ZBORNIK
IV. CESKO-SLOVENSKEHO SYMPOZIA V PRISTUPE ZAMERANOM
NA CLOVEKA S MEDZINARODNOU UCASTOU

Emocie v case krizy

JANA SPANIKOVA (ED.)



UNIVERZITA KOMENSKEHO V BRATISLAVE

FILOZOFICKA FAKULTA

PEDAGOGICKA FAKULTA

JANA SPANIKOVA (ED.)

ZBORNIK

IV. CESKO-SLOVENSKEHO SYMPOZIA V PRISTUPE ZAMERANOM NