked about her loss in more detail and offers her an afternoon, booked 
appointment. At first she is reluctant to accept this but later phones to 
make such an appointment. During the next few weeks, David meets 
Sarah on a regular basis and listens to her. During these appointments, 
he has to make very few verbal interventions: Sarah is able to describe 
and ventilate her feelings very easily, once she is offered the opportunity. 
She works through stages of anger, extreme sorrow and meaninglessness 
and finally to some acceptance. During these stages, David has had to 
'do' very little. His supportive attention and ability to listen, without 
making too many suggestions or offering too much advice, has been 
therapeutic in itself. He realizes, however, that he has had to 'learn to 
listen'. Previously in his career, he tended to be a 'sentence finisher' for 
other people and has slowly learned to focus attention on the other 
person and really listen to them. 



7 Counselling skills II: 
client-centred skills 

Counselling skills may be divided into two subgroups: (a) listening and 
attending; and (b) counselling interventions. Listening and attending 
were considered in the last chapter. This chapter identifies important 
counselling interventions - the things that the counsellor says in the 
counselling relationship. 

The term 'client centred', first used by Carl Rogers (1951), refers to 
the notion that it is the client himself who is best able to decide how to 
find the solutions to their problems in living. 'Client centred' in this 
sense may be contrasted with the idea of 'counsellor centred' or 'profes
sional centred', both of which may suggest that someone other than the 
client is the 'expert'. While this may be true when applied to certain 
concrete 'factual' problems - housing, surgery, legal problems and so 
forth - it is difficult to see how it can apply to personal life issues. In 
such cases, it is the client who identifies the problem and the client who, 
given time and space, can find their way through the problem to the 
solution. 

Murgatroyd (1986) summarizes the client-centred position as follows. 

• A person in need has come to you for help. 

• In order to be helped they need to know that you have understood 
how they think and feel. 

• They also need to know that, whatever your own feelings about who 
or what they are or about what they have or have not done, you 
accept them as they are. 

• You accept their right to decide their own lives for themselves. 

• In the light of this knowledge about your acceptance and under
standing of them they will begin to open themselves to the possi
bility of change and development. 

• But if they feel that their association with you is conditional upon 
them changing, they may feel pressurized and reject your help. 
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The first issues identified by Murgatroyd - the fact of the client coming 
for help and needing to be understood and accepted - have been dis
cussed in previous chapters. What we need to consider now are ways of 
helping the person to express themselves, to open themselves and thus 
to begin to change. It is worth noting, too, the almost paradoxical nature 
of Murgatroyd's last point: that if the client feels that their association 
with you is conditional upon them changing, they may reject your help. 
Thus we enter into the counselling relationship without even being 
desirous of the other person changing! 

In a sense, this is an impossible state of affairs. If we did not hope 
for change, we presumably would not enter into the task of counselling 
in the first place! On another level, however, the point is a very im
portant one. People change at their own rate and in their own time. The 
process cannot be rushed and we cannot will another person to change. 
Nor can we expect them to change to become more the sort of person 
that we would like them to be. We must meet them on their own terms 
and observe change as they wish and will it to be (or not, as the case 
may be). This sort of counselling, then, is a very altruistic sort. It 
demands of us that we make no demands of others. 

Client-centred counselling is a process rather than a particular set of 
skills. It evolves through the relationship that the counsellor has with 
the client and vice versa. In a sense, it is a period of growth for both 
parties, for both learn from the other. It also involves the exercise of 
restraint. The counsellor must restrain him- or herself from offering 
advice and from the temptation to 'put the client's life right for them'. 
The outcome of such counselling cannot be predicted nor can concrete 
goals be set (unless they are devised by the client, at their request). In 
essence, client-centred counselling involves an act of faith: a belief in the 
other person's ability to find solutions through the process of therapeutic 
conversation and through the act of being engaged in a close relation
ship with another human being. 

Certain, basic client-centred skills may be identified although, as we 
have noted, it is the total relationship that is important. Skills exercised 
in isolation amount to little: the warmth, genuineness and positive 
regard must also be present. On the other hand, if basic skills are not 
considered, then the counselling process will probably be shapeless or it 
will degenerate into the counsellor becoming prescriptive. The skill of 
standing back and allowing the client to find their own way is a difficult 
one to learn. The following skills may help in the process: 

• questions 

• reflection 
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• selective reflection 

• empathy building 

• checking for understanding. 

Each of these skills will now be considered in turn and in the last chapter 
a wide range of exercises is offered for the development of the skills. 
These skills can be learned, but in order for that to happen, each must be 
tried and practised. There is a temptation to say 'I do that anyway!' when 
reading a description of some of these skills. The point is to notice the 
doing of them and to practise doing them better! While counselling often 
shares the characteristics of everyday conversation, if it is to progress 
beyond that it is important that some, if not all, of the following skills 
are used effectively, tactfully and skilfully. 

Reflecting on counselling 

What makes the ideal counsellor~ Is there a personality type that is 
best suited to the role of counsellor~ On the face of it, there would 
seem to be room for all types of personalities given that there is 
likely to be considerable diversity of types of personalities among 
clients. 

QUESTIONS 

Two main sorts of questions may be identified in the client-centred 
approach: closed and open questions. A closed question is one that 
elicits a 'yes', 'no' or similar one-word answer; or it is one to which the 
counsellor can anticipate an approximation of the answer, as they ask it. 
Examples of closed questions are as follows. 

• What is your name? 

• How many children do you have? 

• Are you happier now? 

• Are you still depressed? 

Too many closed questions can make the counselling relationship seem 
like an interrogation! They also inhibit the development of the client's 
telling of their story and place the locus of responsibility in the relation-
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ship firmly with the client. Consider, for instance, the following exchange 
between marriage guidance counsellor and client. 

Counsellor: 'Are you happier now ... at home?' 

Client: 'Yes, I think I am ... ' 

Counsellor: 'Is that because you can talk more easily with your wife? 

Client: 'I think so ... we seem to get on better, generally.' 

Counsellor: 'And has your wife noticed the difference?' 

Client: 'Yes, she has.' 

In this conversation, made up only of closed questions, the counsellor 
clearly 'leads' the conversation. The counsellor also tends to try to 
influence the client towards accepting the idea that they are 'happier 
now' and that his wife has 'noticed the difference'. One of the problems 
with this sort of questioning is that it gives little opportunity for the 
client to disagree profoundly with the counsellor. In the above exchange, 
for example, could the client easily have disagreed with the counsellor? 
It would seem not. 

On the other hand, the closed question is useful in clarifying certain 
specific issues. For example, one may be used as follows. 

Client: 'It's not always easy at home ... the children always seem to 
be so noisy ... and my wife finds it difficult to cope with them ... ' 

Counsellor: 'How many children have you?' 

Client: 'Three. They're all under ten and they're at the sort of age 
when they use up a lot of energy and make a lot of noise ... ' 

Here, the closed question is fairly unobtrusive and serves to clarify the 
conversation. Notice, too, that once the question has been asked, the 
counsellor allows the client to continue to talk about his family, without 
further interruption. 

OPEN QUESTIONS 

Open questions are those that do not elicit a particular answer: the 
counsellor cannot easily anticipate what an answer will 'look like'. 
Examples of open questions include the following . 

• What did you do then? 

• How did you feel when that happened? 
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• How are you feeling right now? 

• What do you think will happen? 

Open questions are ones that encourage the client to say more, to 
expand on their story or to go deeper. An example of their use is as 
follows. 

Counsellor: 'What is happening at home at the moment?' 

Client: 'Things are going quite well. Everyone's much more settled 
now and my son's found himself a job. He's been out of work for 
a long time ... ' 

Counsellor: 'How have you felt about that?' 

Client: 'It's upset me a lot ... It seemed wrong that I was working 
and he wasn't ... he had to struggle for a long time ... he wasn't 
happy at all ... ' 

Counsellor: 'And how are you feeling right now?' 

Client: 'Upset ... I'm still upset ... I still feel that I didn't help him 
enough ... ' 

In this conversation, the counsellor uses only open questions and the 
client expands on what he thinks and feels. More importantly, perhaps, 
the above example illustrates the counsellor 'following' the client and 
noting his paralinguistic and non-verbal cues. In this way, the counsellor 
is able to help the client to focus more on what is happening in the 
present. This is an example of the 'concreteness' and 'immediacy' 
referred to in Chapter 3. 

Open questions are generally preferable, in counselling, to closed 
ones. They encourage longer, more expansive answers and are rather 
more free of value judgements and interpretation than are closed ques
tions. All the same, the counsellor has to monitor the 'slope' of inter
vention when using open questions. It is easy, for example, to become 
intrusive by asking too piercing questions, too quickly. As with all 
counselling interventions, the timing of the use of questions is vital. 

WHEN TO USE QUESTIONS 

Questions can be used in the counselling relationships for a variety of 
purposes. The main ones include: 

• to explore: 'What else happened ... ?'; 'How did you feel then?' 
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• to elicit further information: 'How many children have you got?'; 
'What sort of work were you doing before you retired?' 

• to clarify: 'I'm sorry, did you say you are going to move or did you 
say you're not sure?'; 'What did you say then ... ?' 

• to encourage client-talk:' Can you say more about that?'; 'What are 
your feelings about that?' 

OTHER SORTS OF QUESTIONS 

There are other ways of classifying questions and some classes are then 
to be avoided! Examples of other sorts of questions, include: 

Leading questions 

These are questions that contain an assumption which places the client 
in an untenable position. The classic example of a leading question is: 
'Have you stopped beating your wife?'! Clearly, however the question is 
answered, the client is in the wrong! Other examples of leading questions 
are: 

Is your depression the thing that's making your work so difficult? 
Are your family upset by your behaviour? 

Do you think that you may be hiding something ... even from 
yourself? 

The latter, pseudo-analytical question is particularly awkward. What 
could the answer possibly be? 

Value-laden questions 

Questions such as 'Does your homosexuality make you feel guilty?' not 
only poses a moral question but guarantees that the client feels difficult 
answering it! 

'Why' questions 

These have been discussed in Chapter 3 and the problems caused by 
them in the counselling relationship suggest that they should be used 
very sparingly, if at all. 
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Confronting questions 

Examples of these may include: 'Can you give me an example of when 
that happened? and 'Do you still love your wife?'. Confrontation in 
counselling is quite appropriate once the relationship has fully devel
oped but needs to be used skilfully and appropriately. It is easy for 
apparent 'confrontation' to degenerate into moralizing. Heron (1986) and 
Schulman (1982) offer useful approaches to effective confrontation in 
counselling. 

FUNNELLING 

Funnelling (Kahn and Cannell, 1957) refers to the use of questions to 
guide the conversation from the general to the specific. Thus, the conver
sation starts with broad, opening questions and, slowly, more specific 
questions are used to focus the discussion. An example of the use of 
funnelling is as follows. 

Counsellor: 'You seem upset at the moment, what's happening?' 

Client: 'It's home ... things aren't working out ... ' 

Counsellor: 'What's happening at home?' 

Client: 'I'm always falling out with Jane and the children ... ' 

Counsellor: 'What does Jane feel about what's happening?' 

Client: 'She's angry with me ... ' 

Counsellor: 'About something in particular?' 
Client: 'Yes, about the way I talk to Andrew, my son ... ' 

Counsellor: 'What is the problem with Andrew?' 

In this way, the conversation becomes directed and focused ... and this 
may pose a problem. If the counsellor does use funnelling in this way, it 
is arguable that the counselling conversation is no longer client centred 
but counsellor directed. Perhaps, in many situations - particularly where 
shortage of time is an issue - a combination of following and leading 
may be appropriate. 'Following' refers to the counsellor taking the 
lead from the client and exploring the avenues that he or she wants to 
explore. 'Leading' refers to the counsellor taking a more active role 
and pursuing certain issues that they feel are important. If in doubt, 
however, the 'following' approach is probably preferable as it keeps 
the locus of control in the counselling relationship firmly with the 
client. 
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Funnelling in practice 
Andy is a volunteer telephone counsellor on a local AIDS 'Helpline'. A 
young man of 18 rings in to ask about the symptoms of AIDS and for 
general information about the condition. Andy, in return, asks some 
open questions of the young man in order to establish a 'phone relation
ship'. As the conversation progresses, Andy gradually asks more specific 
questions and helps the young man to express more particular, personal 
anxieties about his own sexuality and his fear that he may be homosexual. 
Andy, through using the 'junnelling' approach to the use of questions, is 
able to help the person through a difficult personal crisis that continues 
to be worked through in subsequent counselling sessions. 

REFLECTION 

Reflection (sometimes called 'echoing') is the process of reflecting back 
the last few words, or a paraphrase of the last few words, that the client 
has used, in order to encourage them to say more. It is as though the 
counsellor is echoing the client's thoughts and as though that echo 
serves as a prompt. It is important that the reflection does not turn into a 
question and this is best achieved by the counsellor making the re
petition in much the same tone of voice as the client used. An example 
of the use of reflection is as follows: 

Client: 'We had lived in the south for a number of years. Then we 
moved and I suppose that's when things started to go wrong ... ' 

Counsellor: 'Things started to go wrong?' 
Client: 'Well, we never really settled down. My wife missed her 

friends and I suppose I did really ... though neither of us said 
anything ... ' 

Counsellor: 'Neither of you said that you missed your friends?' 

Client: 'We both tried to protect each other, really. I suppose if either 
of us had said anything, we would have felt that we were letting 
the other one down ... ' 

In this example, the reflections are unobtrusive and unnoticed by the 
client. They serve to help the client to say more, to develop his story. 
Used skilfully and with good timing, reflection can be an important 
method of helping the client. On the other hand, if it is overused or used 
clumsily, it can appear stilted and is very noticeable. Unfortunately, it is 
an intervention that takes some practice and one that many people 
anticipate learning on counselling courses. As a result, when people 
return from counselling courses, their friends and relatives are often 
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waiting for them to use the technique and may comment on the fact! 
This should not be a deterrent as the method remains a useful and thera
peutic one. 

SELECTIVE REFLECTION 

Selective reflection refers to the method of repeating back to the client a 
part of something they said that was emphasized in some way or which 
seemed to be emotionally charged. Thus selective reflection draws from 
the middle of the client's utterance and not from the end. An example of 
the use of selective reflection is as follows: 

Client: 'We had just got married. I was very young and I thought 
things would work out OK. We started buying our own house. 
My wife hated the place! It was important, though ... we had to 
start somewhere ... ' 

Counsellor: 'Your wife hated the house?' 

Client: 'She thought it was the worst place she'd lived in! She 
reckoned that she would only live there for a year at the most and 
we ended up being there for five years!' 

The use of selective reflection allowed the client in this example to 
develop further an almost throwaway remark. Often, these 'asides' are 
the substance of very important feelings and the counsellor can often 
help in the release of some of these feelings by using selective reflection 
to focus on them. Clearly concentration is important, in order to note the 
points on which to selectively reflect. Also, the counselling relationship 
is a flowing, evolving conversation which tends to be 'seamless'. Thus, 
there is little use in the counsellor storing up a point which they feel 
would be useful to selectively reflect! By the time a break comes in the 
conversation, the item will probably be irrelevant! This points at, again, 
the need to develop 'free-floating attention': the ability to allow the ebb 
and flow of the conversation to go where the counsellor takes it and 
for the counsellor to trust their own ability to choose an appropriate 
intervention when a break occurs. 

EMPATHY BUILDING 

This refers to the counsellor making statements to the client that indicate 
that they have understood the feeling that the client is experiencing. A 
certain intuitive ability is needed here, for often empathy-building 
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statements refer more to what is implied than what is overtly said. An 
example of the use of empathy-building statements is as follows. 

Client: 'People at work are the same. They're all tied up with their 
own friends and families. They don't have a lot of time for me, 
though they're friendly enough.' 

Counsellor: 'You sound angry with them.' 

Client: 'I suppose I am! Why don't they take a bit of time to ask me 
how I'm getting on? It wouldn't take much!' 

Counsellor: 'It sounds as though you are saying that people haven't 
had time for you for a long time.' 

Client: 'They haven't. My family didn't bother much. I mean, they 
looked as though they did, but they didn't really.' 

The empathy-building statements, used here, are ones that read between 
the lines. Now, sometimes such reading between the lines can be com
pletely wrong and the empathy-building statement is rejected by the 
client. It is important, when this happens, for the counsellor to drop the 
approach altogether and to pay more attention to listening. Inaccurate 
empathy-building statements often indicate an overwillingness on the 
part of the counsellor to become 'involved' with the client's perceptual 
world - at the expense of accurate empathy! Used skilfully, however, 
they help the client to disclose further and indicate to the client that they 
are understood. 

CHECKING FOR UNDERSTANDING 

Checking for understanding involves either (a) asking the client if you 
have understood them correctly or (b) occasionally summarizing the 
conversation in order to clarify what has been said. The first type of 
checking is useful when the client quickly covers a lot of topics and 
seems to be 'thinking aloud'. It can be used to focus the conversation 
further or as a means of ensuring that the counsellor really stays with 
what the client is saying. The second type of checking should be used 
sparingly or the counselling conversation can get to seem rather mech
anical and studied. The following two examples illustrate the two uses of 
checking for understanding. 

Example 1 
Client: 'I feel all over the place at the moment. Things aren't quite 

right at work. Money is still a problem and I don't seem to be 
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talking to anyone. I'm not sure about work. Sometimes I feel like 
packing it in. At other times I think I'm doing OK.' 

Counsellor: 'Let me just clarify. You're saying things are generally a 
problem at the moment and you've thought about leaving work?' 

Client: 'Yes. I don't think I will stop work but if I can get to talk it 
over with my boss, I think I will feel easier about it.' 

Example 2 
Counsellor: 'Let me see if I can just sum up what we've talked about 

this afternoon. We talked about the financial problems and the 
question of seeing the bank manager. You suggested that you may 
ask him for a loan. Then you went on to say how you felt you 
could organize your finances better in the future ... ?' 

Client: 'Yes, I think that covers most things.' 

Some counsellors perfer to use the second type of checking at the end 
of each counselling session and this may help to clarify things before 
the client leaves. On the other hand, there is much to be said for not 
'tidying up' the end of the session in this way. If the loose ends are left, 
the client continues to think about all the issues that have been dis
cussed, as he or she walks away from the session. If everything is sum
marized too neatly, the client may feel that the problems can be 'closed 
down' for a while or, even worse, that they have been 'solved'! Personal 
problems are rarely simple enough to be summarized in a few words and 
the habit of checking at the end of a session should be used sparingly. 

These, then, are particular skills that encourage self-direction on the 
part of the client and can be learned and used by the counsellor. They 
form the basis of all good counselling and can always be returned to as a 
primary way of working with the client in the counselling relationship. 

IS THE CLIENT-CENTRED APPROACH ENOUGH? 

The 1990s have seen many changes in health provision. They have also 
seen dramatic changes in people's financial, work and life situations. 
These changes have contributed to a considerable debate about the 
appropriateness of the client-centred approach to counselling as an 
exclusive approach. Writing of the development of humanistic psycho
logy in counselling, Dryden et al. (1989) have this to say: 

The object of person-centred counselling ... is to help the client 
'to become what he/she is capable of becoming' [Rogers, 1951], or, to 
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employ an even more well-worn phrase associated with Maslow, 
to achieve self-actualization [Maslow, 1962]. These terms have a 
slightly hollow ring about them in the enterprise economy of the late 
1980s in Britain, in which the division between the 'haves' and the 
'have nots' is sharply apparent. Striving for self-actualization is 
easier if one is well-off, well-housed, has a rewarding and secure job 
and lives in a pleasant environment than if one is unemployed, poor, 
ill-housed, and lives in a run-down neighbourhood. Terms like self
actualization simply do not feature in and do not derive from the 
culture of the 1980s. (Dryden et al., 1989) 

Howard made a similar point rather more directly when, discussing 
the changing needs of clients who seek counselling, he suggested about 
counsellors that: 

It is time we shed our naivety and the 'syrupy' illusions of Carl 
Rogers and his many cohorts. (Howard, 1990) 

These writers raise important questions that relate to issues in this 
study. There have been considerable changes to life in the UK since 
the 1960s. The political climate has changed, employment patterns and 
patterns of health and sickness have also changed, some would say 
irreversibly (Bowen, 1990). Ashton and Seymour (1988) sum up some of 
these changes as follows. 

Fundamental changes are taking place both in the way we view ill
health and the way individuals, families and governments respond 
to it. In the United Kingdom ministerial reputations and careers are 
being made and lost out of the health-related issues of AIDS, drugs, 
heart disease and the environmental conditions of the inner cities. 
The once sacred National Health Service is under attack for failing to 
deliver the goods and the long assumed immunity to accountability 
of physicians is falling away week by week. In Liverpool, 26 per cent 
of adult men are unemployed and nationally the infant mortality rate 
has just risen for the first time in 16 years. (Ashton and Seymour, 
1988) 

Murgatroyd and Woolfe (1982) note that approaches to counselling and 
caring for people with different problems of living are also changing. 
They suggest that there has been a move away from the client-centred 
approach of Rogers towards an interest in short-term, crisis-oriented 
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counselling for which more directive, action-oriented procedures are 
usually advocated. 

A number of commentators and researchers have also moved away 
from the client-centred approach to counselling towards a more chal
lenging one and see confrontation and challenge as an essential part of 
the counselling process (Dorn, 1984; Ellis, 1987; Ellis and Dryden, 1987). 
Farrelly and Brandsma propose four 'challenge-related hypotheses' for 
consideration within the counselling movement: 

• Clients can change if they choose. 
• Clients have more resources for managing problems in living and 

developing opportunities than they or most helpers assume. 

• The psychological fragility of clients is overrated both by themselves 
and others. 

• Maladaptive and antisocial attitudes and behaviours of clients can 
be significantly altered no matter what the degree of severity or 
chronicity. (Farrelly and Brandsma, 1974) 

In a similar vein, Howard, Nance and Myers suggest that action and 
challenge are an essential part of human make-up and that people have 
a 'bias towards action' which requires them, directly or indirectly, to: 

• change from a passive to a more active state; 

• change from a state of dependency on others to relative indepen
dence; 

• change from behaving in a few ways to acting in many ways; 
• change in interests - with erratic, shallow and casual interests giving 

way to mature, strong and enduring interests; 

• change from a present-oriented time perspective to a perspective 
encompassing past, present and future; 

• change from solely subordinate relationships with others to relation
ships as equals or superiors; 

• change from lack of a clear sense of self to a clearer sense of self and 
control of self. (Howard et al., 1987) 

As with most things, there needs to be a middle path. Sometimes, the 
client-centred approach will suffice. At other times, a more confronting 
approach may be appropriate. Also, there are situations in which the 
giving of clear information is important. In Chapter 9, some of these 
situations are explored in greater detail. The most obvious, current 
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situation is that of people who, for whatever reason, find themselves in 
the HIV / AIDS field. 

Despite criticisms and limitations, the client-centred approach con
tinues to be useful and practical in a variety of health care settings. As 
Davis and Fallowfield suggest: 

Rogers presented his theories as a basis for development, and not as 
complete and absolute frameworks. He was at pains to express his 
ideas tentatively and clearly, pointing out what was unknown or less 
than certain. (Davis and Fallowfield, 1991) 

The client-centred approach in practice 
Mary, a health visitor, is asked by one of her young single-parent clients 
about her young daughter's inability to sleep. Mary uses client-centred 
interventions and draws out the details surrounding the family situation. 
In allowing the young mother to talk through her financial and emotional 
worries she allows some of the pressure on the mother to be dispelled. 
She follows this up with some practical suggestions about how to help 
the daughter to sleep, including the suggestions of a regular bedtime, a 
planned routine during the evening and a 'winding down' period before 
going to bed. The combination of allowing the mother to talk out her own 
anxieties and offering practical suggestions enables both mother and 
daughter to live more comfortably. 

CLIENT-CENTRED SKILLS AND 
THE HEALTH PROFESSIONAL 

While the discussion in this chapter has focused on the use of client
centred interventions in the counselling relationship, the range of skills 
involved is clearly useful in a wide range of health contexts. Workers in 
the primary health care team may use these skills as part of their assess
ment programme, while professionals in longer-term care can use them 
as supportive measures and as a means of evaluating the effectiveness of 
care. In nursing, they may be used to draw up care plans and to 
implement, effectively, the use of nursing models - particularly self-care 
models. In the next chapter, consideration will be made of how to 
combine these client-centred interventions with those that help clients to 
express and handle emotions and feelings. 



8 Counselling skills III: 
helping with feelings 

A considerable part of the process of helping people in counselling is 
concerned with the emotional or 'feelings' side of the person. In the UK 
and in North American cultures, a great premium is placed on the 
individual being able to 'control' feelings and thus overt expression of 
emotion is often frowned upon. As a result, we learn to bottle up 
feelings, sometimes from a very early age. Dorothy Rowe has summed 
up the situation well: 

Just as we were born with the ability to breathe so we were born 
with the ability to express our emotions fully and to be aware of 
other people's emotions. We can keep our capacity to experience the 
full range and totality of our feelings and our capacity to empathize 
with other people. We can use these capacities to know ourselves, to 
know other people and let them be themselves. We can do this. But 
we rarely do. Society, the group we belong to, will not let us. (Rowe, 
1987) 

In this chapter, we will consider the effects of such suppression of 
feelings and identify some practical ways of helping people to identify 
and explore their feelings. The skills involved in managing feelings can 
be seen to -augment the skills discussed in the previous chapter - the 
basic client-centred counselling skills. 

TYPES OF EMOTION 

Heron (1977a) distinguishes between at least four types of emotion that 
are commonly suppressed or bottled up: anger, fear, grief and embar
rassment. He notes a relationship between these feelings and certain 
overt expressions of them. Thus, in counselling, anger may be expressed 
as loud sound, fear as trembling, grief through tears and embarrassment 
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by laughter. He notes, also, a relationship between those feelings and 
certain basic human needs. Heron argues that we all have the need to 
understand and know what is happening to us. If that knowledge is not 
forthcoming, we may experience fear. We need, also, to make choices in 
our lives and if that choice is restricted in certain ways, we may feel 
anger. Thirdly, we need to experience the expression of love and of 
being loved. If that love is denied us or taken away from us, we may 
experience grief. To Heron's basic human needs may be added the need 
for self-respect and dignity. If such dignity is denied us, we may feel 
self-conscious and embarrassed. Practical examples of how these rela
tionships 'work' in everyday life and in the counselling relationship may 
be illustrated as follows. 

A 20-year-old girl is attempting to live in a flat on her own. Her 
parents, however, insist on visiting her regularly and making sugges
tions as to how she should decorate the flat. They also regularly buy her 
articles for it and gradually she senses that she is feeling very uncom
fortable and distanced from her parents. In the counselling relationship 
she discovers that she is very angry: her desire to make choices for herself 
is continually being eroded by her parents' benevolence. 

A 45-year-old man hears that his mother is seriously ill and, subse
quently, she dies. He feels no emotions except that of feeling frozen' and 
unemotional. During a counselling session he suddenly discovers the 
need to cry profoundly. As he does so, he realizes that, many years ago, 
he had decided that crying was not a masculine thing to do. As a result, 
he blocked off his grief and felt numb, until, within the safety of the 
counselling relationship, he was able to discover his grief and express it. 

An 18-year-old boy, discussing his college work during a counselling 
session begins to laugh almost uncontrollably. As he does so, he begins 
to feel the laughter turning to tears. Through his mixed laughter and 
tears he acknowledges that 'No one ever took me seriously . .. not at 
school, at home . .. or anywhere'. His laughter may be an expression of 
his lack of self-esteem and his tears the grief he experiences at that lack. 

In the last example it may be noted how emotions that are suppressed 
are rarely only of one sort. Very often, bottled-up emotion is a mixture of 
anger, fear, embarrassment and grief. Often, too, the causes of such 
blocked emotion are unclear and lost in the history of the person. What 
is perhaps more important is that the expression of pent-up emotion is 
often helpful in that it seems to allow the person to be clearer in their 
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thinking once they have expressed it. It is as though the blocked emotion 
'gets in the way' and its release acts as a means of helping the person to 
clarify his or her thoughts and feelings. It is notable that the suppression 
of feelings can lead to certain problems in living that may be clearly 
identified. 

THE EFFECTS OF BOTTLING UP EMOTION 

Physical discomfort and muscular pain 

Wilhelm Reich, a psychoanalyst with a particular interest in the relation
ship between emotions and the musculature, noted that blocked emo
tions could become trapped in the body's muscle clusters (Reich, 1949). 
Thus he noted that anger was frequently 'trapped' in the muscles of the 
shoulders, grief in muscles surrounding the stomach and fear in the leg 
muscles. Often, these trapped emotions lead to chronic postural prob
lems. Sometimes, the thorough release of the blocked emotion can lead 
to a freeing up of the muscles and an improved physical appearance. 
Reich believed in working directly on the muscle clusters in order to 
bring about emotional release and subsequent freedom from suppression 
and out of his work was developed a particular type of mind-body 
therapy, known as 'bioenergetics' (Lowen, 1967; Lowen and Lowen, 
1977). 

In terms of everyday counselling, trapped emotion is sometimes 
'visible' in the way that the client holds themselves and the skilled 
counsellor can learn to notice tension in the musculature and changes in 
breathing patterns that may suggest muscular tension. We have noted 
throughout this book how difficult it is to interpret another person's 
behaviour. What is important here is that such bodily manifestations be 
used only as a clue to what may be happening in the person. We cannot 
assume that a person who looks tense is tense, until they have said that 
they are. 

Health professionals will be very familiar with the link between body 
posture, the musculature and the emotional state of the person. Fre
quently, if patients and clients can be helped to relax, then their medical 
and psychological condition may improve more quickly. Those health 
professionals who deal most directly with the muscle clusters (remedial 
gymnasts and physiotherapists, for example) will tend to notice physi
cal tension more readily, but all carers can train themselves to observe 
these important indicators of the emotional status of the person in their 
care. 
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Difficulty in decision making 

This is a frequent side-effect of bottled-up emotion. It is as though the 
emotion makes the person uneasy and that uneasiness leads to lack of 
confidence. As a result, that person finds it difficult to rely on their own 
resources and may find decision making difficult. When we are under 
stress of any sort it is often the case that we feel the need to check 
decisions with other people. Once some of this stress is removed by 
talking through problems or by releasing pent-up emotions, the decision
making process often becomes easier. 

Faulty self-image 

When we bottle up feelings, those feelings often have an unpleasant 
habit of turning against us. Thus, instead of expressing anger towards 
others, we turn it against ourselves and feel depressed as a result. Or, if 
we have hung onto unexpressed grief, we turn that grief in on ourselves 
and experience ourselves as less than we are. Often in counselling, as 
old resentments or dissatisfactions are expressed, so the person begins 
to feel better about themselves. 

Setting unrealistic goals 

Tension can lead to further tension. This tension can lead us to set 
ourselves unreachable targets. It is almost as though we set ourselves up 
to fail! Sometimes, too, failing is a way of punishing ourselves, or it is 
'safer' than achieving. Release of tension, through the expression of 
emotion, can sometimes help in a person taking a more realistic view of 
themselves and their goal setting. 

The development of long-term faulty beliefs 

Sometimes, emotion that has been bottled up for a long time can lead to 
a person's view of the world being coloured in a particular way. They 
learn that 'people can't be trusted' or 'people always let you down in the 
end'. It is as though old, painful feelings lead to distortions that become 
part of that person's world view. Such long-term distorted beliefs about 
the world do not change easily but may be modified as the person comes 
to release feelings and learns to handle their emotions more effectively. 

The 'last straw' syndrome 

Sometimes, if emotion is bottled up for a considerable amount of time, a 
valve blows and the person hits out - either literally or verbally. We 
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have all experienced the problem of storing up anger and taking it out 
on someone else - a process that is sometimes called 'displacement'. The 
original object of our anger is now replaced by something or someone 
else. Again, the talking through of difficulties or the release of pent-up 
emotion can often help to ensure that the person does not feel the need 
to explode in this way. 

Clearly, no two people react to the bottling up of emotion in the 
same way. Some people, too, choose not to deal with life events emo
tionally. It would be curious to argue that there is a 'norm' where 
emotions are concerned. On the other hand, many people complain of 
being unable to cope with emotions and if the client perceives there 
to be a problem in the emotional domain, then that perception may be 
expressed as a desire to explore their emotional status. It is important, 
however, that the counsellor does not force their particular set of beliefs 
about feelings and emotions on the client, but waits to be asked to help. 
Often the request for such help is a tacit request: the client talks about 
difficulty in dealing with emotion and that, in itself, may safely be taken 
as a request for help. A variety of methods is available to the counsellor 
to help in the exploration of the domain of feelings and those methods 
will be described. Sometimes, these methods produce catharsis - the 
expression of strong emotion: tears, anger, fear, laughter. Drawing on 
the literature on the subject, the following statements may be made 
about the handling of such emotional release. 

• Emotional release is usually self-limiting. If the person is allowed to 
cry or get angry, that emotion will be expressed and then gradually 
subside. The supportive counsellor will allow it to happen and not 
become unduly distressed by it. 

• Physical support can sometimes be helpful in the form of holding the 
person's hand or putting an arm round them. Care should be taken, 
however, that such actions are unambiguous and that the holding of 
the client is not too 'tight'. A very tight embrace is likely to inhibit 
the release of emotion. It is worth remembering, also, that not 
everyone likes or wants physical contact. It is important that the 
counsellor's support is not seen as intrusive by the client. 

• Once the person has had a cathartic release they will need time to 
piece together the insights that they gain from such release. Often all 
that is needed is that the counsellor sits quietly with the client while 
the latter occasionally verbalizes what they are thinking. The post
cathartic period can be a very important stage in the counselling 
process. 
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• There seems to be a link between the amount we can 'allow' another 
person to express emotion and the degree to which we can handle 
our own emotion. This is another reason why the counsellor needs 
self-awareness. To help others explore their feelings we need, first, 
to explore our own. Many colleges and university departments offer 
workshops on cathartic work and self-awareness development that 
can help in both training the counsellor to help others and in gaining 
self-insight. 

• Frequent 'cathartic counselling' can be exhausting for the counsellor 
and, if he or she is to avoid 'burnout', will need to set up a network 
of support from other colleagues or via a peer support group. We 
cannot hope to constantly handle other people's emotional release 
without its taking a toll on us. 

Reflecting on counselling 

What can you do when you know things are going wrong between 
counsellor and client? A number of options present themselves. Here 
are a few. 

• Discuss it, openly, with the client. 

• Discuss it with your supervisor. 

• 'Brainstorm', on a piece of paper, all the possible ways in which 
you could deal with the problem. 

• Refer the client to someone else. 

METHODS OF HELPING THE CLIENT 
TO EXPLORE FEELINGS 

These are practical methods that can be used in the counselling relation
ship to help the client to identify, examine and, if required, release 
emotion. Most of them will be more effective if the counsellor has first 
tried them on him or herself. This can be done simply by reading 
through the description of them and then trying them out in one's mind. 
Alternatively, they can be tried out with a colleague or friend. Another 
way of exploring their effectiveness is to use them in a peer support 
context. The setting up and running of such a group is described in the 
final chapter of this book, along with various exercises that can be used 
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to improve counselling skills. All of the following activities should be 
used gently and thoughtfully and timed to fit in with the client's require
ments. There should never be any sense of pushing the client to explore 
feelings because of a misplaced belief that 'a good cry will do him good!'. 

Giving permission 

Sometimes in counselling, the client tries desperately to hang on to 
strong feelings and not to express them. As we have seen, this may be 
due to the cultural norm which suggests that holding on is often better 
than letting go. Thus a primary method for helping someone to explore 
their emotions is for the counsellor to 'give permission' for the expression 
of feeling. This can be done simply through acknowledging that 'It's 
alright with me if you feel you are going to cry'. In this way the 
counsellor has reassured the client that expression of feelings is accept
able within the relationship. Clearly, a degree of tact is required here. It 
is important that the client does not feel pushed into expressing feelings 
that he would rather not express. The 'permission giving' should never 
be coercive nor should there be an implicit suggestion that 'you must 
express your feelings!'. 

Literal description 

This refers to inviting the client to go back in his or her memory to a place 
that they have, until now, only alluded to and to describe that place in 
some detail. An example of this use of literal description is as follows. 

Client: 'I used to get like this at home ... I used to get very upset.' 
Counsellor: 'Just go back home for a moment. Describe one of the 

rooms in the house.' 

Client: 'The front room faces directly out onto the street. There is an 
armchair by the window. The TV is in the corner ... our dog is 
lying on the rug ... it's very quiet.' 

Counsellor: 'What are your feelings right now?' 

Client: 'Like I was then ... angry ... upset.' 

The going back to and describing in literal terms a place that was the 
scene of an emotional experience can often bring that emotion back. 
When the counsellor has invited the client to literally describe a par
ticular place, he or she asks the client, then, to identify the feeling that 
emerges from that description. It is important that the description has an 
'I am there' quality about it and does not slip into a detached description, 
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such as: 'We lived in a big house which wasn't particularly modern but 
then my parents didn't like modern houses much ... ' 

Locating and developing a feeling in terms of the body 

As we have noted above, very often feelings are accompanied by a 
physical sensation. It is often helpful to identify that physical experience 
and to invite the client to exaggerate it - to allow the feeling to 'expand' 
in order to explore it further. Thus, an example of this approach is as 
follows. 

Counsellor: 'How are you feeling at the moment?' 

Client: 'Slightly anxious.' 

Counsellor: 'Where, in terms of your body, do you feel the anxiety?' 

Client (rubs stomach): 'Here.' 

Counsellor: 'Can you increase that feeling in your stomach?' 

Client: 'Yes, it's spreading up to my chest.' 

Counsellor: 'And what's happening now?' 

Client: 'It reminds me of a long time ago ... when I first started 
work.' 

Counsellor: 'What happened there?' 

Again, the original suggestion by the counsellor is followed through by a 
question to elicit how the client is feeling following the suggestion. This 
gives the client a chance to identify the thoughts that go with the feeling 
and to explore them further. 

Empty chair 

Another method of exploring feelings is to invite the client to imagine 
the feeling that they are experiencing as 'sitting' in a chair next to them 
and then have them address the feeling. This can be used in a variety of 
ways and the next examples show its applications. 

Example 1 
Client: 'I feel very confused at the moment. I can't seem to sort 

things out.' 
Counsellor: 'Can you imagine your confusion sitting in that chair over 

there ... what does it look like?' 

Client: 'It looks like a great big ball of wool ... how odd!' 
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Counsellor: 'If you could speak to your confusion, what would you 
say to it?' 

Client: 'I wish 1 could sort you out!' 

Counsellor: 'And what's your confusion saying back to you?' 

Client: 'I'm glad you don't sort me out. I stop you from having to 
make any decisions!' 

Counsellor: 'And what do you make of that?' 

Client: 'I suppose that could be true. The longer 1 stay confused, the 
less 1 have to make decisions about my family.' 

Example 2 
Counsellor: 'How are you feeling about the people you work with? 

You said you found it quite difficult to get on with them.' 

Client: 'Yes, it's still difficult, especially my boss.' 

Counsellor: 'Imagine your boss is sitting in that chair over there. How 
does that feel?' 

Client: 'Uncomfortable! He's angry with me!' 

Counsellor: 'What would you like to say to him?' 

Client: 'Why do I always feel scared of you? Why do you make me 
feel uncomfortable?' 

Counsellor: 'And what does he say?' 

Client: '''I don't! It's you that feels uncomfortable, not me. You make 
yourself uncomfortable.'" (To the counsellor) 'He's right! 1 do 
make myself uncomfortable but 1 use him as an excuse.' 

The 'empty chair' can be used in a variety of ways to set up a dialogue 
between either the client and their feelings or between the client and a 
person that the client talks 'about'. It offers a very direct way of exploring 
relationships and feelings and deals, directly, with the issue of 'projec
tion': the tendency we have to see qualities in others that are, in fact, our 
own. Using the 'empty chair' technique can bring to light those projec
tions and allow the client to see them for what they are. Other applica
tions of this method are described in detail by Perls (1969). 

Contradiction 

It is sometimes helpful if the client is asked to contradict a statement that 
they make, especially when that statement contains some ambiguity. An 
example of this approach is as follows. 
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Client (looking at the floor): 'I've sorted everything out now. Every
thing's OK' 

Counsellor: 'Try contradicting what you've just said.' 

Client: 'Everything's not OK. Everything isn't sorted out.' (Laughs) 
'That's true, of course. There's a lot more to sort out yet.' 

Mobilization of body energy 

Developing the theme discussed above regarding the idea that emotions 
can be trapped within the body's musculature, it is sometimes helpful 
for the counsellor to suggest to the client that they stretch, or take some 
very deep breaths. In the process, the client may become aware of 
tensions that are trapped in their body and begin to recognize and 
identify those tensions. This, in turn, can lead to the client talking about 
and expressing some of those tensions. This is particularly helpful if, 
during the counselling conversation, the client becomes less and less 
'mobile' and adopts a particularly hunched or curled-up position in their 
chair. The invitation to stretch serves almost as a contradiction to the 
body position being adopted by the client at that time. 

Exploring fantasy 

We often set fairly arbitrary limits on what we think we can and cannot 
do. When a client seems to be doing this, it is sometimes helpful to 
explore what may happen if this limit was broken. An example of this is 
as follows. 

Client: 'I'd like to be able to go abroad for a change. I never seem to 
go very far on holiday.' 

Counsellor: 'What stops you?' 

Client: 'Flying, I suppose.' 

Counsellor: 'What's the worst thing about flying?' 

Client: 'I get very anxious.' 

Counsellor: 'And what happens if you get very anxious?' 

Client: 'Nothing really! I just get anxious!' 

Counsellor: 'So nothing terrible can happen if you allow yourself to 
get anxious?' 

Client: 'No, not really ... I hadn't thought about it like that before.' 
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Rehearsal 

Sometimes the anticipation of a coming event or situation is anxiety 
provoking. The counsellor can usefully help the client to explore a range 
of feelings by rehearsing with them a future event. Thus the client who is 
anticipating a forthcoming interview may be helped by having the coun
sellor act the role of an interviewer, with a subsequent discussion after
wards. The client who wants to develop the assertive behaviour to 
enable them to challenge their boss may benefit from role playing the 
situation in the counselling session. In each case, it is important that 
both client and counsellor 'get into role' and that the session does not 
just become a discussion of what may or may not happen. The actual 
playing through and rehearsal of a situation is nearly always more 
powerful than a discussion of it. Alberti and Emmons (1982) offer some 
useful suggestions about how to set up role plays and exercises for 
developing assertive behaviour and Wilkinson and Canter (1982) de
scribe some useful approaches for developing socially skilled behaviour. 
Often, if the client can practise effective behaviour, then the appropriate 
thoughts and feelings can accompany that behaviour. The novelist Kurt 
Vonnegut wryly commented that: 'We are what we pretend to be - so 
take care what you pretend to be' (Vonnegut, 1968). Sometimes, the first 
stage in changing is trying out a new pattern of behaviour or a new way 
of thinking and feeling. Practice, therefore, is invaluable. 

This approach develops from the idea that what we think influences 
what we feel and do. If our thinking is restrictive, we may begin to feel 
that we can or cannot do certain things. Sometimes having these barriers 
to feeling and doing challenged can free a person to think, feel and act 
differently. 

These methods of exploring feelings can be used alongside the client
centred interventions described in the previous chapter. They need to be 
practised in order that the counsellor feels confident in using them, and 
the means to developing the skills involved are identified in the final 
chapter of this book. The domain of feelings is one that is frequently 
addressed in counselling. Counselling people who want to explore feel
ings takes time and cannot be rushed. Also, the development and use of 
the various skills described here are not the whole of the issue. Health 
professionals working with emotions need, also, to have developed the 
personal qualities that have been described elsewhere: warmth, genuine
ness, empathic understanding and unconditional positive regard. Emo
tional counselling can never be a mechanical process but is one that 
touches the lives of both client and counsellor. 
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Helping with feelings in practice: I 
Jane is a student nurse on a busy medical ward. She develops a close 
relationship with Arthur Davis, an elderly man who has been treated for 
heart failure. Suddenly and unexpectedly, Mr Davis dies. Jane finds 
herself unable to come to terms with this and seeks the help of an older 
tutor in the school of nursing. The tutor helps her to talk through her 
feelings and she cries a great deal. Through the process of talking and 
crying she comes to realize that Arthur Davis reminded her of her own 
father, who had also died suddenly and for whom she had been unable to 
grieve. In grieving for Mr Davis, she was enabled to work through 
some of her grief for her own father. 

Helping with feelings in practice: II 
Andrew is a radiographer in a large accident and emergency department. 
He has recently had difficulties in his marriage which he feels affect his 
work in the department. He is able to talk this through with his superin
tendent, who has had training as a counsellor. During the course of the 
conversation, Andrew feels close to tears. His superintendent says: 
What would happen if you allowed yourself to cry?'. Andrew smiles 
wryly and says 'nothing'. With that, he bursts into tears and is 'allowed' 
to cry. Afterwards, he finds it much easier to talk through his problems 
in a rational and systematic way and feels able to make more sense of 
what is happening at home. The superintendent's skilful and well-timed 
intervention allows Andrew the prompt that he needed to enable him to 
express bottled-up feelings. 

HELPING WITH FEELINGS AND 
THE HEALTH PROFESSIONAL 

As with other counselling interventions, the ones that deal with the 
expression of feelings have a wider application than just the counselling 
relationship. There are many occasions in the health care world in which 
the professional is called upon to help and support the person who is in 
emotional distress. Sometimes, such situations arise as something of an 
emergency or arise suddenly and without warning. The professional 
who has considered the skills involved in helping with the expression of 
emotion is likely to be better equipped to deal with these emergencies 
when they arise. 



9 Counselling in specific health care 
contexts and recording counselling 

The climate of health care and the way in which people organize and live 
their lives are changing. As we have seen, there have been criticisms of 
the client-centred approach to counselling. There are also situations in 
which giving clear and unequivocal advice is likely to be appropriate in 
counselling. In this chapter, three things are considered: information 
giving, counselling people in the HIV / AIDS field and talking to children. 
All three are contemporary and important aspects of the counselling 
field in the health care professions. The chapter closes with a discussion 
about recording counselling sessions. 

INFORMATION GIVING 

First, an important distinction needs to be made between information 
giving and advice giving. Information giving involves sharing with 
others facts, theories, statistics and other information gleaned from a 
variety of sources. Advice giving, on the other hand, suggests opinion: 
the counsellor's opinion. While I have no intention of getting into the 
thorny debate about whether or not information can ever be 'objective', 
nor whether or not it can be proved to be 'true', there seems little doubt 
that information giving rarely involves a moral or ethical judgement that 
information giving implies. 

So far, this book has focused mostly on the client being 'drawn out' 
by the counsellor and on that client finding his or her way through 
problems, to solutions. There are occasions, however, when those in a 
counselling role will be asked for specific information. This is true in all 
types of counselling but particularly in health care settings, where the 
counsellor in question may have valuable and useful information to be 
shared with the client. Examples of situations in which information is 
required are not difficult to think of and a short list of some of them 
would include: 
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• the person who needs information about contraception; 

• the person who is a newly diagnosed diabetic; 

• the person who has recently been discharged from a psychiatric 
hospital after many years in that institution; 

• the person who is considering a career change but is unaware of the 
options. 

In all of these situations, the counsellor is called upon to give infor
mation. If he or she does not have that information then there is little 
point in bluffing or in trying to help the client to find it. In most cases it 
is more economical and safer to refer the person to another agency. 

Certain guidelines can be offered about information giving. Infor
mation given in counselling should be: 

• accurate; 

• up to date; 
• appropriate to the context; 
• worded in such a way that the client will understand it; 

• sufficient to satisfy the client's needs at the time. 

Many health care professionals use jargon as a form of shorthand and 
as a means of quickly communicating with other colleagues. It is not 
difficult for such professionals to forget that they have learned this 
jargon and to assume that it is common currency among other people. It 
is vital that any health professional giving information does so using 
words that are straightforward, unambiguous and clear. This never 
means 'talking down' to the client but it does mean that the counsellor 
should check with the client that he or she has understood the infor
mation that has been given. It is not uncommon for people to 'hear what 
they want to hear' -particularly when they are frightened or want to hear 
good news. Others are bemused by professionals and are uncertain 
how to seek clarification. The good counsellor will make him or herself 
approachable enough to be questioned - at length, if necessary - by the 
client. Many of these points have been summarized, in the context of 
medicine, by Myerscough: 

In addition to availability of information, a further element contri
butes greatly to the success of the exposition. This is the doctor's 
skill in choosing vocabulary suitable to the patient. The form of 
words and choice of terms will differ from one patient to another; 
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it will be influenced by their education, cultural and occupational 
background and other factors. Terms the doctor may regard as 
'innocent' and reassuring may readily create serious anxiety. For 
example, when a women with a cervical erosion is told that she has 
'just a small ulcer on the neck of the womb', she may infer the 
presence of serious disease, imminently or actually malignant, and 
be too alarmed to try to clarify what the doctor's words really mean. 
(Mysercough, 1989) 

HIV/AIDS COUNSELLING: SOME CONSIDERATIONS 

This section considers some of the issues involved for the health profes
sional as an AIDS counsellor. It is important to state from the outset that 
just as not all health care professionals will need to develop counselling 
skills in general, nor will all health care professionals need to develop 
AIDS counselling skills. It is also important to note that most other 
health professionals will also need to develop basic counselling skills in 
this field. 

It is possible to argue that the skills involved in counselling the 
person with AIDS are not fundamentally different from counselling 
anyone. On the other hand, the evidence suggests that people with 
AIDS often have particular problems that can best be helped by someone 
who has specific skills and knowledge (Sketchley, 1989; McCaffrey, 
1987). 

It is notable, too, that health care professionals are becoming in
creasingly interested in the issue of counselling as part of the nursing 
role (Hopper et al., 1991; Tschudin, 1991). Also, it is clear from the 
developing literature on the topic that AIDS and AIDS counselling are 
issues of growing concern to health care professionals and educators in 
the UK (see, for example, Hurtig and Fandrick, 1990; McGough, 1990; 
Howe, 1989; Dennis, 1991). 

Client groups 
People who need AIDS counselling are not a homogeneous group. A list 
of the people who are likely to require counselling in this field is offered 
by Bor (1991): 

• clients who have concerns or queries about AIDS, regardless of their 
clinical status; 

• clients who are referred for the human immunodeficiency virus 
(HIV) antibody test; 
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• clients who are HIV antibody negative but who continue to present 
with AIDS-related worries; 

• clients who are HIV antibody positive and symptomless; 

• clients who are HIV antibody positive and who are becoming unwell; 

• clients who have developed AIDS; 
• clients who are being offered, or who are being considered for, 

antiviral treatments; 

• the sexual contacts, loved ones, or family of any of the above, if the 
client has given his or her permission; 

• the close contacts of a deceased client, who may also later require 
bereavement counselling; 

• staff with concerns about AIDS or those who are occupationally 
exposed to HIV (in conjunction with the occupational health de
partment) (Bor, 1991). 

It seems clear that different sorts of counselling skills and approaches are 
likely to be needed in AIDS counselling and that 'AIDS counselling' is 
not one particular entity. Bor (1991) concludes that 'there are many 
different counselling approaches and no evidence yet that one is better 
than another'. 

For people who are substance abusers, Cook et al. (1988) suggest risk 
reduction counselling, which includes: 

• assisting the client to acknowledge the personal risks of HIV in
fection; . 

• explaining the range of changes that will reduce infection and trans
mission risks, addressing attitudinal and environmental obstacles 
(for example, feelings of having no control, resistance from partners) 
and rehearsing behaviours as needed; 

• reinforcing changes in a way that helps the client to assume increasing 
control over health behaviours so that early accomplishments can be 
sustained and built upon (Cook et al., 1988). 

Faltz (1989) offers the following guidelines for working with substance
abusing clients. Some of these may well be appropriate for other client 
groups. 

• Be willing to listen and encourage constructive expression of feelings. 

• Express caring and concern for the individual. 
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• Hold the individual responsible for his or her actions. 

• Ensure consistent consequences for negative behaviours. 

• Talk to the individual about specific actions that are disruptive or 
disturbing. 

• Do not compromise your own values or expectations. 

• Communicate your plan of action to other staff members or profes
sionals working with the client. 

• Monitor your own reactions to the client (Faltz, 1989). 

A wide range of other sorts of clients have been discussed in the AIDS 
counselling literature, including: 'the worried well', discussed in a little 
more detail below (Bor et al., 1989); those who want or need to keep their 
diagnosis secret (Bor et al., 1989); the counselling of antenatal women 
(Miller and Bor, 1990); children (Miller et al., 1989); those with haemo
philia (DiMarzo, 1989); and ethnic minorities (Fullilove, 1989). Another 
group that might ask for counselling are bisexual people. The Off Pink 
Collective (1988), having noted the paucity of research into bisexuality, 
write as follows. 

Up until now the fact that maybe over a third of the population has 
strong attractions to or sexual activities with both sexes has generally 
been ignored. Sexual self-identities have been seen as either hetero
sexual, or gay or lesbian. But in reality people are not in distinct 
groups. As far as disease transmission is concerned, it is actual 
behaviour rather than self-identity that counts and many self
identified heterosexuals and gay men and lesbians behave bisexually. 
Contrary to a frequent association of bisexuality with promiscuity, it 
is our experience that many self-identified bisexuals are recurrently 
celibate, and increasingly so as part of a safer sex life. 

Reviewing the literature on AIDS, AIDS counselling and sexuality tends 
to confirm the view that while bisexual people are noted to be at risk, 
they are less widely written about than are gay or heterosexual people. 

There are specific issues in counselling for the counsellor who faces a 
person who is unsure about whether or not to be tested. McCreaner 
identifies the aims of pre-test counselling as follows: 

• to ensure that any decision to take the test is fully informed and 
based on an understanding of the personal, medical, legal and social 
implications of a positive result. At one level, this is merely a prac-
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tical application of the traditional medical ethic of informed consent 
to a procedure; 

• to provide the necessary preparation for those who will have to face 
the trauma of a positive result. Such preparation is vital in that 
patients who have been prepared for a positive result are able to face 
that result much more equably; 

• to provide the individual, whether they eventually elect not to be 
tested, or elect to be tested and are found positive or found to be 
negative, with necessary risk reduction information on the basis of 
which they can reduce the risk of either acquiring HIV infection or 
passing it on to others (McCreaner, 1989). 

For the person who has AIDS, Sketchley (1989) suggests that there 
are frequently four stages to be worked through in the counselling 
relationship: 

1. crisis - a stage in which the predominant emotions are shock, fear 
and denial; 

2. adjustment to the news - in which social disruption and withdrawal 
are common as the person struggles to accept the diagnosis; 

3. acceptance - a stage in which the person adopts a new sense of self 
within the limitations imposed by the illness; 

4. preparation for death - a stage in which the issues of fear of de
pendence, pain, being abandoned, isolation and death, itself, may 
predominate. 

These stages are not at all dissimilar to the stages worked through by 
any person who has to face the prospect of dying (Stedeford, 1989). The 
counsellor who seeks to help the person with AIDS may also have to 
work on his or her feelings about his or her own death. 

AIDS counselling is carried out by many people. At one level, 
various telephone counselling services exist for people who are worried 
that they may have AIDS and for those who need support. At another 
level, there are people who are identified specifically as AIDS coun
sellors (Leukefeld, 1988). They are often attached to hospitals, hospices 
and national AIDS organizations and offer help to people with AIDS, 
their friends and their families (Dilley et al., 1989). 

It is notable that different cities have organized their counselling and 
support systems in different ways. In 1987, the Canadian Federal Centre 
for AIDS observed that the AIDS programme in San Francisco was 
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much more community oriented (with correspondingly more counselling 
agencies) than was the programme in New York (where many more 
people were being cared for in hospital). 

Increasingly, health care professionals will find themselves fulfilling 
the role of AIDS counsellor, for as Bor (1991) points out they are at the 
forefront of professional care giving to patients and families infected 
with or affected by AIDS. If AIDS continues to increase in incidence (and 
there is every evidence that it will), then health care professionals will 
find themselves caring for more and more people who have developed a 
range of infections suffered by people with AIDS. At least two things 
follow from this. All health care professionals will have to have a con
siderable knowledge about the nature of AIDS. They will also have to 
explore their own values and attitudes to the problem and develop 
counselling strategies and skills. 

On the first issue - the question of health care professionals de
veloping their knowledge base - the problem is a difficult one. Just as 
the AIDS virus itself seems to be changing (Connor and Kingman, 1989), 
so does the research and knowledge base. No worker in the field can 
expect to stay completely up to date. On the other hand, certain issues 
stay the same. The mode of transmission of the virus is well documented 
and everyone should have a clear idea about what constitutes safe sex 
and what to do to avoid becoming a person with AIDS (Miller, 1987; 
Miller, 1990). 

In summary of the issues involved in HIV / AIDS counselling, 
Sketchley (1989) suggests that counselling people with AIDS involves 
three domains: 

1. educational issues; 
2. advice; 

3. psychosocial issues. 

The worried well 

This is not a particularly comfortable expression but it has been used to 
describe people who do not suffer from a particular disease or disorder 
but who are, nevertheless, worried about themselves. Green and Davey 
(1992) suggest that, in the early days of AIDS counselling, many of the 
people that sought advice fell into the category of the worried well. 

The worried well are not a homogeneous group. They can range 
from people who are edging towards what some psychiatrists might 
want to call 'neurosis', to people who simply want to know what they 
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should do about aspects of their lives. Traditionally, the worried well 
may have been given little sympathy from medical and health care 
professionals, who sometimes would prefer to deal with frank illness or 
tangible problems. It is important, however, not to 'pathologize' further 
the person who is both worried and well. The label should not become a 
diagnosis. 

Perhaps the main point is that the worried well should be taken 
seriously. They are as entitled as anyone else to be listened to and given 
appropriate help. Trivialization or glib reassurance that 'everything will 
work out OK' or that 'there is nothing to worry about' fall well short of 
the sort of help that people are seeking. Once again, the keyword seems 
to be listening. If we can listen to the worried and well person, we are 
likely to help to alleviate some of the worry and help to ensure that they 
remain well. Sickness or disability are not prerequisites for seeking 
counselling. 

AIDS counselling in adolescence and childhood 

The prevention of the spread of HIV/AIDS may depend, in the West, on 
the appropriate education and counselling of children and adolescents. 
Hein (1989) has suggested that there are important differences between 
adolescents and adults in sexual behaviour and AIDS epidemiology that 
should be considered in planning appropriate responses to the AIDS 
epidemic. The differences are as follows. 

• A higher percentage of adolescent cases are acquired by heterosexual 
transmission. 

• A higher percentage of infected adolescents are asymptomatic. 

• A higher percentage of infected adolescents are from minority groups. 

• Special ethical and legal considerations pertain to minors. 

• Adolescents differ from adults in sociocognitive reasoning. 

• There are special economic and medical implications for infected 
adolescents who are pregnant. 

• Unified community support systems for infected adolescents are not 
available. 

• Adolescents as a population include a higher percentage of 'sexual 
adventurers', who have many sexual contacts and rarely use con
traceptives. 

• Convenient and appropriate health services are relatively unavailable 
for adolescents (Hein, 1989). 
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It would seem, too, that health professionals who counsel young people 
in this field are likely to find some differences between what adolescents 
know about HIV/AIDS and what they do: 

Surveys of sexual activity among high school students and among 
college students conducted since the AIDS epidemic indicate that a 
higher percentage of youths engage in unsafe sexual activity in spite 
of having a high level of knowledge about AIDS and about the value 
of condoms in protecting against HIV infections. (Henggeler et al., 
1992) 

Added to all this is the controversy that has surrounded the teaching of 
young people who have been identified as HIV positive. Often, it would 
seem, the counsellor of young people in this field is likely to need to 
consider the attitudes of parents, teachers and other people who come 
into contact with children and adolescents. Gostin summarizes some of 
the emotive attitudes that have been observed in this area: 

From the earliest times of the HIV epidemic, exclusion of school 
children infected with HIV from their classrooms was an issue 
debated with great emotion. Parents of children infected with HIV 
sued school boards for denying children state education, giving 
homebound instruction, or making the child wait for inordinate 
periods while the board developed a policy. In other cases, HIV
infected children were permitted to attend school, but they were 
clearly singled out as different by being placed alone in a separate 
'modular' classroom, by being required to use a separate bathroom 
and to be accompanied by an adult on all field trips, or even being 
isolated inside a glass booth. (Gostin, 1990) 

Clearly, the whole area of counselling children and adolescents in the 
area of HIV/AIDS is a complicated one. The health professional as coun
sellor needs to know not only about the syndrome, modes of infection 
and means of prevention but also about children, adolescents and their 
ways of viewing and operating in the world. Counselling in this area 
calls for all of the skills described so far in this book and, further, for 
particular and accurate knowledge. 

AIDS counselling for health care professionals 

Many courses in AIDS counselling are already available to both health 
care professionals and other carers. The question remains, however, to 
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what degree all health care professionals should undergo some basic 
training in the field. At the moment, perhaps, it is for individual health 
care professionals to identify their own needs and wants. It is ques
tionable how long this state of affairs can be allowed to continue. If, as is 
suspected, the incidence of AIDS continues to grow, the AIDS issue is 
going to be everyone's business. In the meantime, more research needs 
to be undertaken to establish exactly how best to train health care 
professionals in helping those with AIDS. 

From a review of the literature, three elements of training appear to 
be important: 

• information about AIDS; 

• values clarification; 

• counselling skills. 

It would appear that any training programme for health care profes
sionals would need to include these elements. First, health care profes
sionals need up-to-date and accurate information about the prevention, 
incidence, nature and characteristics of AIDS and HIV. They also need 
information about the psychosocial issues involved in being a person 
with AIDS. 

Values clarification is an approach to helping people to explore their 
beliefs, values and attitudes (Kirschenbaum, 1978). Again, it would seem 
vital that these are examined with health care professionals prior to 
those health care professionals working in the capacity of AIDS coun
sellors. 

Finally, given that the focus of the role is counselling, a grounding in 
basic counselling skills is essential to any programme of this sort. The 
skills of questioning, reflecting, empathy building and checking for 
understanding can be augmented by skills in confrontation and effective 
information giving (Nelson-Jones, 1981; Heron, 1986). While, as we have 
noted, the counselling approach in AIDS counselling may not always be 
of the client-centred approach, client-centred skills can serve as the basis 
of a broader range of effective counselling skills. 

This section has discussed some of the issues involved in considering 
the training of health care professionals as AIDS counsellors as part of 
their nursing role. It has been identified that not all health care profes
sionals will want or need to take part in such work, but that those 
who do will need to explore their own attitudes, develop a broad and 
accurate knowledge base and develop a range of effective interpersonal 
and helping skills. 
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Emotions and AIDS 

Given that individuals vary in their response to life-threatening situ
ations, it is difficult to generalize about the ways in which people react to 
the knowledge that they are HIV positive or have AIDS. George (1989), 
however, identifies the following emotions that he suggests are fre
quently associated with the experience of having AIDS: 

• shock; 

• relief; 

• anger; 

• guilt; 
• decreased self-esteem; 

• loss of identity; 

• loss of a sense of security; 

• loss of personal control; 

• fear of what may happen in the future; 

• sadness and depressed mood; 

• obsessions and compulsions; 

• positive adjustment (George, 1989). 

Presumably, too, this list could be easily added to. It is notable that only 
one of George's items is positive and he suggests that positive adjust
ment to the realization of having AIDS may occur with little intervention 
from profeSSionals. This suggests that the AIDS counsellor may well 
have to face a wide range of negative emotions. 

COUNSELLING CHILDREN 

'Counselling', in this context, may be too strong a term. I prefer to use 
the expression 'talking with children'. Many people, for a variety of 
reasons, find that quite difficult. For some, children seem to be 'dif
ferent' from adults: they are smaller, they talk a different language and it 
seems a long time since the adult listener was their age. However, 
children need to be able to talk and need, very much, someone they can 
trust and have listen to them. 

It is possible to draw principles from the world of counselling to 
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shed light on how we might begin to think about helping children. 1 

'Adult' counselling usually involves two people: the counsellor and the 
client. The counsellor is usually the person who asks questions, reflects 
back feelings and thoughts and checks that he or she has understood 
what the client has said. In the client-centred tradition of counselling, it 
is taken as given that it is the client who will find his or her own 
solutions to his or her problems. There seems no immediate reason why 
such an approach cannot be used in communicating with children. It 
seems that the main point of helping children should be to allow those 
children to express their thoughts and feelings and to identify strategies 
for dealing with difficulties - whatever those 'difficulties' might be. 

There are numerous occasions on which children may need to talk 
through difficulties and problems. Examples include: prior to surgical or 
medical intervention; in coming to terms with acute or chronic illness or 
disability; following the death of a parent, relative or close friend or after 
another family crisis has occurred; or in coming to terms with new, 
anxiety-provoking ideas and realizations revealed to the child during his 
or her developmental progress. Whether or not all of these situations 
would be deemed 'counselling' situations is not the point: the basic skills 
of counselling apply to them all. The person who listens to and helps 
children is already functioning in the role of a counsellor. 

The literature often identifies listening as the most important skill in 
communicating, effectively, with other people (Egan, 1986; Tschudin, 
1991; Calnan, 1983). The ability to sit and listen to a child as they 
talk through what is happening to them is the starting point of any 
therapeutic relationship. In many situations, the mere fact of being 
heard is all that is required. In other situations, help and advice will be 
appropriate. While the client-centred approach to counselling has been 
widely advocated as appropriate to helping adults, it is possible that if 
information giving is necessary as part of this process for children they 
may need more direction and prescription. In the end, though, like 
adults, children have to come to terms with their problems in their 
own individual ways. Like adults, no one can make a decision about a 
problem for a child: they, like adults, have to make their own decisions 
in their own time. However, there are certain issues that can help in the 
process of offering counselling to children. An understanding of the 
processes and peculiarities of the development in childhood can help in 
the evolution of empathy and in the skill of listening. 

1 I am indebted to my friend and colleague, Jim Richardson, for his help and advice on 
talking to children. 
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Issues in communicating with children 

Children's communication abilities vary with their age and experience 
(Prosser, 1985). The health care professional will have to be sensitive not 
only to subtle non-verbal communicative means but also to sometimes 
idiosyncratic use of language. In particular, children may have unusual 
ways of describing situations or feelings for which they do not, yet, have 
the language. An example of this is the child who was asked to describe 
her pain and referred to it as 'like a sausage' GerreU and Evans, 1986). It 
is important to try to get 'inside' the child's frame of reference and to 
try to understand what they mean by the words they use. This calls 
for considerable empathy: a quality that Rogers (1957) identified as a 
necessary and sufficient condition for therapeutic change. Empathizing 
with children may be more difficult than is the case with adults but it 
is certainly just as essential. Children's interpersonal responses are 
influenced by their interpretation of the context and situation. This may, 
in the light of adult logic, be quite unexpectedly different from an adult's 
interpretation. 

Children's dependence on their parents/carers may mean that, par
ticularly in the situation in which they feel frightened or vulnerable, they 
might prefer to communicate with a stranger obliquely, for example via a 
parent. A fine distinction is drawn between treating the child as an 
individual on the one hand and as an enmeshed member of a supportive 
family on the other Gackson and Vessey, 1992). None of us exists in 
isolation. We are all closely bound up with the lives of the people 
with whom we live and work. For the child, the ego boundary - the 
difference between 'me here' and 'you out there' - may be even less 
pronounced than is the case with adults. 

Children have a tendency towards literal, concrete communication. 
Witticisms, sarcasm and word games may be lost on the child, clouding 
communication. Again, Carl Rogers saw the ability to be concrete in 
dealing with others as an essential feature of the counselling process. 

Most family members use a 'shorthand' when talking to each other. 
Family names, for example, may not be 'proper' names. Often, too, 
families develop secret or private languages (Crystal, 1987) through which 
to communicate with each other. There may, for example, be family 
words for certain meals, for drinks or for certain events. The genesis of 
these names may be lost in family history. More importantly, the child 
may not know that this is a 'family' word and may think that everyone 
uses language in this way. It is important for the person who talks to a 
child to clarify any unusual use of language in order to have a more 
complete understanding of any given situation. 
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Indirect communication, perhaps using a doll or a soft toy, may be 
successful with the shy or wary child as this diffuses the focus from the 
child and introduces an element of play and therefore normality. A child 
at a stage of development characterized by animistic or magical thinking 
will find this form of communication natural. 

Paralinguistic devices such as variations in the speed, rhythm, tone 
and volume of speech as well as extra 'padding' words such as 'um', 'ah' 
and 'well' which have little direct meaning are extensively used by 
adults and may be misinterpreted by children. When children do begin 
to use these communication styles they may do so inexpertly and this in 
turn may be awkward for adults to understand. 

To make communication between adults and children as effective as 
possible it is important that the adult firmly establishes what the child's 
understanding is of the issue in question. This is particularly important 
when the discussion centres on an abstraction about which the child 
may have no experience. An example of this is the topic of death; if the 
child has an inaccurate perception of what death is he or she may find it 
extremely difficult to understand an adult-level conversation on this 
topic (Lansdown, 1992). Effective talking with the child can only occur 
when the adult is clear about the terms which are understandable to 
the child on the basis of his or her experience and stage of cognitive 
development. 

Avoid rushing the child - allow them a little time to get to know you. 
Let them dictate the pace. The flustered child is unlikely to be able to -
or want to - talk with the adult who is pressurizing them. Watch the 
child for signs of tiredness and withdrawal - in these circumstances 
communication is less likely to succeed. 

Practical guidelines for talking to children 

From the above issues and from the considerable literature on coun
selling and talking with children, the following guidelines may be 
identified. 

• Listen to the child - although their message may not be immediately 
clear they have much to say (Coles, 1992). 

• Find out what the child likes to be called. Do not assume that he or 
she will like you to call them by a nickname or a name used in the 
family. Give the child your own name - introduce yourself! 

• Be aware of levels and stages of child development. This can help 
you to pitch your questions and responses at the correct level. 
Observe the child's response for signs of success in this. 
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• Respond to the individual child as an individual. Do not assume that 
'all children are much the same'. Children are complete human 
beings in their own right. When meeting a child for the first time the 
only thing that you can assume is that you are about to meet a new 
person. 

• Talk to children 'normally': neither talk down to them nor patronize 
them and be aware of any overuse of endearments such as 'dear' or 
'love'. Try to keep speech clear and avoid very erudite words and 
expressions. Keep sentences short. Repeat/rephrase as necessary, 
based on response. 

• Respect the child. Remember that he or she is a human being just 
like you, only a little younger. 

• Think about the environment in which you talk to the child. If you 
are working in a hospital or clinical setting, find a quiet room in 
which to talk - children's wards and out-patients' departments are 
often excruciatingly noisy places. Alternatively, talk as you play with 
the child. 

• Use play to communicate with smaller children. 

• Do not try to copy children's slang or adopt their mannerisms. I 
recall a conversation with my adolescent son in which I tried to 
use some of the slang that he used with his friends. His suggestion 
was: 

'You shouldn't even try, because even when you get the words 
right, it doesn't sound right.' 

'Why?' 

'Because you're too old.' 

• Believe children. Trust must be the basis of any relationship and it is 
particularly important with children. 

• Remember that most children are taught not to talk to strangers. 
Therefore, some children will prefer talking to you only in the 
company of one of their parents. Do not assume that children will 
want to talk to you. 

• Allow the child to determine the issue of proximity. Do not stand or 
sit too close to them or automatically put your arm around them. 
Allow the child to decide on these issues. Be aware of what might, 
for the child, constitute a threat. Sometimes, it is necessary to be 
creative and to find out where the child would like to sit and talk. 
In her excellent book Children and Counselling, Margaret Crompton 
writes as follows about the issue of where to counsel children: 
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... Yet somewhere can always be found. During my work with 
children in 1989-90, I carried materials in a large shopping bag. 
Since it was not possible to work with Mark in his foster home and 
there was no office within miles, I met him once a week from school 
and asked: 'Where shall we go today?' The answer was always the 
same, despite the possibility of an interesting castle and an inviting 
river: 'To the cafe.' (Crompton, 1992) 

Crompton's book is essential reading for anyone who is considering 
either a career in working with children or who needs further information 
about counselling and talking with children. 

Talking to children is an activity which many adults will undertake 
without hesitation. With a little attention to some ground rules, the 
likelihood of successful communication can be maximized and the po
tential for this activity to offer benefit, comfort and pleasure to both the 
child and to the adult can be safeguarded. The key to success lies in the 
adult's appreciation of the various facets of the child as a dynamic, 
developing human being with sometimes imperfect, unpractised psy
chological, social and communication skills. Everyday communication 
with children merges subtly with counselling - communication with a 
therapeutic purpose (Macleod Clark et al., 1991). With practice in the 
basic skills of talking to children the person should come to recognize 
when basic skills are no longer sufficient and specialist counselling 
assistance is required. This will signal the need for referral. Thus, fam
iliarity with the ground rules of communicating with children may help 
you to recognize your own limitations in this field. 

Street (1989), in discussing the question of family counselling sug
gests that the following four questions need to be asked of families that 
present themselves for counselling. The questions impinge, directly, on 
the process of talking to children in therapeutic settings. 

1. Does the family have information on which to base an appropriate 
view of the task? 

2. Is the communication in the family clear and open or does it need to 
be clarified? 

3. Is it possible to specify the needs of everyone in the family? 

4. What negotiations for adaptions to change need to be made (Street, 
1989)? 
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OTHER CONTEXTS 

This chapter has only hinted at the variety of arenas in which coun
selling may take place. Many others exist. There has been debate, for 
instance, about race. Lago and Thompson (1989) suggest that the fol
lowing may be the major themes in this field. 

• In order to understand the relationships between black and white 
people today, a knowledge of the history between differing racial 
groups is required. 

• Counsellors will also require an understanding of how contemporary 
society works in relation to race, the exercise of power, the effects of 
discrimination, stereotyping, how ideologies sabotage policies, and 
so on. 

• Counsellors require a personal awareness of where they stand in 
relation to these issues (Lago and Thompson, 1989). 

Other writers have discussed the issues of sexual orientation (Beane, 
1981; Lourea, 1985), sexual dysfunction (Bancroft, 1983; Fairburn et al., 
1983). Yet others have described the particular issues involved in coun
selling the unemployed and those who need career guidance (Ball, 1984; 
Hopson, 1985). The literature on sexuality counselling is considerable, 
while those who need further information about job-related counselling 
are referred to the various journals on the topic which include the British 
Journal of Guidance and Counselling and Employee Counselling Today. Other 
contexts, which may involve the giving of clear information, are identified 
in Dryden et al. (1989) and include: 

• pastoral counselling; 
• counselling in death and bereavement; 
• counselling people with disabilities and chronic illnesses; 

• counselling people with alcohol and drug problems. 

The range of counselling situations remains vast. Indeed, it may be 
argued that the term 'counselling' is also an umbrella term for a wide 
range of varied activities carried out by a number of different sorts 
of professionals. Within that spectrum, the full range of counselling 
approaches from the client-centred to the confronting may be found. 
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RECORDING COUNSELLING 

The above contexts are sensitive ones. The question arises as to whether 
or not you should keep notes about counselling sessions. The question 
hinges on your fundamental beliefs about the nature of counselling and 
the basic nature of the way in which people live their lives. You may, for 
example, take the view that people change rapidly and variously over 
relatively short periods of time. If you look back over the last week, 
for instance, you may note that you have been through a variety of 
emotions, a whole range of different sorts of thoughts have occurred to 
you and very many life events have happened. If you take this view of 
things, you may come to the conclusion that it is not necessary to record 
what happens in counselling. Instead, you may favour the idea of always 
'starting from where the client is' at the beginning of a counselling 
session. In this model, you do not harp back to things that you dis
cussed in the last session but rather you allow the client to set the 
agenda for the meeting. 

At the other end of the scale, you may take the view that people 
change relatively slowly. While all sorts of 'surface' things occur during 
any given week, people's basic personalities and problems change 
relatively slowly. With this in mind, you may feel that it is important to 
chart progress, to set aims and to record what happens in the coun
selling relationship. 

All this is not to imply that these are the only positions that may be 
adopted in counselling. You may, instead, take a middle position and 
say that some aspects of us change rapidly while others change slowly. 
Whatever position you adopt, you need, at some point, to decide 
whether or not you are going to record the counselling relationship as it 
evolves. There are no easy answers here. Some are of the view that 
recording is essential, while others feel it to be the death of spontaneity. 
You must decide. The paragraphs that follow are for those who decide 
that recording is important. 

Card files 

Perhaps the simplest - but not necessarily the best - way of recording 
counselling sessions is through the use of a simple card file. Index cards 
and boxes to file them in are readily bought in any stationery shop. 
Figure 9.1 illustrates one layout for such cards: Clearly, the card file can 
be adapted to suit your particular needs and your particular situation. 
There are a variety of limitations to the use of such a system. The first 
and most obvious is the issue of confidentiality. As we will see in the 
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Black, James 

Referred on .................. . 
Referred from ................ . 
Initial assessment ............. . 

Meeting 1 ................... . 

Meeting 2 ................... . 

Meeting3 ................... . 

Figure 9.1 An example of an entry in a counselling card file. 

next chapter, most counselling relationships may also be confidential 
ones. If this is the case, it is clear that a card file must be kept under lock 
and key. A counselling card file is not something to be left sitting on 
your desk. 

Also, the card file is limited by the fact that you may want to write 
detailed notes. If you do this on index cards, you soon find that you 
have huge numbers of cards for every client. Alternatives to this 'pen 
and paper' approach to record keeping include the use of notebooks and 
ring-bound notes. The ring binder can hold more notes than is the case 
with a card file but is not so portable. You may find that you need a 
separate ring binder for each client and if you see a lot of people during 
any particular week or month you may find that you have to lock 
away a great number of files. A more sensible approach is to consider a 
computer-based filing system. 

The computerized note system 
Most people now have access to a personal computer. Many use them 
routinely as part of their work, lots of people have them in their homes 
and the notebook computer is both powerful and portable. A computer 
database program offers an ideal way of keeping notes about the de
velopment of the counselling relationship. Perhaps one of the most 
important things about such a system is that it can be 'locked'. Some 
database programs allow you to use passwords before you are able to 
open files. If any given database program does not allow this form of 
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locking, then programs are available which enable you to lock the whole 
of the computer system. Either way, you are ensured of maintaining the 
confidentiality of your clients even though their notes are 'sitting on 
your desk'. 

Reflecting on counselling 

The pros and cons of recording counselling are as follows. 

• Unless you are very careful, the information you write down may 
be seen by other people. 

• Reading through notes from 'the week before' may make you 
have certain expectations of 'this week's' counselling session. 

• Keeping notes about a session can help you to remember 
particular details. 

• Note keeping can help you plot the progress of your client. 

• Some people prefer to keep notes. 

• Notes may help you to recall incidents for inclusion in later 
reports. 

• But, should you disclose details from notes? 

What sort of computer? 

Perhaps the two most popular sorts of computer in current use in 
the health care professions are the personal computer and the Apple 
Macintosh. The personal computer is one that is compatible with an 
early standard laid down by IBM. A vast array of software is available for 
the personal computer and it is probably the most popular sort of 
computer currently in use. The Apple Macintosh was aimed at making 
computers user friendly and did this by ensuring that the interface 
between the user and the machine was graphical in nature. That is to 
say, it made good use of 'pictures' or icons that allowed you to see 
exactly what you were doing when you started up your computer. The 
personal computer world soon caught on to this graphical idea and 
Microsoft introduced a package called Windows@ which offered a very 
similar user interface to the one already supplied with the Apple 
Macintosh. In the last few years the Windows system has become some
thing of an industry standard. 
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If you are considering buying a computer for using as a storage 
device for counselling notes and for more general report writing there 
are a few basic considerations you should make. You should be on 
the lookout for the following parameters and criteria. Your personal 
computer should: 

• be fully IBM compatible unless you use an Apple Macintosh; 

• have a 386 or 486 processing chip; 
• have at least 4 megabytes of RAM (Random Access Memory) and 

preferably more; 

• have a large hard disc of at least 100 megabytes; 

• be supplied with the DOS operating system (or an equivalent) and 
Windows. 

While there is no such thing as 'future proofing' in the computer world, 
the above criteria will at least ensure that your computer is compatible 
with other computers and with current software. 

Programs for recording counselling sessions 

The most obvious program for storing notes about counselling sessions 
is the database program. There are two sorts of database applications: 
the fixed-form database and the free-form database. The former asks that 
you decide on the structure of your data storage before you set out 
to recorde any. The latter allows you to store lengthy notes without the 
need for any prior structure. There are pros and cons with both sorts of 
programs. 

Advantages of the fixedjorm database 
• All records are of a standard type. 
• It is easy to find exactly what you are looking for. 

• Data entry is made easy by the structure. 

• You can organize huge numbers of records quickly and easily. 

• You can index your records and call up either the full set or subsets 
of records. 

Advantages of the free-form database 
• You have few restrictions on the way you organize your records. 

• You can type in as much or as little information as you like into each 
record. 
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Client's name: Davies, James 

Address: 

Date of referral: 

Referred by: 

Referred from: 

Client number: 0346 

Date of counselling session: 

Notes about the session: 

Client number: 0346 

Figure 9.2 Two 'forms' in a relational database program for recording counselling 
sessions . 

• The free-form database format is usually 'intuitive' in use - you don't 
have to invest a lot of time in learning how to use it. 

If you use a fixed-form database, you have, first, to design a 'form' or a 
series of forms on which to record the details of your clients and of the 
counselling sessions. If you use a relational database, you can keep 
separate forms for the client's personal details and other forms for each 
counselling session. Then, you can quickly link together the various 
forms when you want to review the client's progress. A relational 
database allows you to link together various forms that relate to each 
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other. You may, for example, have two main types of 'forms': one that 
contains personal details and another that contains details of a particular 
session. These are illustrated in Figure 9.2. You fill in the first 'form' 
when you take on a new client and you fill in a 'session' form each time 
you see him or her. The factor that links all the forms for a particular 
client together is a unique number that you allocate to each client. 

In a fixed-form database, the data that you collect are always entered 

Counselling database 
Diane Slater 

Surname 

First names 

Client number 

Address 

Date of birth 

Occupation 

Referred from 

Referred by 

Hospital/clinic 

Frequency of appointments 

Initial assessment 

Aims of counselling 

Date of initial meeting 

Other comments 

Figure 9.3 A comprehensive counselling database form. 
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in a highly structured fashion. This being the case, you may want to 
have many more 'fields' (or areas in which to place information) than 
are illustrated in Figure 9.2. You may, for example, want sections on the 
'sessions' form which allow you to make notes about: 

• the client's feelings; 
• points discussed during the session; 

• my own feelings during the session; 

• short-term aims; 

• long-term aims; 

• summary of the session; 
• agreed time and date of next session. 

Figure 9.3 offers a more comprehensive example of a form for a coun
selling database set up. 

One of the advantages of a powerful fixed-form database system is 
that you can add an almost limitless number of fields to each form. In 
this way, you can collect structured information on all sorts of aspects of 

Adrian Brown. 18.6.93 

When I saw Adrian this afternoon he seemed very tense. He found it difficult to 
say what was on his mind but later it emerged that he had had an argument 
with his partner earlier in the day. We talked a lot about the relationship and 
he ... 

Home visit: P. Smith, Perry Barr Road, Haversham. 

Last visit: 4.10.93 

Notes: Referred to surgeon on 2.10.93. To attend out-patients at local hospital. 

Still very concerned about children. Oldest is at boarding school but Pat reports 
that he is lonely and wants to leave. Youngest at play-school. This is working 
out quite well and gives Pat more time for herself ... 

Urgent: see GP and discuss diet. 
Remember: Phone David Jones as soon as possible. 

Figure 9.4 Entries in a free-form counselling database. 
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the counselling relationship. You can even structure your data collection 
in such a way as to make it part of a research project. At a later date, you 
can draw together various aspects of your collected data, analyse them 
and write them into a report. 

The free-form database operates in a very different sort of way. 
Here, you simply start up the program and write 'notes' straight into it. 
Later, you are able to do searches on the data that you have collected. 
That means that although your data are stored in an apparently random 
fashion, you can, at a later date, look up names, dates or even words 
and phrases that you had previously recorded. Two examples of entries 
in a free-form database might look as shown in Figure 9.4. These two 
entries are in quite different formats but both sorts of entries can be 
made in a free-form database. As we have seen, you simply open up the 
program and type. What you lose, as we have also seen, is the structure 
that is found in the fixed-form type of program. Again, you have to 
decide which sort of program is likely to be of most use to you in your 
particular situation. 

EXAMPLES OF DATABASE PROGRAMS FOR 
RECORDING COUNSELLING SESSIONS 

Fixed-form database programs 

Paradox 4.0 (Borland International) 
This program runs under DOS on personal computers. It is one of the 
industry standards and is an extremely powerful program. The paradox 
is that it is both sophisticated and yet easy to use. Data are stored in 
'tables' and you can look up information in seconds through a very easy 
to use 'query' system. Paradox enables you to link biographical data 
about your clients with details of week-to-week counselling sessions. 

Paradox for Windows (Borland International) 
This is the Windows version of the above program. It allows you to build 
very colourful and attractive data entry screens and to produce very 
comprehensive reports. It is a program that requires a lot of memory: 4 
megabytes is the minimum amount of RAM that you need to run Paradox 
for Windows and 8 megabytes is recommended. This is probably the 
most powerful database program on the market at the time of writing. It 
is an ideal program for those who are familiar with computers but may 
be a little overwhelming for the beginner. All versions of Paradox allow 
you to lock your datafiles. 
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DataPerfect (WordPerfect UK) 
This is another powerful, relational database which allows you to create 
a number of forms and then link them together. It is not the easiest of 
programs to set up but is well worth the effort and can enable you to 
produce a very professional looking card file system. DataPerfect allows 
you to lock your datafiles. Again, this program can help you to link 
names and addresses of clients with records of their counselling sessions. 

Free-form database programs 

Memory Mate (Broderbund Ltd) 
This is a very reasonably priced product and one that is very easy to set 
up and use. You are presented with an almost blank screen, into which 
you type your notes. You can type up to about eight pages of text in any 
one 'note' and you can recall such notes at any time. This program is 
ideal for the person who wants to keep longer notes about clients and 
does not need the structure imposed by some of the larger, fixed-form 
database programs. 

Info-Select (First Hand Software) 
Another easy-to-use product that is available in both DOS and Windows 
versions. You are presented with a small 'note' area on the screen which 
you can fill with text. You are then free to open up any number of 
further 'notes'. Later, you can easily search through and add to these 
notes. 

Figure 9.5 offers examples of other fixed-form and free-form database 
programs that can be used to record client details and counselling 
sessions. 

There is one type of software that may be of particular value to coun
sellors who are working on a tight budget. This is what is called share
ware. Shareware is software that you use on a 'try before you buy' basis. 
First, you send to a shareware supplier for a program and you are 
charged only for the cost of the disc, postage and a small handling 
charge. Typically, a shareware program is available for about £5. Then 
you try the program out. If you find it useful, you send a small regis
tration fee to the author of the program. This is often in the region of 
£35 (which is a considerable saving on commercial software). There is a 
range of database programs available as shareware and these include: 
File Express, PC-File, WAMPUM and Zephyr. It would be a mistake to 
think of shareware programs as cheap imitations of their commercial 
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Fixed-form database programs Free-form database programs 

Approach for Windows (Approach AskSam (Ingram Micro Services) 
Software Corporation) FetchIt (Quarterdeck Office 

Cardbox-Plus (Business Simulations Systems) 
Ltd) Idealist (Blackwell) 

DataEase (DataEase International) Recall Plus (Insoft Ltd) 
dBase (Borland International) 
Microsoft Access (Microsoft Ltd) 
Personal R-Base (Microrim UK Ltd) 
Q+ A (Symatec UK Ltd) 
Reflex (Borland International) 

Figure 9.5 Examples of other fixed- and free-form database programs suitable 
for recording clients and counselling sessions. 

counterparts: many are as good, if not better, than database programs 
costing hundreds of pounds. There are a number of companies who 
specialize in shareware and the names and addresses of these are readily 
available in monthly computer magazines available from any high street 
newsagents. 

REPORT WRITING 

Computers, like counselling, are part of the communication process. 
Every so often you are likely to be called up to write reports about the 
people you counsel. A computer can help you here too and it is probably 
true to say that word processing programs are the most widely used of 
all computer programs. If you use a computer for storing records about 
your clients, you may also want to use a wordprocessor to write reports, 
letters and other documents concerning your work. Figure 9.6 offers 
examples of popular wordprocessing programs, - both for DOS and for 
Windows. 

THE DATA PROTECTION ACT 

If you do store counselling information about other people you should 
be aware of your obligations under the Data Protection Act 1984. The Act 
recognizes the special importance of personal data and the individual 
citizen's rights. These are expressed in the requirements of the Act, 
which are as follows. 
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DOS-based wordprocessing programs Windows-based word processing 
programs 

Display Write (IBM UK Ltd) Ami Pro (Lotus Development UK 
LetterPerfect (WordPerfect UK) Ltd) 
LocoScript (Locomotor Software) Word for Windows (Microsoft) 
Protext (Arnor) WordPerfect for Windows 
Universal Word (Prestige Network (WordPerfect UK) 

Ltd) WordStar for Windows (WordStar 
TopCopy (TopCopy Computing Ltd) International Ltd) 
WordPerfect 6.0 (WordPerfect UK) 

Figure 9.6 Examples of popular wordprocessing programs. 

• All computer bureaux must be registered; all personal data and 
intended uses for that data must be registered with the Data Pro
tection Registrar and used solely in accordance with the declared 
objectives of registration. Data may not be sent abroad unless this is 
specifically permitted by the terms of registration. Individuals about 
whom data are held (data subjects) have a right to be informed about 
their nature and contents. 

• Any person owning a computer used to process personal data (data 
user) must do so in accordance with the principles of the act, namely: 

(a) The personal data shall be processed fairly and lawfully. 
(b) Personal data shall be held only for one or more specified and 

lawful purposes. 
(c) Personal data held for any purpose must be adequate, relevant 

and not excessive in relation to that purpose or those purposes. 
(d) Personal data shall be accurate and, where necessary, kept up to 

date. 
(e) Personal data held for any purpose or purposes shall not be kept 

longer than is necessary for that purpose or purposes. 

The Act also stipulates that an individual shall be entitled at reasonable 
intervals and, without undue expense or delay to: 

• be informed by any data user whether they hold any personal data 
of which that individual is the subject and to have access to any such 
data held by a data user and, where appropriate, to have such data 
corrected or erased. 
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The Act also stipulates that: 

• appropriate security measures shall be taken against unauthorized 
access to, or alteration, disclosure or destruction of, personal data 
and against accidental loss or destruction of personal data (PeckiU, 
1989). 

Thus, the need to keep brief and secure records is emphasized. Be 
careful and sensitive about what you write about other people even if 
your intention is to keep records about counselling for your eyes only. 



10 Problems and support 
in counselling 

Counselling takes time and energy on the part of the counsellor. The fact 
of being intimately involved in someone else's world means that both 
counsellor and client form a close and sometimes painful relationship. If 
counselling is to be successful, it will involve change on the part of the 
client. It may also involve change on the part of the counsellor. Now 
most of us resist change - we prefer to stay as we are. In counselling it 
often seems as though the client wants problem resolution without 
having to change themselves! Clearly, life problems cannot change with
out the person who experiences them changing too. The nature of the 
counselling relationship, then, is one that develops, regresses, modulates 
and is finally outgrown. Along that dimension, various difficulties can 
arise and in this chapter a number of such problems are identified and 
explored. 

FINDING A COUNSELLOR 

This book has been written as if counselling were readily available. This 
is not necessarily the case. The person who decides to work as a coun
sellor or who exercises counselling skills is going against the grain. 
Although there are a range of counselling services available, the help 
that this person needs at this time may not, automatically, be available. 
In discussing this question, Segal writes as follows. 

Even if a decision to seek help has been reached, there may really be 
little around. Many people seem to find help in their love relation
ships so that as they grow older they do become wiser and more 
loving themselves. Others find help in therapies of various kinds, or 
in their work. It may really be the case that our parents could not 
help us with some of our anxieties because they did not know how 
to, and the same may apply to those around us now. Our culture is 
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seriously lacking in some kinds of understanding, such as under
standing the processes of mourning and of dying. Our tolerance 
level for other people's misery does seem at times very low: we 
undervalue 'being there' to suffer with people, and feel that if we 
cannot 'do' anything, there is no point in waiting around for a 
situation to change itself. (Segal, 1985) 

One of the first tasks for anyone who works in the counselling field may, 
almost paradoxically, be that of convincing the client that it is worth 
talking and that the counsellor will listen. All this, in turn, is linked to 
the question of confidentiality. 

CONFIDENTIALITY 

Should what is said in a counselling situation remain confidential? On 
the face of it, the answer seems fairly straightforward: that in usual 
circumstances, what the client tells the counsellor should remain only 
with those two people. On the other hand, there are numerous situations 
in which the client may disclose things that the counsellor feels must be 
disclosed to another person. Some examples of such situations might 
include: 

• the person who says that she is going to kill herself; 
• the client who tells the counsellor that he is abusing one of his 

children; 
• the person who seems, in the counsellor's opinion, to be showing 

signs of mental illness. 

These situations and many others call for considerable soul searching on 
the part of the counsellor. Various possible equations can be worked 
out for anticipating and coping with the question of confidentiality in 
counselling. 

• The counsellor may offer total confidentiality to the client. In this 
case, the counsellor must be prepared to stick to his or her word and 
everything that is said must remain confidential. One of the consi
derable strengths of the Samaritan movement is that it offers this 
level of confidentiality. On the other hand, the health professional is 
often in a different situation from a Samaritan and is accountable to 
the health care organization in which he or she works. It may be 
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debatable whether or not such total confidentiality can be offered by 
a health care professional. 

• The counsellor may tell the client at the beginning of the relationship 
that the relationship will not be a confidential one and that certain 
people may have to know about the content of counselling conver
sations. This is the reverse side of the previous option. While some 
clients may feel that this lack of confidentiality is inhibiting, then at 
least the contract between the two people is clear. Also, the client 
can be reassured that people will only be given information on a 
'need to know' basis. 

• The counsellor may avoid discussing the question of confidentiality 
as an issue in its own right but consult the client, during the relation
ship, as to the degree to which that person is comfortable about 
information being shared with other professional colleagues. 

Sometimes, of course, the nature of the content of a counselling relation
ship is not of the 'confidential' sort. Some conversations do not contain 
very much 'personal' information but many do. All health professionals 
working as counsellors need to address and face the issue of confiden
tiality in counselling. Munro et al. offer these other useful guidelines. 

• The client should know where he or she stands in relation to con
fidentiality. For example, if case discussion is routine within an 
agency, the client should be told this. 

• Where referral to another agency or consultation with another family 
member seems appropriate, the client's prior permission should be 
sought. 

• When a client specifically requests confidentiality regarding a par
ticular disclosure, this must be respected. 

• Where confidentiality has to be broken because of the law or because 
of danger to the client's life, he or she should be informed as soon as 
possible. 

• Records of interviews should be minimal, noting only what is essen
tial within the particular agency setting. Records should be locked 
up, shared only with authorized recipients who would also be bound 
by confidentiality and destroyed when the counselling relationship is 
terminated. 

• An atmosphere of confidentiality is even more important than any 
verbal reassurance of it. If, for example, during the interview note 
taking is considered essential, the counsellor could offer to let the 
client see what is being written or even write it themselves. 
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• Confidentiality, when part of a professional code of ethics, should be 
upheld (Munro et al., 1989). 

What must be borne in mind is that carrying someone else's confidential 
thoughts and feelings can be painful and distracting. When someone 
shares an important, personal and even dangerous thought or feeling, 
part of the responsibility that goes with that thought or feeling is trans
ferred to the person who receives it. If, for example, I tell you that I am 
planning to kill myself, the fact that you now know this means that 
you have to decide whether or not you (as another human being) are 
responsible for doing something about it. Also, you have to consider 
whether or not you can do anything about it. A person who sets them
selves up as a counsellor must be prepared to shoulder other people's 
problems. It is not simply a question of sitting and listening, noting what 
the other person says and moving on. When we hear intimate thoughts 
and feelings, they stay with us. If the relationship is not a confidential 
one, we can sometimes share that burden with other colleagues. If we 
remain in a totally confidential relationship, then we must be prepared 
to live with whatever we hear. 

Reflecting on counselling 

Should counselling be a professionr On the one hand, it is important 
that clients are safeguarded and that they are not exploited by 
'amateurs'. On the other hand, as we have seen, many health 
professionals can make effective use of 'counselling skills' without, 
formally, becoming counsellors. Are we to say that full-time 
counsellors are 'professionals' while those who sometimes make use 
of counselling skills are not? 

TRANSFERENCE AND COUNTER-TRANSFERENCE 

As the client discloses themselves to the counsellor, so an element 
of dependence creeps into the relationship. Because the counsellor is 
accepting of what the client has to say, the client may begin to cast the 
counsellor in the role of a person from the past who has also adopted 
this accepting, allowing position: a trusted parent. Transference refers 
to the client's coming to view the counsellor as if they were the all-
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forgiving, positive parent. The net result of this perception is that the 
client may come to view the counsellor as having exceptionally positive 
qualities: the client may temporarily come to view the counsellor as one 
of the most important people in his or her life. 

Counter-transference, on the other hand, refers to the feelings that 
the counsellor develops for the client. Usually, too, these are positive in 
nature and fed by the positive feelings that the client has expressed for 
the counsellor. A problem arises, however, if the counsellor does not 
notice that they are being cast in the 'good parent' role and begins 
unawarely to play 'mother' (or 'father') to the client's 'son' (or 'daughter'}. 
What happens, then, is that old child-parent relationships are played out 
by the client with the counsellor and little progression is achieved. The 
counsellor unconsciously colludes with the role that the client has cast 
him or her in and the relationship staggers on until either the client finds 
little reward in it, discovering that the counsellor is 'only human' after 
all, or the counsellor finds the whole relationship too claustrophobic and 
releases themselves from the relationship. 

Two practical approaches may be taken to the question of trans
ference and counter-transference. One is that the counsellor learns to 
notice what happens as the relationship develops and looks out for 
growing dependence on the part of the client. As the dependence devel
ops, the counsellor can encourage the client, also, to become aware of it 
and make the counselling relationship itself the subject of discussion. 
Thus a joint focus is maintained in the counselling sessions: the client's 
life problems and the counsellor-client relationship. Much can be learned 
from the latter that will help with the former, for the quality of the 
client-counsellor relationship can do much to inform both parties about 
other relationships the client may have. It is as though the client-coun
sellor relationship represents one, intense example of how the client 
relates to other people in everyday life. 

The second approach to dealing with transference and counter
transference is for the counsellor to consider having an experienced 
colleague to act as supervisor during the counselling relationship. The 
supervisor serves as a person with whom the counselling relationship 
can be discussed confidentially and who may offer suggestions as to 
how they see the counselling developing. Thus another, arguably objec
tive, point of view is offered which may enable the counsellor to gain a 
little more objectivity themselves. Three types of 'contract' may usefully 
be used in the counsellor/supervisor relationship. 

1. The supervisor agrees only to listen to the counsellor, talking through 
his or her difficulties in the counselling relationship. 
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2. The supervisor agrees to make occasional comments as the coun
sellor talks. 

3. The supervisor agrees to make intensive interventions during the 
conversation and may act in a 'devil's advocate' capacity to explore, 
in detail, the relationship that the counsellor has built up with the 
client. 

These three contracts, agreed at the beginning of the counsellor-client 
relationship, can serve to determine the degree of involvement that the 
supervisor has. Obviously and at any time, the contract can be changed 
to meet the altering needs of the counsellor. 

Through regular meetings with a supervisor, the counsellor can work 
through the sometimes painful period of the counsellor-client relation
ship in which transference is at its most acute. 

Another basis for counsellor-supervisor meetings is for the coun
sellor to write out the counsellor-client dialogue, after the counselling 
session, as they remember it. This then serves as a basis for counsellor
supervisor discussions and can also help in identifying the counsellor's 
growing skill in using counselling interventions effectively. 

The supervisor's role in the relationship is not as 'counselling expert' 
but as one who listens and perhaps offers their perception of what is 
going on between counsellor and client. No counsellor gets to the point 
where they do not 'need' a supervisor. The support offered by such a 
person is useful to the health practitioner who is just beginning a coun
selling role and also to the expert who has had many years experience. 

Transference in practice 
Geoff is an occupational therapist in a unit aiming to rehabilitate those 
with long-term psychiatric illnesses within a large psychiatric hospital. 
He is trying to encourage the development of effective social skills with a 
small group of five patients and organizes role modelling, practice and 
reinforcement of socially acceptable behaviour. He finds one, younger, 
patient very difficult to cope with and begins to feel that he does not like 
that patient. He allows the situation to continue for some time but finds 
himself becoming increasingly hostile towards the young man. Finally, 
Geoff is able to talk through his feelings with the head occupational 
therapist, with whom he has a good relationship. The head occupational 
therapist, who has had counselling training, is able to explore with Geoff 
what it is that makes the young patient so unacceptable to Geoff. During 
the course of their conversations, it becomes apparent that the young 
man reminds Geoff partly of himself as a younger person and partly of 
his younger brother, with whom he had never got on. The identification 
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of this 'transference' relationship allows Geoff to explore ways in which 
the young patient is different from both Geoff and his brother. In this 
way, Geoff becomes able to 'disidentify' with the associations he had 
made and to see the patient more clearly for his own strengths and 
weaknesses. Geoff is able to return to the social skills group and work 
with the young man in more constructive ways. 

DEALING WITH 'BLOCKS' IN COUNSELLING 

185 

Periodically, in many counselling relationships, a point may be reached 
where the client appears to be making little progress and the relationship 
seems to be 'stuck'. At least two practical approaches may be taken to 
this problem. First, the counsellor can acknowledge to the client that he 
or she perceives the relationship to be 'stuck' and thus verbalizes and 
makes explicit what has previously only been hinted at. This, in itself, 
can serve to push the relationship on and open up discussion on other 
things that are not being talked about. Sometimes the block is caused, 
unknowingly, by the counsellor themselves. If the client is discussing a 
problem that is also a problem for the counsellor, then the counsellor 
may unawarely skirt round the issue rather than face it. Few of us like 
our own, unresolved, problems brought out into the open, particularly 
by someone else! This highlights, further, the need for the prospective 
counsellor to develop self-awareness and to explore some of their own 
life problems before helping others to tackle theirs. 

A second approach to dealing with blocks in the counselling relation
ship is to allow or even encourage the block to remain unresolved. This 
paradoxical way of working can sometimes be particularly effective. It is 
as though if we allow the problem to exist, then problem resolution is 
encouraged. On the other hand, the more we fight blocks, the more they 
continue to be a problem. The facing up to, accepting and 'staying with' 
the block can be a productive means of allowing the relationship to 
develop. Sometimes, the longer we can stay confused about where the 
relationship is going, the more successful the outcome. 

COPING WITH SILENCE 

There are many occasions on which the counselling relationship falls 
into silence. So too are there different sorts of silences, from the medita
tive, thoughtful silence through to the hostile, angry silence. One thing 
is important here: that the counsellor learns to differentiate between the 
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sort of silence in which a counsellor intervention is called for and the 
sort of silence in which the client is quietly thinking things through. 
Normally, when the client is 'asking' for the counsellor to say something, 
they will make eye contact with the counsellor and look towards him or 
her. When the client is thinking about things their eyes will usually be 
unfocused or, sometimes, looking upwards (Bandler and Grinder, 1982). 
It is important that, because of anxiety about the silence, the counsellor 
does not 'overtalk'. It is tempting to imagine that every silence needs 
filling and if the client isn't talking, then the counsellor should! Thought
ful silences are often some of the most productive aspects of counselling. 
Occasionally, too, however, it is helpful for the counsellor to ask 'What 
are you thinking?' or 'What's the thought?'. These are particularly useful 
when the client suddenly falls silent, or stops their train of conversation 
and glances to one side. Often these are indicators of sudden insight 
which may (or may not) be usefully verbalized. 

CONFRONTATION IN COUNSELLING 

There are times when the counselling relationship cannot be purely 
'client centred'. There are occasions on which the counsellor needs to 
draw attention to particular behaviours or beliefs that are negatively 
affecting the client's life. There are times, too, when we have to confront 
the client with bad news: news of a sudden death, for example. At other 
times, still, we need to be able to tell the client of the effect they are 
having on us. 

The prospect of confrontation often causes anxiety. Two classic ways 
of reacting to that anxiety in the counsellor are outlined by Heron (1986) 
(Figure 10.1). He describes two extremes: the 'pussyfooting' approach, 
where the counsellor skirts gently all round the topic but never comes 
to the point; and the 'sledgehammer' approach, where the counsellor 
allows his or her anxiety about confrontation to build up to the point 
were it is all blurted out in one go and may degenerate to the point 
where a verbal attack is made on the client. This, perhaps, is a version of 
the 'last straw syndrome', described above. Neither approach is very 
effective. A more constructive approach is the assertive, confronting 
approach in which the counsellor clearly and quietly states what it is 
they want to confront the client on and remains ready, if necessary, to 
repeat the confrontation. Such repetition may be necessary because there 
can be no guarantee how the client will react to clear, assertive confron
tation. Some people respond by becoming submissive and quiet. The 
temptation here may be to 'back off' and to withdraw the confrontation. 
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Aggressive Confronting Submissive 

'Sledgehammer' 'Confronting' 'Pussyfooting' 
approach: the approach: the approach: the 
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becomes calm, keeps to vague, unclear 
aggressive and the point and is and has a 
interventions prepared to tendency to go 
become an repeat his or her 'round the 
attack on the confronting houses'. 
person. statement. 

Figure 10.1 Confrontation and its variants. 

On the other hand, some people respond by becoming angry and again 
(though for different reasons) the counsellor may feel tempted to with
draw. The most effective approach, however, would seem to be to stay 
with the confrontation and to ensure that it is heard. A note of caution 
needs to be sounded, however, in that it is easy for the counsellor to 
'overtalk' in these situations and to overstate the confrontation because 
of the anxiety generated by the task. Effective confrontation usually 
involves the confrontation being made and then time allowed for it to 
sink in. 

Another approach to confrontation is the 'sandwich' approach. Three 
stages are involved in this method. In the first stage (or the 'top slice of 
the sandwich'), warning of the confrontation is given by the counsellor 
to the client. This is immediately followed up by the confrontation itself 
(the 'filling of the sandwich'). The third stage involves the counsellor 
offering the client support, without withdrawing the confrontation in 
any way (the 'bottom layer of the sandwich'). An example of this in 
action is as follows, where the counsellor has to give the client news of 
a relative's death. 

Counsellor: 'I have some very bad news for you. I'm sorry to tell you 
that your mother died earlier this afternoon. I know it will be a 
great shock to you and I want you to know that I will stay with 
you.' 

What are the principles behind the sandwich approach? First, the 'warn
ing' that comes before the confrontation allows the client to anticipate 
the coming confrontation. It is important, however, that the confronting 
statement follows almost immediately, so that the client does not have to 
imagine, for too long, what form the confrontation will take. The final 
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layer of the sandwich offers the client some means of support after 
experiencing the confrontation. Notice that in this offering of very bad 
news, the language used is completely unambiguous. It is vital, when 
breaking bad news, that there can be no doubt as to the meaning of the 
confrontation. Thus all euphemisms should be avoided for the sake of 
clarity. 

The sandwich approach in action 
Joe is a social worker with a caseload that covers a large housing estate. 
He is asked by his director to follow up a report that has been sent in by 
a local school teacher that suggests that one of the children in her class 
may have received non-accidental injuries in the home. Joe visits the 
child's house and meets his parents. His first task is to develop rapport 
with the parents and he does this by introducing himself and by dis
cussing his role and by then discreetly asking the parents about them
selves. He follows this, directly, by suggesting that he has some difficult 
issues to talk about and moves straight into outlining what those issues 
are. He then offers the parents the chance to talk things through in 
detail, to establish their reactions to the accusations. He then 'backs off' 
and allows the parents to react to the report, having used the 'sandwich' 
method of breaking difficult and upsetting news to the parents. 

This approach can be used in a variety of confronting contexts. Examples 
of the sorts of situations in which the counsellor may be required to 
confront the client may be enumerated as follows: 

1. when the counsellor has to give the client difficult or shocking infor
mation (for example, death of a relative, notice of a diagnosis, 
challenging in suspected cases of child abuse); 

2. when the client is using compulsive, negative self-statements (for 
example, 'I'll never be able to walk again,' 'I've never been any good 
at anything'); 

3. when the client is using 'games' in the relationship and manipulating 
the counsellor (for example, the 'Yes, but' game, where the client 
answers every suggestion the counsellor makes with the phrase 'Yes, 
I would, but ... '). For further details of this sort of game playing, see 
Berne (1964), Harris (1969) and James and Jongeward (1971); 

4. when contractual issues need to be clarified (for example, previously 
agreed times of meeting and of finishing the counselling sessions); 

5. when 'excuses' need to be challenged. Wheeler and Janis (1980) 
identify the following sorts of excuses that a client may use: 
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(a) complacency - the 'it won't happen to me' attitude; 
(b) rationalization - the 'it's not as bad as it looks' approach; 
(c) procrastination - the 'nothing needs to be done at the moment' 

argument; 
(d) passing the buck - the 'I'm not the one who needs to do some

thing' idea. 

Arguably, all of these excuses may have to be confronted at various 
stages in certain counselling relationships. Care needs to be taken, 
however, that counselling of this sort does not degenerate into heavy
handed patronage of the client by the counsellor. 

Of all the aspects of counselling, perhaps effective confrontation is 
the most difficult and needs the most practice. It is worth reflecting on 
how you handle confrontation! 

Confrontation in practice 
Julia is a speech therapist working with a young child, Clare, who has 
hearing problems. During one of their appointments, Clare's mother 
begins to tell Julia of Clare's difficult behaviour at home and is very 
critical of the child. She does this with the child present. Julia reaches 
out and gently holds the mother's arm and says 'I would appreciate 
it if we could talk about this in a few minutes when Clare goes in 
to see the doctor'. The mother, however, continues to talk negatively 
about her daughter. Julia repeats: 'I want to stop you and suggest 
that we talk in a few minutes'. After a third repetition of the request 
by Julia, Clare's mother stops talking but is encouraged to talk more 
freely when her daughter is not present. At a later appointment, Julia, 
Clare and her mother are more easily able to talk freely between them
selves. Clare's mother has been able to 'offload' to Julia, without hurting 
her daughter's feelings. In the instance described here, Julia has con
fronted the mother and used the 'broken record' method to ensure that 
what she wanted to say got through. 'Broken record' refers to the 
technique of repeating, calmly, the confronting statement, until it 
is 'heard'. 

THE LIMITS OF COUNSELLING 

Much of the counselling that health professionals will be involved in will 
concern what may be called the 'worried well': people who have par
ticular life problems but who are essentially mentally well. While the 
question of where 'wellness' ends and mental illness begins is by no 
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means clear cut, the health professional should always bear in mind his 
or her limitations. It is tempting, once we have established a close 
relationship with another person, to believe that we alone can help 
them. Sometimes it is with extreme reluctance that we call in other 
advice or help. It is, however, important that we only take on relation
ships that we can handle and in which we can be therapeutic. Clients 
who may present problems that the health professional working as 
counsellor may not be able to help with, adequately, include: 

• the person who is clinically depressed and talking of suicide; 

• the person who is hallucinating or deluded; 

• the person who has an organic mental illness; 

• the person whose behaviour is potentially dangerous to themselves 
or others. 

Making judgements about when to counsel and when to refer to another 
agency are always difficult and it is helpful if the practitioner can talk 
through, in confidence, the problems of the person whom they feel may 
benefit from further referral. Referrals for psychiatric help are normally 
made through the person's general practitioner or sometimes through 
occupational health agencies. 

What is perhaps more difficult is persuading the client that you are 
not the best person to help them. Suggesting referral to other agencies 
may be seen either as a rebuff or as a sign that you view them as being 
seriously mentally ill. Bearing in mind the discussion above regarding 
confrontation, the person who cannot be helped through counselling 
must be approached about the possibility of referral: to do otherwise is 
to limit the possibilities that person has of regaining their health. 

Also, it must always be borne in mind that therapy and counselling 
cannot be 'cure-alls' for the problems of individuals. In the end, the 
'problems of individuals' belong to us all. David Smail writes as follows: 

Psychological distress occurs for reasons which make it incurable by 
therapy but which are certainly not beyond the powers of human 
beings to influence. We suffer pain because we do damage to each 
other, and we shall continue to suffer pain as long as we continue to 
do the damage. The way to alleviate and mitigate distress is for us to 
take care of the world and the other people in it, not to treat them. 
(Smail, 1987) 
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BURNOUT IN COUNSELLING 

The process of counselling and of coping with others can take its toll on 
the counsellor and health professional. The word 'burnout' (derived 
from the idea that once a rocket has burnt up its fuel it is then of no use 
but it continues to circulate in space) has been used to denote the overall 
feeling that a person can experience when exhausted by being intimately 
involved in human relationships. Gerard Corey (cited by Murgatroyd, 
1986) has suggested that there are a number of causes of burnout which 
the counsellor and health professional need to bear in mind if they are 
to avoid it: 

• doing the same type of helping over and over again with little 
variation; 

• giving a great deal of one's own emotional and personal energy to 
others while getting very little back; 

• being under constant pressure to produce results in a certain time
scale when the time-scale and the pressure are unrealistic; 

• working with a difficult group; for example, those who are highly 
resistant to change, those who have been 'sent' for help but who do 
not wish to be helped, or those for whom the chances of change are 
small because of the nature of their difficulties (for example, the 
terminally ill); 

• the absence of support from immediate colleagues and an abundance 
of criticism - what might be called 'the atmosphere of certain doubt'; 

• lack of trust between those who engage in helping and those who 
manage the organizational resources that make helping possible - a 
feature sometimes present in voluntary organizations; 

• not having the opportunity to take new directions, to develop one's 
own approach or to experiment with new models of working - being 
unnecessarily constrained; 

• having few opportunities for training, continuing education, supervi
sion or support; 

• unresolved personal conflicts beyond the helping and counselling 
work which interfere with the helper's ability to be effective; for 
example, marital problems, health problems. 

Burnout in practice 
Ann is a district nurse working mainly with elderly patients. Recently, 
her caseload has increased and she has also taken on an Open University 
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course. Her eldest child, who is 11, is having difficulty in settling at his 
new secondary school. Ann slowly finds that she is losing interest in the 
elderly people that she is visiting. She also finds that she is avoiding 
working on her Open University assignments and she begins to wonder 
how she had ever been interested in the course at all. Her general 
disenchantment is brought to a head when she visits a younger patient 
who begins to tell her about her marital problems. Ann realizes that she 
has no interest at all in what the woman has to say and just wants to 
leave the house. Later, Ann discontinues her Open University course 
and begins to consider whether or not she should remain a district nurse. 
She is suffering from 'burnout'. It is only after she has had a number of 
long talks with her husband that she realizes the degree of emotional 
exhaustion that she has been experiencing. It is only then that her 
husband also begins to realize how difficult life has become for her. 
Together, they map out a plan to reorganize family life a little, so that 
Ann has some 'time for herself'. Her husband agrees to take over more of 
the household chores and both Ann and her husband find time to sit 
down and listen to their son talk about his problems at school. She does 
not go back to the Open University course but enrols, instead, at a local 
evening class. Slowly, her interest in her work returns and she feels less 
afraid to talk about the negative feelings she sometimes has. 

It is unreasonable to suppose that we can continue to work with and for 
others without paying attention, also, to our own needs. The person 
who wants to avoid burnout needs to consider at least the following 
preventative measures. 

• Vary your work as much as is possible. 
• Consider your education and training needs and plan ahead. 

• Take care of your physical health. 

• Consider new ways of developing counselling skills and try them 
out. 

• Develop an effective supervision or peer support system. 

• Nurture your friendships and relationships with others. 

• Develop a range of interests away from work. 
• Attend 'refresher' workshops occasionally - as a means of 'updating' 

and also as a means of experiencing new ideas and methods. 

• Initiate your own projects, without relying on others to approve 
them. 
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• Seek positive and reliable feedback on your performance from other 
people. 

PEER SUPPORT: CO-COUNSELLING 

If we are to avoid burnout and subsequent disillusionment with the task 
of counselling, it is vital that we have an adequate peer support system. 
Co-counselling offers one such means of ensuring that two people regu
larly review their life situation and their counselling practice. 

Co-counselling was originally devised by Harvey Jackins in the USA 
(Jackins, 1965, 1970) and further developed by John Heron in the UK 
(Heron, 1978). Basically, it involves two people who have trained as co
counsellors, meeting on a regular basis for 2 hours. For the first hour, 
one of the partners is 'counsellor' or helper and the other is 'client' 
or talker. In the second hour, roles are reversed and the 'counsellor' be
comes the 'client' and vice versa. The 'counselling' role in co-counselling, 
however, is not the traditional role of counsellor: the role demands more 
that the person listens and gives attention to their partner than would 
usually be the case. In this respect, co-counselling offers a bonus to the 
practising counsellor in that it is an excellent way of developing and 
enhancing listening skills. In its most basic form, the hour spent in the 
role of 'counsellor' is one of listening only, while the client verbally 
reviews any aspect of their life that they choose: their emotional status, 
life problems, recent difficulties, future plans and so forth. An important 
aspect of co-counselling is that what is talked about during the co
counselling sessions remains confidential to those sessions. Nothing that 
is talked about is discussed away from the session. For this reason, it is 
helpful if the two people meet only for co-counselling. To this end, co
counselling 'networks' have been set up which enable those trained to 
contact others. 

Having the sustained and supportive attention of another person can 
be very liberating. It can create the circumstances in which a person is 
truly able to work things out for themselves. While the co-counselling 
format allows for certain verbal interventions on the part of the 'coun
sellor', those interventions never extend to giving advice, making sug
gestions or comparing experiences. In this sense, co-counselling is truly 
self-directed and client-centred. Courses in co-counselling training are 
usually of 40 hours in length, run either as a one-week course or as a 
series of evening classes. Such courses are offered by a variety of colleges 
and extramural departments of universities. 

These are some of the practical problems that can occur in coun-
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selling and some methods of facing those problems and getting personal 
support. Sometimes it can be useful to consider some practical questions 
before setting out to counsel. A list of useful questions is as follows: 

• Why has this person come to me? 

• Can I help them? 

• Have I the necessary knowledge and skills to help? 

• What are my beliefs about the nature of the counselling process? 

• Why do I want to help this person? 

• Do they remind me of anyone I know? This is particularly useful 
when it comes to the possible development of transference and 
counter-transference. It is important to keep in mind the fact that 
this person only looks or acts like someone else you know: they are, 
of course, a separate person! 

PROBLEMS AND SUPPORT IN COUNSELLING AND 
THE HEALTH PROFESSIONAL 

All of the issues discussed in this chapter apply to a wide range of 
situations in which the health professional may find themselves apart 
from the counselling situation. In other words, the issues of transference 
and counter-transference apply to most relationships in which profes
sional and client develop a close relationship. The question of therapeutic 
distance equally applies to both counselling and all other professional 
relationships, as does the issue of burnout. In all aspects of health 
provision, the need for self and peer support is a particularly pertinent 
one. The building of a network of support throughout the professional 
career is a necessity if it is to function effectively and caringly. In order to 
care effectively for others, we must learn to care for ourselves. In the 
next chapter, the methods of developing specific counselling skills are 
described in detail. 
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There are a variety of ways of learning counselling skills. As we have 
noted throughout, to some degree the process of living can be an aid to 
learning how to counsel. Three routes are open to the practitioner who 
wishes to develop a range of counselling skills: working on their own, 
working as a pair with a colleague or friend, or learning in a small 
group. Each of these routes will be considered in turn and linked to the 
practical exercises for skills development offered in this book. 

THE INDIVIDUAL WORKING ON THEIR OWN 

The first consideration here needs to be: what knowledge do I need in 
order to function as an effective counsellor? This may be answered 
by reference back to the three domains of knowledge referred to in 
Chapter 3: propositional, practical and experiential knowledge. Figure 
11.1 identifies some of the types of knowledge in each of the three 
domains that the health professional needs to consider. 

The person working on their own has a variety of options. They can, 
for instance, enrol on a counselling skills course. A variety of these are 
offered by colleges and university departments, ranging from one-year 
certificate courses, through two-year diploma courses to master's degree 
courses in counselling psychology. Such courses usually offer a wide 
curriculum covering both the theory and the practice of counselling. 

An alternative method is for the person to 'train themselves'. This 
may involve attendance at a number of short counselling workshops in 
order to identify skilled counselling examples from effective role models, 
backed up by reading on the topic, reinforced by practice with real 
clients. Such a solo programme can be helped if the individual can rely 
on a friend or colleague who is prepared to discuss progress and/or 
difficult clients. It is also helpful if the person working on their own 
keeps a journal in which they note down their progress as a counsellor. 
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Propositional Knowledge 
• Types of counselling 
• Maps of the counselling process 
• Psychological approaches to counselling 
• Psychology, sociology, philosophy, politics, theology, 

anthropology 

Practical Knowledge 
• Listening and attending skills 
• Counselling interventions, including: 

- being prescriptive 
- being informative 
- being confronting 
- being cathartic 
- being client centred 
- being supportive 
- starting and finishing the session 
- coping with transference and counter-transference 
- coping with silence 
- avoiding burnout 

Experiential Knowledge 
• Experience of a wide range of different types of people 
• Experience of a wide range of human problems 
• Self-awareness 
• Spiritual awareness 
• Cultural awareness 
• Life experience 

Figure 11.1 Aspects of knowledge required for counselling. 

Essential to this method of training is the development of 'conscious 
use of self' as described in Chapter 3. It is important, if progress is to be 
made, that the health professional works at using him or herself inten
tionally and notices what he or she does - both in the counselling 
relationship and also away from it. Such noticing can bring to attention 
behaviours and language that are effective and those that are not. It is 
not until we notice what we do that we can begin to modify or change 
our behaviour. 

Being reflective 

One of the most important ways of learning about counselling is re
flecting on practice. To a great extent, it is possible to learn to do this, 
consciously, as a part of everyday counselling practice. In other words, 
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after doing some counselling, it is important to think back over the 
session and to try to identify: 

• what went well in the counselling session; 

• what did not go so well; 

• what your feelings were about the session; 

• what you might have changed about what you did; 

• your impression of how the client found the session. 

Constant reflection of this sort is one important way to improve your 
practice. Another, similar way is to keep a reflective diary. This can be 
an unstructured journal in which you jot down your thoughts and 
feelings on a daily or weekly basis or it can be a highly structured 
document, perhaps including sections (for each entry) on: 

• current thoughts, feelings and preoccupations; 

• current feelings about counselling; 

• current practices in counselling; 

• books/papers read; 

• notes about workshops/conferences/study days. 

The value of structuring a journal in this way is that it helps you to write 
and it helps you to look back on what you have done and to make 
comparisons. While the unstructured approach often looks attractive 
when you first start keeping the journal, that same lack of structure is 
often the thing that stops you from keeping it going. For evidence of this 
rule, consider the number of people who begin a diary after Christmas 
each year and who do not keep them going after January! 

WORKING IN PAIRS 

Perhaps a more amicable (and less lonely!) way of developing counselling 
skills is through working with another person. That person can be a 
member of the family, a friend or a colleague. It is useful if a 'contract' is 
set up between the two people so that they meet at a regular time each 
week during which they devote that time to practising counselling skills. 
In the section in this book on pairs exercises, a whole range of activities 
are offered which can be worked through by two people. The time spent 
together can be divided in two and thus one person spends, say, 1 hour 



198 Learning counselling skills 

in the role of client and 1 hour in the role of counsellor. This style of 
working is not 'role play' as role play suggests acting as a person other 
than yourself. In the pairs work suggested here, it is recommended that 
both 'client' and 'counsellor' work on real-life issues during their spell as 
'client'. In this way, the self-awareness argued for in previous chapters 
can be enhanced while counselling skills are being developed. Clearly, 
the subject matter discussed during these sessions must be confidential 
to the sessions. For this reason, it is often useful if a pair can meet solely 
for the purpose of practising counselling skills, though this may be 
difficult to arrange. 

At the end of each training session, it is helpful if both parties go 
through a self and peer evaluation procedure. This involves one person 
verbalizing their current strengths, weaknesses and things they have 
learned during the session, to their partner. Then the partner offers that 
person both negative and positive feedback on their performance during 
the training session. When both self and peer aspects of the evaluation 
process have been worked through, the two people swap roles and the 
other person talks through their strengths, weaknesses and things they 
have learned and then invites feedback from their partner. During the 
self-evaluation aspects of the process, all that is required of the other 
person is that they listen. No comments are necessary while one of the 
pair is evaluating themselves - that comes afterwards in the peer aspect 
of the process. 

Regular meetings between the two partners can be further supple
mented by attendance at short training workshops and by further reading 
on the subject of counselling, counselling psychology and psychotherapy. 

WORKING IN A GROUP 

The most effective way of training as a counsellor, outside of attendance 
at a formal course of training, is through the setting up of a small 
training group. This can be made up from colleagues who are interested 
in developing counselling skills and may be usefully started by the 
implementation of a one-day workshop to develop basic skills. Such a 
workshop can be run at a weekend or, if a one-day slot cannot be found 
to suit all members of the group, the 'workshop' can be spread over a 
number of meetings of the group. 

An alternative to the self-help or 'do-it-yourself' group is the more 
formal educational group, set up by the educational body responsible for 
training staff in the health organization. Both groups can use the outline 
programme described below for running a counselling skills workshop. 
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Stage one: Setting the learning climate 

Stage two: Identifying the needs and wants of the group 

Stage three: Programme planning 

Stage four: Working through the programme 

Stage five: Evaluating learning 

Figure 11.2 Stages in a counselling skills workshop. 

Figure 11.2 offers a sample programme outline for such a workshop 
on counselling skills. It may be given to workshop participants before 
the workshop or it may be allowed to 'unfold' as the workshop develops. 
The advantage of giving it out prior to the workshop is that it offers 
minimal but essential structure. Many people attending workshops seem 
to prefer and anticipate structure and this programme can satisfy that 
need. On the other hand, the advantage of allowing the programme to 
'unfold' is that it ensures that the workshop is a dynamic and organiC 
process that responds to the needs and wants of the participants as 
those needs and wants arise. In the end, it may be a question of the 
personal preference of the person setting up the workshop and, perhaps, 
of their previous experience in running groups of this sort. 

Setting the learning climate 

This is the first stage of the counselling skills workshop. It involves at 
least the following activities: 

• introductions; 

• expectations; 

• rationale for the workshop. 

The 'introductions' aspect involves helping group members to get to 
know each other and to remember each other's names. A variety of 
'icebreakers' are described in the literature which some people prefer to 
use as a means of starting the workshop (Brandes and Philips, 1984; 
Heron, 1973; Burnard, 1985). Three examples of such icebreakers are as 
follows. 
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Icebreaker one 
Group members stand up and move around the room. At a signal from 
the group leader, they stop and pair off with their nearest colleague. The 
pairs then spend a few minutes sharing their thoughts on one of the 
following: 

• childhood memories; 

• interests away from work; 

• personal interests in counselling. 

After a few minutes, the leader suggests that the group move on and 
pair up with other people. They then spend a few minutes in those pairs 
discussing similar issues. 

Icebreaker two 
Group members, in turn, recall three positive and formative experiences 
from their lives and share those experiences with the rest of the group. 

Icebreaker three 
The group leader asks each person in turn to imagine that they were one 
of the following objects: a book, a piece of music or a film. Group 
members are then asked to describe themselves as though they were 
that object. Thus, the leader asks one of the following questions: 

• If you were a book, what book would you be? Describe yourself as 
that book. 

• If your were a piece of music, what piece would you be? Describe 
yourself as that piece of music. 

• If you were a film, what film would you be? Describe yourself as that 
film. 

Again, the use of such icebreakers may be a question of personal pre
ference. Some group leaders (and workshop participants) may find them 
difficult to use or to take part in. They seem to suit the more extroverted 
(and possibly younger) participants. They do, however, serve to allow 
people to unwind a little and thus prepare for some of the pairs and 
group activities described below. 

A quieter method of introducing a counselling skills workshop is to 
invite each member in turn to identify the following things about 
themselves: 
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• their name; 
• their present job; 

• their background; 
• their interests away from work. 

After each group member has disclosed themselves to the group in this 
way, each member is invited to repeat his or her name slowly and in 
turn. This slow name-round is often usefully repeated two or three times 
until all members are sure of each other's names. 

Following these introductory activities, group members may be 
invited to pair off and to discuss their expectations about the coming 
workshop and about future group meetings. Such expectations may 
include both negative and positive things. The point here is that all 
members be given the opportunity to explore how they feel about the 
coming time together and are able to share fantasies, hopes and anxieties. 
Following this lO-minute exercise, the group may be invited to re-form 
and those expectations are discussed. It is usually helpful to discuss 
negative expectations first, followed by the positive. 

Once expectations have been fully explored (a process that may take 
between ~ and 1 hour), the group leader may offer a rationale for the 
workshop. That rationale will include the leader's explanation of their 
reasons for organizing the workshop in this manner. It will also include 
details of what the workshop is intended to be about. It may also include 
the negotiation with the group of basic ground rules for the workshop. 
These may include such things as: 

• rules about smoking; 
• issues relating to coffee, tea and meal breaks; 

• a 'proposal' clause; 
• a 'voluntary' clause. 

A proposal clause raises the idea that any member of the group may feel 
free to propose changes to the format or structure of the group at any 
time. It may also be used to promote the idea of group members taking 
responsibility for ensuring that they get what they want from the work
shop. If they are not then they should feel free to propose a change of 
activity. 

A voluntary clause stresses the idea that each member of the group 
should feel free to take part or not to take part in any aspect of the 
workshop or the group meetings. As all counselling workshops are 
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organized for adults, its seems reasonable to assume that they will 
decide, as individuals, what does and what does not enhance their 
learning. It seems reasonable, too, that no part of the workshop should 
be compulsory. 

Identifying the needs/wants of the group 

This next process is one that naturally leads into programme planning. 
The group is invited to form into small groups of three or four. Each 
group 'brainstorms' onto a large sheet of paper the things that they 
require from the workshop. Such requirements may be particular skills, 
various sorts of knowledge or some sort of personal development. It is 
useful, too, at this stage to identify any particular resources in the group. 
Thus some group members may have particular counselling exercises 
that they feel others may benefit from. Others may have particular 
knowledge about counselling theory. Figure 11.3 identifies a layout of 
the sheet for use in the small group. 

When the small groups have had sufficient time to complete the 
brainstorming exercise, they may be invited to prioritize their list of 
needs and wants. Once this is completed, a feedback session will ensure 
that group priorities are identified and offers made by individuals are 
recognized. 

Out of the previous activity develops the programme for the coun
selling workshop. This stage involves negotiating the timing of activities 

NEEDS AND WANTS OFFERS 
Identify here anything that you Identify here anything you are 
need to gain from this counselling prepared to share with the group 
workshop. You can list theories, (skills, knowledge, activities etc.) 
skills - anything 

Figure 11.3 Layout for a brainstorming exercise sheet. 
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9.00-10.00 Introductions 

10.00-10.30 Coffee 

11.00-12.00 Identification of needs/wants and programme planning 

12.00-1.00 First skills training session 

1.00-2.00 Lunch 

2.00-3.30 Second skills training session 

3.00-3.15 Tea 

3.15-4.15 Third skills training session 

4.15-5.00 Evaluation 

Figure 11.4 Example of a 'skeleton' counselling skills workshop programme. 

required by the group. It also involves fitting in those activities with any 
pre-planned activities that the leader has brought to the workshop. It is 
useful, at this stage, to offer group members a skeleton programme plan 
which contains various 'blanks' into which go the activities identified in 
the above exercise. An example of a 'typical' programme is offered in 
Figure 11.4. The 'sessions' referred to in the outline programme are 
times when the exercises that follow in this book may be used to develop 
specific counselling skills. Alternatively, those sessions can be made up 
of exercises offered by other group members. 

Working through the programme 

Once the programme has been negotiated, all that remains is for the 
sessions to be undertaken as planned. Given that the workshop and 
subsequent group meetings are about counselling, it is useful if the 
experiential learning cycle is observed though each session (Kolb, 1984; 
Burnard, 1985). Experiential learning is learning through doing - through 
immediate, personal experience. A modification of the cycle is identified 
in Figure 11.5. 

First, a brief theory input is offered to the group. This may be on a 
particular aspect of counselling or a description of a counselling skill. It 
is helpful, too, if the group can see some examples of 'excellent practice' 
in counselling in order for them to be able to base their own counselling 
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Brief theory input 

Application of new learning: counselling skills exercise 

Reflection on the exercise, in the group 

Development of new learning out of that reflection 

Figure 11.5 The experiential learning cycle applied to counselling skills 
development. 

skills on these exemplars. Such examples of good practice may be shown 
on video or film, or skilled practitioners may be invited to demonstrate 
counselling practice 'live' in front of the groups. This use of exemplars 
is particularly useful in the early stages of counselling skills workshops 
and counselling skills development. Once group members have estab
lished a basic range of their own skills, the exemplars can be dropped. 

An activity is then undertaken by the group, either as a whole or 
with the group split into pairs, in order to practise a particular coun
selling skill. When the activity has finished (and details of how to set up 
and run those activities are offered with each exercise in the pages that 
follow), group members are invited to reflect on the experience and 
draw new learning from it. That learning is then applied and implica
tions for future behaviour are discussed. It is vital that all new learning is 
carried over from the workshop situation to the 'real' situation, with 
clients: new counselling skills have to be practised as soon as possible 
away from the workshop to maximize the efficacy of the activity. 

Evaluating learning 

At the end of the workshop, the group needs to evaluate their learning. 
This can be done formally, through the use of a written evaluative 
questionnaire (Clift and Imrie, 1981; Patton, 1982) prepared prior to the 
workshop. Alternatively it can be carried out through the process of self 
and peer evaluation. Self and peer evaluation involve: 

• identification of criteria for evaluation; 

• group members silently evaluating themselves using those criteria; 

• group members, in turn, verbalizing their evaluation to the group; 
• group members, in turn, inviting feedback from the group on their 

own performance during the workshop. 
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This process may be followed by a closing 'round' of (a) what each group 
member, in turn, liked least about the workshop, followed by a round of 
(b) what each member liked most about the workshop. This serves to 
round off the proceedings and to reinforce themes and learnings gained 
within the workshop. 

This format for running a one-day workshop can be adapted for use 
at subsequent meetings of the counselling skills learning group. At each 
meeting, a short period can be used to 'warm up' the group, using 
icebreakers or similar activities. Then the group members can decide on 
what they want to achieve during the meeting. Thirdly, a series of 
counselling skills exercises can be used, drawn from this book or from 
others (see, for example, Lewis and Streitfield, 1971; Pfeiffer and Jones, 
1974 and ongoing; Wilkinson and Canter, 1982; Heron, 1973; Egan, 
1986). After each exercise a reflective period can be instituted to allow 
consideration of how the new skill may be implemented in the 'real' 
situation. Finally, the meeting can close with an evaluation activity. 

These, then, are three approaches to counselling skills training that 
can be used separately or in combination. All three emphasize the need 
for practice and for practical experience. All three need to be combined 
with constant reflection on the qualities of the effective counsellor. 
Counselling without certain skills can be fruitless. Skills without human 
qualities will be mechanical. All health professionals who practise coun
selling as an aspect of their job need to consider a balance between 
counselling skills, up-to-date knowledge and the development of a 
human and caring approach to people. 

LEARNING COUNSELLING SKILLS AND 
THE HEALTH PROFESSIONAL 

As we have noted throughout this book, the skills described as 'coun
selling skills' also have wider applications outside of the counselling 
relationship and can be used to enhance professional practice in any 
branch of the caring and health professions. The format for organizing 
the learning of counselling skills, described in this chapter, can also 
be adapted to be used for learning or developing a whole range of 
inter-personal skills related to health care, induding interviewing, stress 
management, self-awareness, assertiveness, assessment and evaluation. 
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In Chapter 11, details were given as to how to develop counselling skills, 
working alone, in pairs or in a small group. This chapter offers a range 
of counselling skills exercises and activities. The first group are those for 
the individual working on their own, the second group are pairs activities 
and the third are group activities. The second and third groups may be 
used in combination by a number of colleagues working together to 
enhance their counselling skills. Each exercise should be worked through 
slowly and plenty of time allowed for 'processing' or discussing the 
activity afterwards. 

As we noted in the previous chapter, a useful format for a coun
selling skills training session is as follows: 

• identification of how the group wants to spend the time; 

• a theory input and some examples of good counselling practice, 
either 'live' or shown on video or film; 

• using a variety of exercises to develop counselling skills; 

• evaluation activities. 

The exercises below serve as the 'exercises to develop counselling skills'. 
Built into each of the pairs and group exercises are the means to evaluate 
learning at the end of each activity. It is recommended that the evalu
ation procedure is followed fairly closely so that the maximum amount 
of learning may be gained from each exercise. No claims are made that 
the list of exercises below is exhaustive and details of many more may be 
gleaned from the literature listed in the bibliography. Many exercises 
may also be developed by group members themselves. 

The 'pairs' format is particularly useful. In this, the group breaks into 
pairs, each member of which spends some time in the role of 'counsellor' 
and of 'client'. After a period of practising specific counselling skills, the 
partners swap roles. This format can be used on a regular basis for 
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practising counselling and may be combined with receiving feedback on 
skills development from the partner. 

All of the work done individually, in pairs or in a group must be 
followed up quickly by real-life experience. Thus the counsellor must 
learn to develop the 'conscious use of self' referred to throughout this 
book. In this way, the health professional can make full use of any 
learning gained by putting it into practice, in real counselling situations. 
Like all skills, counselling skills must be reinforced if they are to become 
a regular part of the person's repertoire of behaviour. 

EXERCISES FOR THE PERSON WORKING 
ON THEIR OWN 

Exercise No.1 
AIM OF THE EXERCISE 

To clarify beliefs and values, prior to undertaking counselling. 

PROCESS OF THE EXERCISE 

Write out in free style a paper which expresses your current set 
of values and beliefs about human beings, counselling and about 
yourself. Do not try to make the paper 'academic' in any way 
and do not worry about style or presentation. Once you have 
written the paper, consider whether or not it highlights any 
ambiguities or contradictions in your construing of the world. If 
so, consider whether or not you will attempt to resolve those 
contradictions. Consider, also, ways in which your beliefs and 
values affect your work and your attitude towards counselling. 
You mayor may not choose to show the paper to someone else 
and have them comment on it. 

Exercise No.2 
AIM OF THE EXERCISE 

To consider aspects of yourself and your work that will help or 
hinder your counselling. 

PROCESS OF THE EXERCISE 

'Brainstorm' onto a sheet of paper all those aspects of yourself 
and your work that you bring to your counselling work. Include 
in your list those aspects of yourself and your work that you 
anticipate will cause difficulties. Allow yourself to think and 
write quickly. Once the list has become fairly lengthy, organize it 
into 'pluses' and 'minuses'. Consider, then, the degree to which 
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one list is longer than the other and the implications of that. 
Consider, also, what you intend to do about the 'minuses'. 

209 

Exercise No.3 
AIM OF THE EXERCISE 

To enable a continuous means of personal evaluation to be 
maintained. 

PROCESS OF THE EXERCISE 

Keep a journal from the point of taking up counselling. Use the 
following headings to order the journal: 

• recent skills developed; 
• recent problems encountered and problem-solving methods 

used; 

• new references to books and journals noted; 

• aspects of personal growth. 

Journals may usefully be kept by all members of a group working 
together on developing counselling skills. At each meeting of the 
group, time can be set aside to discuss journal entries. 

Exercise No.4 
AIM OF THE EXERCISE 

To develop 'conscious use of self'. 

PROCESS OF THE EXERCISE 

Set aside a time each day when you notice what it is you do and 
how you do it. Notice patterns of behaviour, speech, proximity 
to others, use of touch, hand and arm gestures, social skills and 
so on. Try out new behaviour and new counselling skills as they 
develop. Allow this time to develop and lengthen until you 
become more aware of how you react and interact. 

Exercise No.5 
AIM OF THE EXERCISE 

To develop the ability to 'notice'. 

PROCESS OF THE EXERCISE 

Noticing (sometimes called 'staying awake' or 'conscious aware
ness') involves setting aside time each day to notice everything 
that is going on around you. Notice sounds, smells, colours, 
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activity, objects and so on. Allow this period of noticing to 
develop and lengthen. Use the activity particularly when you 
are with other people. 

Exercise No.6 
AIM OF THE EXERCISE 

To develop observational skills, 'conscious use of self' and the 
ability to 'notice'. 

PROCESS OF THE EXERCISE 

Spend 20 minutes each evening, sitting in the same place and at 
the same time. Allow your attention to focus only on those 
things that you see, hear, smell or feel, outside of yourself. Do 
not attempt to evaluate what comes in through your senses, but 
only notice them. Regular use of this activity (akin to certain 
types of meditation) will improve your ability to keep your at
tention 'out' and will improve your observational skills. 

Exercise No.7 
AIM OF THE EXERCISE 

To experience physical changes in the body, to become more 
aware of the body and to physically relax. 

PROCESS OF THE EXERCISE 

Find a place that is quiet and warm in which you can lie down 
for about half an hour, undisturbed. Once you have lain down 
take three breaths. Then allow your attention to focus on the 
muscles in your face. Let them relax. Then focus your attention 
on the muscles in your shoulders and upper arms. Let them 
relax. Focus your attention on the muscles in your lower arms 
and hands. Stretch out your fingers. Then let your arms relax. 
Put your attention on the muscles in your chest and stomach. 
Let those muscles relax. Finally, focus on the muscles in your 
legs and stretch your feet forward. Then let all the muscles in 
your legs relax. Notice how all the muscles in your body are 
relaxed. Allow yourself to become aware of what it feels like to 
be relaxed. Notice, too, parts of the body that you find difficult 
to relax. After about 10 minutes, stretch gently, allow yourself to 
sit up and then, slowly, stand up. Notice the difference in the 
way you feel before and after the activity. 

This exercise may be useful as a stress-reduction activity for 
clients who find it difficult to relax. It can also be dictated onto a 
tape for use as a means of deep relaxation. 
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Exercise No.8 
AIM OF THE EXERCISE 

To identify personal strengths and weaknesses in terms of coun
selling interventions. 

PROCESS OF THE EXERCISE 

Consider Heron's (1986) six-category intervention analysis: 

1. prescriptive interventions - giving advice, offering sug-
gestions; 

2. informative interventions - offering information; 

3. confronting interventions - challenging; 

4. cathartic interventions - helping the client to express emotion; 

5. catalytic interventions - 'drawing out' the client; 

6. supportive interventions - encouraging, validating the client. 

Identify the two categories that you feel you are least skilled in 
using at the moment. Then consider the two categories that you 
are currently most skilled in using. Consider the implications 
of your assessment and anticipate ways that you can enhance 
your deficiencies. 

Exercise No. 9 
AIM OF THE EXERCISE 

To plan future objectives. 

PROCESS OF THE EXERCISE 

Write down a list of the counselling skills or aspects of coun
selling that you need to improve upon. Make each of them a 
specific, behavioural objective and one that is attainable. Then 
determine how you will meet these objectives. 

EXERCISES FOR PEOPLE WORKING IN PAIRS 

Exercise No. 10 
AIM OF THE EXERCISE 

To experience problems associated with listening. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 
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THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' talks to 'b' on 
any subject for 4 minutes and 'b' does not listen! After the 4 
minutes, roles are reversed and 'b' talks to 'a', who does not 
listen! After the second round, the pair discuss the activity. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 11 
AIM OF THE EXERCISE 

To experience problems with the non-verbal aspects of listening. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' talks to 'b' 
for 4 minutes about any topic and 'b' listens but contradicts the 
first four aspects of the SOLER behaviours identified by Egan 
(1986). Thus 'b' does not sit squarely in relation to 'a'; 'b' folds 
his or her arms and legs, leans away from their partner and 
makes no eye contact with them. After 4 minutes, roles are 
reversed and 'b' talks to 'a', while 'a' listens but offers contra
dictory behaviours. After the second 4 minutes, the pair discuss 
the exercise. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 12 
AIM OF THE EXERCISE 

To experience effective listening and to enhance listening skills. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 
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THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' talks to 'b' 
for 4 minutes about any topic and 'b' listens, observing the 
SOLER behaviours. Thus 'b' sits squarely in an open position, 
leans slightly towards their partner and maintains good eye 
contact; 'b' also relaxes and does nothing but listen. It is im
portant that this is not a conversation but a listening exercise! 
After 4 minutes, roles are reversed and 'b' talks to 'a', who 
listens appropriately. After the second 4 minutes the pair discuss 
the exercise and compare it with the previous two. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 13 
AIM OF THE EXERCISE 

To practise effective listening and to evaluate the effectiveness of 
the listening. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' talks to 'b' 
for 4 minutes on any topic; 'b' listens and periodically 'recaps' 
what 'a' has said, to the satisfaction of the latter. After 4 minutes, 
roles are reversed and 'b' talks to 'a', who listens and periodically 
recaps. After a further 4 minutes, the pair discuss the exercise. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 14 
AIM OF THE EXERCISE 

To discriminate between open and closed questions. 

EQUIPMENT REQUlREDIENVIRONMENT AL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
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is helpful if the room is comfortably warm and free from dis
tractions and interruptions. A pencil and paper are needed for 
this activity. 

THE PROCESS OF THE EXERCISE 

Both partners jot down the following sequence: O.O.c.C.O.c. 
O.c. The pair divide themselves into 'a' and 'b'. Then 'a' asks 
questions of 'b' on any of the following topics: 

• current issues at work; 

• recent holidays; 

• the current political situation. 

The questions are asked in the sequence noted above (Le. 'open 
question, open question, closed question, closed question' and 
so on) until all the above questions have been asked. Then the 
pair swap roles and 'b' asks questions of 'a', in that sequence and 
on one of those topics. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 15 
AIM OF THE EXERCISE 

To practise 'funnelling' in questioning. 

EQUIPMENT REQUIREDIENVIRONMENT AL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' asks questions 
of 'b' on any subject they wish, starting with a very broad open 
question and slowly allowing the questions to become more 
specific and focused. After 4 minutes, the pairs swap roles and 
'b' asks questions of 'a', moving from the general to the particular. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
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may also comment on what they will be able to carryover from it 
into the 'real', counselling situation. 

Exercise No. 16 
AIM OF THE EXERCISE 

To practise 'reflection' and 'selective reflection'. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' talks to 'b' 
about any subject and 'a' uses only reflection or selective reflection 
to encourage their partner to continue. This should be carried on 
for about 6 minutes. After 6 minutes, roles are reversed and 'b' 
talks to 'a', who uses only reflection or selective reflection as a 
response. For details of these two techniques, see Chapter 7. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 17 
AIM OF THE EXERCISE 

To practise a range of client-centred counselling skills. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' begins to 
'counsel' 'b' but restricts themselves only to the following types 
of interventions: 

• open or closed questions; 

• reflections or selective reflections; 

• checking for understanding; 

• empathy-building statements. 
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The counselling session should continue for at least 10 minutes, 
then both partners change roles for a further 10 minutes. There 
should be no sense of playacting or role playing about the 
exercise. Both partners should counsel on 'real' issues and thus 
develop realistic skills. This exercise, like the one above, is very 
difficult because both parties are 'in the know'! 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 18 
AIM OF THE EXERCISE 

To experience being asked a wide range of questions. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' asks a wide 
range of questions, on any topic at all, for 5 minutes and 'h' does 
not respond to them or answer them! After 5 minutes, roles are 
reversed and 'b' asks questions of 'a', who also does not respond. 
It is important for both partners to notice how they feel about 
asking and being asked very personal questions. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 19 
AIM OF THE EXERCISE 

To notice the difference between being asked questions and 
making statements. 

EQUIPMENT REQUIREDIENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 
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THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' sits and 
makes a series of statements, on any topic, to 'b' for 5 minutes. 
'b' listens to the statements but does not respond to them. After 
5 minutes, roles are reversed and 'b' makes a series of statements 
to 'a', who only listens. Afterwards, the pair discuss the perceived 
differences between how this exercise felt and how the previous 
one felt. They discuss, also, the relative merits of questions and 
statements with regard to counselling. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 20 
AIM OF THE EXERCISE 

To explore personal history. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' talks to 'b' 
for 10 minutes and reviews their life history to date. Any aspects 
may be included or left out but some sort of chronological order 
should be aimed at. After 10 minutes, roles are reversed and 'b' 
reviews their biography to date while 'a' listens but does not 
comment. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 21 
AIM OF THE EXERCISE 

To explore 'free association'. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
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is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' sits and 
verbalizes whatever comes into their head, while 'b' only sits and 
listens. Everything possible should be verbalized but 'a' should 
note the things that they do not verbalize! This process continues 
for 3 minutes when the pair swap roles and 'b' attempts 'free 
association' accompanied by the attention and listening of 'a'. 
Afterwards the pair discuss the implications of the activity for 
themselves and for their counselling practice. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 22 
AIM OF THE EXERCISE 

To self-evaluate. 

EQUIPMENT REQUIREDIENVIRONMENT AL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' considers 
and verbalizes all the positive and negative aspects of their coun
selling practice to date. Negative considerations should be made 
first. When 'a' has finished, 'b' goes through the same process. 
Afterwards, the pair consider the implications of their evaluations 
for their counselling practice. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

Exercise No. 23 
AIM OF THE EXERCISE 

To receive feedback on counselling skills. 
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EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The pair should sit facing each other in chairs of equal height. It 
is helpful if the room is comfortably warm and free from dis
tractions and interruptions. 

THE PROCESS OF THE EXERCISE 

The pair divide themselves into 'a' and 'b'. Then 'a' offers 'b' 
both positive and negative feedback as to how they perceive the 
other's counselling skills. Negative comments should be made 
first. Then 'b' offers 'a' feedback on their counselling skills. After
wards both partners consider the implications of this feedback 
for their counselling practice and compare it with their own self
evaluation. 

EVALUATION PROCEDURE 

At the end of the exercise each person should report to the other 
what they disliked and what they liked about the activity. They 
may also comment on what they will be able to carry over from it 
into the 'real', counselling situation. 

EXERCISES FOR PEOPLE WORKING IN GROUPS 

Exercise No. 25 
AIM OF THE EXERCISE 

To increase the listening and attending skills of group members. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 1 Y2 hours. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

The group holds a discussion on any topic. One ground rule 
applies throughout the exercise: once the first person has 
spoken, before anyone else contributes to the discussion, they 
must first summarize what the person before them has said, to 
that person's satisfaction! After half an hour, the group discusses 
the activity. 
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EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then, each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATIONS ON THE EXERCISE 

1. The facilitator chooses a topic for discussion, for example: 
(a) qualities of the effective counsellor; 
(b) how we can become better counsellors; 
(c) how is this group developing? 

2. The larger group can break into small groups of four or five 
to carry out the exercise and then have a plenary session back 
in the larger group. 

Exercise No. 26 
AIM OF THE EXERCISE 

To practise asking questions in a group and to experience being 
asked questions. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and IV2 hours. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

Each person, in turn, spends 5 minutes in the 'hot seat'. When 
occupying the hot seat, they may be asked questions, on any 
subject, by any member of the group. If they wish not to answer 
a particular question, they may say 'pass'. At the end of the 
person's 5 minutes in the hot seat, they nominate the next person 
to occupy it, until all members of the group have had as-minute 
turn. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
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each person in turn says what they did not like about the exercise. 
Then, each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATIONS ON THE EXERCISE 

1. The time in the 'hot-seat' may be varied from 2 to 10 minutes 
depending upon the size of the group and the time available. 

2. A large group may be split up into smaller groups. 

3. With a group in which members know each other very well, 
the 'pass' facility may be abandoned! 

Exercise No. 27 
AIM OF THE EXERCISE 

To experience clear communication within the group. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 1 V2 hours. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

The group holds a discussion, on any topic, and observe the 
following 'ground rules'. 

1. Speak directly, using 'I' rather than 'you', 'we' or 'one'. 

2. Speak directly to others, using the first person. 

3. Stay in the present. 

4. Avoid theorizing about what is going on in the group. 

Either the facilitator acts as guardian of the ground rules, or the 
group monitors itself. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
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Then each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATION ON THE EXERCISE 

No topic is chosen by or for the group: the material for discus
sion evolves out of what is happening in the 'here-and-now'. 

Exercise No. 28 
AIM OF THE EXERCISE 

To experience participation in a 'leaderless' group and to consider 
the dynamics of such an activity. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and I1f2 hours. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. An object to use as a 'conch' is required. 

THE PROCESS OF THE EXERCISE 

The group have a discussion, on any topic. In order to speak, 
however, they must be in possession of the 'conch': an object 
which signifies that, at that moment, the person holding it 
is leading the group. Other people who wish to speak must 
negotiate non-verbally for possession of the conch. After about 
half an hour, the group drop the 'conch' rule and freely discuss 
the activity. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then, each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATIONS ON THE EXERCISE 

1. The facilitator chooses a topic for the group to discuss. 
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2. A rule may be introduced whereby each person may only 
make one statement when in possession of the 'conch'. 

Exercise No. 29 
AIM OF THE EXERCISE 

To practise using client-centred counselling interventions in a 
group. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 1 V2 hours. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

The group members are only allowed to (a) ask questions of each 
other, (b) practise reflections, (c) offer empathy-building state
ments or (d) check for understanding of each other. After half 
an hour, the group discusses the exercise, having dropped the 
rule about types of interventions. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATIONS ON THE EXERCISE 

1. One group member is invited to facilitate a general discussion 
with the group, using only: 
(a) questions; 
(b) reflections; 
(c) empathy-building statements; or 
(d) checking for understanding. 
Afterwards, the group offers that person feedback on his 
or her performance. 
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2. Group members, in turn, facilitate a discussion using only 
the above types of interventions, for periods of 10 minutes 
each. 

Exercise No. 30 
AIM OF THE EXERCISE 

To explore silence in a group context. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 11/2 hours. 

EQUIPMENT REQUIREDIENVIRONMENT AL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

The group facilitator suggests to the group that they sit in total 
silence for a period of 5 minutes. When the 5 minutes is over, the 
group discuss the experience. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATION ON THE EXERCISE 

The group may sit in silence with their eyes closed. 

Exercise No. 31 
AIM OF THE EXERCISE 

To explore a variety of facets of counselling. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 1 V2 hours. 
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EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. A large sheet of paper or a black or white 
board is required for this activity. 

THE PROCESS OF THE EXERCISE 

The group carries out a 'brainstorming' activity. One member of 
the group acts as 'scribe' and jots down on a large sheet of paper 
or a black or white board all comments from the group on one of 
the following topics. No contributions are discarded and group 
members are to be encouraged to call out any associations they 
make with the topic: 

1. qualities of an effective counsellor; 

2. problems/difficulties of this group; 

3. activities for improving counselling skills; 

4. qualities of the ineffective counsellor; 

5. skills required for effective counselling; 

6. problems that health professionals are likely to encounter in 
counselling. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

Exercise No. 32 
AIM OF THE EXERCISE 

To receive feedback from other group members. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 1 Y2 hours. 
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EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

Each member of the group, in turn, listens to other members of 
the group, offering them positive feedback, i.e. things they like 
about that person. The feedback is given in the form of a 'round', 
with each person in turn offering feedback until every group 
member has spoken. The group member receiving feedback is 
not allowed to 'respond' to the comments but must listen in 
silence! 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATIONS ON THE EXERCISE 

With a group where members know each other very well, 
a round of negative feedback may be offered to each group 
member, if they require it. This activity should be handled with 
care! 

Exercise No. 33 
AIM OF THE EXERCISE 

To carry out a peer and group evaluation. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 1 V2 hours. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

The group identifies six criteria for evaluating its members, for 
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example: contribution to activities; self-disclosure; contribution 
of new ideas to the group. Then each group member silently 
jots down their own evaluation of themselves under these six 
headings. When all members have finished, each reads out their 
notes to the rest of the group and invites feedback from other 
group members on those six criteria. The process is repeated 
until all group members have both verbalized their evaluation 
and received feedback from other group members. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants 
thoughts and feelings about the activity. 

VARIATIONS ON THE EXERCISE 

The feedback from the group may be offered systematically: each 
group member, in turn, working round the group, offers the 
individual feedback on his or her performance. 

Exercise No. 34 
AIM OF THE EXERCISE 

To explore a spontaneous and leaderless group activity: the 
'Quaker' group. 

NUMBER OF PARTICIPANTS 

Any number between five and 20. 

TIME REQUIRED 

Between 1 and 1 Y2 hours. 

EQUIPMENT REQUIRED/ENVIRONMENTAL CONSIDERATIONS 

The group should sit in chairs of equal height and in a circle. It is 
helpful if the room is comfortably warm and does not contain too 
many distractions. 

THE PROCESS OF THE EXERCISE 

The group has no topic for discussion and no leader. Group 
members are encouraged to verbalize what they are feeling and 
what they are thinking as those thoughts and feeling occur, but 
there is no obligation for anyone else to respond to the state
ments offered. The group may fall into silence at times and at 
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others be very noisy! The group exercise should be allowed to 
run for at least three-quarters of an hour. After that period, 
group members can freely discuss how it felt to take part in the 
activity. 

EVALUATION PROCEDURE 

Learning from the exercise is evaluated by two 'rounds'. First, 
each person in turn says what they did not like about the exercise. 
Then each person in turn says what they did like about the 
activity. A third round can be used to establish how each person 
will use the learning gained, in the future. The facilitator may 
want to encourage a reflective discussion about participants' 
thoughts and feelings about the activity. 

VARIATION ON THE EXERCISE 

A topic may be chosen for the group to consider, but no direction 
is offered by the group facilitator and group members make 
statements about the topic as and when they choose. 

QUESTIONS FOR REFLECTION AND DISCUSSION 

The following questions can be used in various ways by the person 
working on his or her own, by two people learning about counselling 
and in a group context. The individual working alone can simply work 
through the questions and reflect on them. Pairs can use them as 
questions to ask each other and a group facilitator may like to use one or 
more of them to generate discussion in a counselling skills workshop 
or training course. Take your time over them and don't simply rush 
through them and answer them glibly. Consider your answer to each 
one. 

• What are your strengths and deficits as a counsellor? 

• Have you had sufficient training in counselling skills to allow you to 
practise safely? 

• What other training do you need? 

• What sort of people would you not want to counsel? 

• What sort of client would you be? 
• What are the easiest aspects of counselling? 
• What are the most difficult aspects? 

• Who do you admire as a counsellor? 
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• What theory underpins your practice? 

• Why do you do counselling? 
• What are the specific, personal qualities that you bring to coun-

selling? 

• What would you most like to change about yourself? 

• What are the limitations of counselling? 

• Who would you most like to counsel you? 

COUNSELLING SKILLS AND THE 
HEALTH PROFESSIONAL 

These are a range of counselling skills exercises that have been used by 
the writer in a variety of contexts to help in the development of coun
selling and interpersonal skills. They can be modified and adapted to 
suit the specific needs of particular groups of health professionals. Often, 
too, as we have noted, the best exercises are those that you devise 
yourself: the group that learns to identify its particular needs and then 
develops exercises to explore a particular skill can quickly become an 
autonomous learning group. 

Learning to practise as a counsellor can be an exciting and chal
lenging process. It is hoped that this chapter has offered some signposts 
towards directions in which counselling expertise may be gained by the 
health professional. 



13 Extract from a counselling 
conversation 

This annotated extract of a counsellorlclient discussion is offered as an 
example of one way in which counselling may be conducted. It is not 
claimed to be typical of counselling (although many of the interventions 
used by the counsellor are used by many counsellors). It is offered as 
an illustration of some counselling interventions and as the focus of 
possible discussion about the hows and whys of counselling. Most of the 
interventions illustrated in this sample are discussed in other chapters in 
this book. 

The conversation described here is free ranging and exploratory in 
nature. Conversations that took place later might be more focused. The 
early stages of counselling are often 'ground clearing' in nature: they 
allow the client to open up and to begin to explore a range of issues. 
Often the 'real' issues don't emerge until the client has been allowed to 
'wander' a little through a number of issues. 

Counsellor: 'Hello, how can I help?il 

Client: 'Well, I don't know really. I just need to talk some things 
through. I don't really know where to start.,2 

Counsellor: 'Tell me a little bit about yourself.,3 

Client: 'I'm 32, married with two small children. I work as a nursing 
assistant in a small cottage hospital. We've been married for ten 
years and ... things ... aren't working out.,4 

Counsellor: 'Things aren't working out ... ,5 

Client: 'Well, not properly. Me and my wife are unhappy with the 
way things are at the moment.' 

1 Broad, opening question. Perhaps too broad. 
2 Client has problems answering it, so ... 
3 Counsellor asks a more specific question. The question allows the client to begin to talk 

about himself. 
4 After brief biographical details, client alludes to problems. 
5 Counsellor offers straight reflection. 
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Counsellor: 'What's your wife's name?'6 

Client: 'Jane. She's says she's happy enough but I don't really think 
we communicate very well.' 

Counsellor: 'Jane says she's happy enough ... ,7 

Client: 'She hasn't actually said that but I always get the impression 
that things are alright for her. On the other hand, we don't talk 
very much to each other. We sort of live parallel lives, I think.' 

Counsellor: 'What do you need to talk about?'s 

Client: 'Almost everything! How we feel about each other and the 
children. Our relationship ... sex. Everything really.,9 

Counsellor: 'Was there a time when you did talk to each other?,l0 

Client: 'Yes. We always used to talk ... When we first got married, 
we talked about everything we did. We had no secrets from each 
other and we used to go out about twice and week and we 
couldn't stop talking. Now we can't really start!' 

Counsellor: 'When did you stop?,n 

Client: 'We just drifted into it, I suppose ... you know how it is ... ' 

Counsellor: 'There was nothing, in particular, that stopped yoU?112 

Client: 'Well, yes, there was. I ... I had an affair a couple of years 
ago. I met this girl at work and we got quite serious for a while. I 
ended up telling Jane and she was, obviously, very upset - so was 
I - and we talked about it all ... She reckoned she forgave me ... 
I'm not sure she has ... ,13 

Counsellor: 'You're not sure she forgave you .. . 114 

Client: 'No. I know she hasn't. She brings it up, sometimes, when 

6 Counsellor encourages the client to personalize the relationship. 
7 Counsellor offers a selective reflection and picks up on the tone of voice and emphasis 

offered by the client. 
8 This is a slightly confronting and challenging question. Counsellor tries to get to 

specifics. 
9 Client's response suggests that the intervention may have been too direct. His re

sponse suggests that everything needs to be talked about. 
10 As a result, counsellor 'backs off a little and asks a more general question about 

communication. 
11 Now counsellor returns to a very specific and challenging question. 
12 Counsellor, picking up on non-verbal behaviour, persists in trying to focus the con

versation. 
13 Considerable disclosure on the part of the client and first indication of what may be at 

the heart of some of the problems. 
14 Counsellor offers a reflection on the issue of forgiveness. 
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we have an argument. She sort of throws it in my face. She hated 
Sarah ... I suppose I can't blame her. I suppose I would hate it if 
Jane had an affair ... ' 

Counsellor: 'Would you?IlS 

Client (laughs, nervously): 'I was just wondering about that! It sounds 
awful, but sometimes I wish she would have an affair. That would 
sort of even things up. It would make things a bit more balanced.' 

Counsellor: 'It would make you feel better?,16 

Client: 'I suppose so. I feel really guilty about what happened with 
Sarah. 117 

Counsellor: What did happen?,18 

Client: 'Well, we talked about setting up together. At one stage, I 
was going to leave Jane and move in with Sarah.' 

Counsellor: 'Did you discuss that with Jane?' 

Client: 'No, not at all. Me and Sarah used to talk about it a lot. Sarah 
wasn't married or anything. She was only young - 18 - and she 
reckoned we could live together and that it would all work out ... ' 

Counsellor: 'So what happened?1l9 

Client: 'She gave me an ultimatum. Either I told Jane that I was 
leaving her or she would leave ... ' 

Counsellor: 'And you chose to stay with Jane?' 

Client: 'Yes. I told Sarah that I wasn't going to leave her and the 
children. I couldn't leave ... it would have been the end of 
things ... ' 

Counsellor: 'What's happening now?,20 

Client: 'I'm feeling upset ... I'm a bit embarrassed ... I think ... ' 
(begins to cry) 

Counsellor: 'It's OK if you cry. You're allowed to have feelings.,21 

Client: 'I just ... bottled them up a bit, I suppose. I just sort of froze 

15 A challenge from the counsellor. The client's statement is checked and seems to strike a 
chord. 

16 A slightly judgemental response from the counsellor. 
17 Client's response may be in direct response to counsellor's slightly judgemental tone. 

Counsellor notes this and moves on. 
18 Counsellor invites client to be specific about the relationship. 
19 Again, counsellor looks for specifics and helps client to focus the discussion. 
20 At this point, the client looks at the floor and his tone of voice and facial colour change. 

The counsellor notes these non-verbal changes and asks the client what is happening. 
21 Counsellor 'gives permission' to the client. 
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after we finished and I went back home. I just couldn't settle back 
down with Jane. I felt guilty ... ,22 

Counsellor: 'And how are you feeling now?,23 

Client: 'Still guilty ... I wish I hadn't messed things up at home. It 
wasn't fair to Jane or the children ... ' 

Counsellor: 'Or to you?' 

Client: 'No, I suppose not. Though I chose to go out with Sarah ... 
no one made me do it!,24 

Counsellor: 'Why did you?' 

Client: 'Because I liked her. She had a sense of humour and she liked 
me. We got on well together and everything. It just sort of 
happened ... ' 

Counsellor: 'But you chose to go out with her?,25 

Client: 'Yes, I can remember that. I can remember the day when I 
made that decision ... ,26 

Counsellor: 'Can you describe it?,27 

Client: 'I was at work and she came on duty. We talked a bit over 
coffee and everything and she kept looking at me and smiling. I 
can remember ... it was 3.30 ... and I said ... ' (begins to cry 
again) 'I asked her if she would go out with me ... ' 

Counsellor: 'That was a tough decision?,28 

Client: 'It was horrible, looking back! I should never have said it ... I 
fancied her ... I thought I loved her at the time ... ' 

Counsellor: 'Did you love her?,29 

Client: 'Yes! That's the problem ... I did love her ... ' 

Counsellor: What's happening now?30 

Client: 'I feel sort of angry ... ' 

22 Client identifies a mixture of feelings. 
23 Counsellor brings client to the 'present time'. It might be possible to return to the 

feelings 'in the past' later in the counselling session. At this point, though, the 
counsellor has made a decision to return to the present. 

24 Client accepts 'responsibility' for the relationship. 
25 Counsellor persists with the 'responsibility' issue, perhaps a little too much. 
26 On the other hand, it leads client to a specific remembrance. 
27 Counsellor invites client to offer a 'literal description' of the events of the time. 

Sometimes such invitations lead to further cathartic (emotional) release. 
28 Counsellor offers an 'empathy-building' statement. If it is 'right', the client will agree. 
29 Challenging and confronting question on the part of the counsellor. 
30 Again, counsellor notes non-verbal changes and invites client to verbalize what is 

happening. 



Extract from a counselling conversation 

Counsellor: 'Who with?' 

Client: 'Sarah ... ' (goes quiet) 'Me ... ' 

Counsellor: 'You're angry with yourself ... ,31 
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Client: 'With both of us. We were like adolescents! She was ado-
lescent, sort of ... ' 

Counsellor: 'And you were older ... J32 

Client: 'I suppose I should have known better. I was older.' 

Counsellor: 'And because you were older, you were supposed to be 
in control?' 

Client: 'I suppose it doesn't work quite like that, does it? I suppose 
we were both responsible in some ways for what happened.' 

Counsellor: 'What was happening at horne, with Jane?,33 

Client: 'Nothing much. We were getting on OK. The children were 
quite small and Jane was caught up with them. She gave up work 
around that time and gave all her time to them.' 

Counsellor: 'Leaving you out?'34 

Client (grins): 'That's awful, isn't it? Yes, I suppose I felt left out .. . 
Jane was there at the right - the wrong time ... and we just ... ' 

Counsellor: 'How do you feel about Sarah now? If you met her 
again?,35 

Client: 'I wouldn't want to. It wouldn't work, now. We wouldn't 
have much in common any more. I've changed ... ' 

Counsellor: 'You and Jane have changed?' 

Client: 'Yes, I think so.' 

Counsellor: 'Does it all date back to when you were going out with 
Sarah?' 

Client: 'Not completely. It goes back further than that.' 

Counsellor: 'Let me just check where we've got to so far. You feel 
that you and Jane aren't communicating and, on the one hand, 
you feel that this dates back to when you met Sarah. On the other, 
you feel that it goes back much further?,36 

31 Counsellor offers a mixture of reflection and empathy building. 
32 Counsellor finishes client's sentence. 
33 Counsellor changes tack and asks about the 'home' situation. 
34 Counsellor seems to respond to an unspoken thought and to the client's non-verbal 

behaviours. 
35 Counsellor checks 'present time' feelings. 
36 The counsellor offers a summary of what has been talked about, so far. In this respect, 

the counsellor is checking for understanding. 
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Client: 'Yes, that's it, so far. I guess a lot of it has to do with things 
that happened way back ... Those things are going to be more 
difficult to talk about ... ' 

Counsellor: 'Well, we can make a start ... m 

Certain key issues are demonstrated in the above extract. 

• The counsellor 'takes the lead' from the client and 'follows' him. 

• The counsellor listens not only to the words that the client uses but 
also to the non-verbal signals. 

• The counsellor clarifies what he or she does not understand or 
follow. 

• The counsellor is prepared to challenge issues raised by the client. 

• The counsellor, by their approach, indicates that anything can be 
talked about and that feelings can be expressed. 

37 The counsellor indicates an openness to listening to 'anything' and quietly gives the 
client permission to talk further and more deeply. 
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This book has covered a range of aspects of counselling skills in the 
health professions. This final chapter offers a summary of the main 
points. They are offered as a list, perhaps for discussion. Certainly there 
are few 'laws' of counselling and this list must, necessarily, be pro
visional and open to revision. In the end, it is my contention that the 
counsellor is functioning best when he or she 'stays out of the way' of 
the client and encourages the client to find his or her own way through. 
In this respect, the counsellor is a fellow traveller, a supportive friend 
who, nevertheless, is able to keep a certain detachment and not get 
drawn, too deeply, into the client's own distress. The degree to which 
such detachment is possible is debatable. If the counsellor 'stands too far 
back' then they will be unable to empathize. If the counsellor is too close 
to the client, then they will be drawn into the client's life drama and be 
unable to be of sufficient support for they will become part of that 
drama. Here is the list of basic issues in counselling in the health care 
professions. 

• There is a useful distinction to be made between counselling and 
counselling skills. The person who works as a counsellor may do 
that as a full or part-time job. If asked, they may say that their job is 
'a counsellor'. On the other hand, a wide range of people - both 
within and outside of the health care professions - may find using 
counselling skills very useful in their everyday practice. You don't 
have to be a counsellor to make use of counselling skills. Conversely, 
the counsellor will depend on counselling skills as part of their 
everyday role. It seems likely that most health professionals will use 
counselling skills in their work without, necessarily, offering full
scale counselling. 

• The key issue in counselling and in the use of counselling skills is 
listening. It is the bedrock of all effective counselling and all of those 
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who work in the health care professions are likely to benefit from 
constantly paying attention to the effectiveness of their listening. 

• The aim of counselling should be to listen and to understand the 
client's point of view. It should not be to moralize, to interpret or to 
offer detailed advice. While it is tempting to develop all sorts of 
psychological theories about why people are the way they are and 
why they do the things that they do, in the end it seems more 
appropriate, to me, to listen to the other person and to try to discover 
their theory about why and what they do. In the end, few people 
live their lives according to a particular psychological theory. On the 
other hand, we all develop a sort of personal theory about the world 
and it is that theory which guides us. The client's personal theory is 
the key to understanding what it is that they do in their lives. 

• Counselling needs a light touch. If the atmosphere in a counselling 
session becomes to heavy and earnest, it is unlikely that much 
real work will be done. The counsellor who is able to keep the 
atmosphere relatively 'light' is, almost paradoxically, likely to enable 
the client to self-disclose and to express emotion far more easily. 

• The outcome of counselling should be action. Counselling that is 
only about talking will not suffice. In the end, if we want our lives to 
be different then we must change. The action and change parts of 
counselling are often the most difficult, for the client and for the 
counsellor. 

• Counselling skills can be learned. While most people are attracted 
to counselling because they are interested in other people and, 
presumably, already have some of the personal qualities that are 
necessary for being effective, most can also benefit from learning 
some of the simple skills that have been described in this book. 
Learning to listen, to ask open questions, to reflect and to offer 
empathy may seem too simple. In the end, though, they are probably 
more effective than any amount of advice giving and judgement. 

• A distinction can be made between information giving and advice 
giving. One of the reasons for including a chapter in this book on 
information giving has been to clarify this point. Information giving 
involves offering clear information about a certain topic. Thus, to the 
person who is worried about HIV/AIDS, information about safe sex 
can be useful. Advice giving, on the other hand, involves the coun
sellor in making some sort of moral judgement about what is right 
for the client and passing that on to him or her. Most advice is likely 
to follow the 'if I were you ... ' pattern. Arguably, it is far less useful, 



Conclusion 239 

in counselling, than is information giving. It is important to be clear 
on the two issues . 

• Counselling can be tiring. To listen to other people's problems and 
not to judge can be a draining job. Just being an effective listener 
takes up a considerable amount of energy. Those who work as 
counsellors or who regularly use counselling skills should also take 
care of themselves. If they do regular counselling, they should 
consider having a supervisor who will listen to and support them. 
Others should make sure that there are parts of their jobs which are 
entirely different from counselling. Full-time commitment to other 
people can lead to burnout and it is vital that all health care profes
sionals also care for themselves. 

• Counselling is learned by doing. You cannot learn counselling from 
a book. Workshops and courses which encourage experiential 
learning - learning through trying things out and then through 
reflection - are particularly useful. It is also important to continu
ously monitor your own work as a counsellor. Personal styles of 
counselling modify and change as the counsellor develops. On the 
other hand, it is also possible to slip into some bad habits in coun
selling. For that reason, it is useful every so often to take some sort 
of refresher course in counselling. It is also important to supplement 
practical 'hands on' experience with plenty of reading about the 
topic. While counselling cannot be learned from a book, books 
obviously have their part to play in providing information on how 
to practice. 
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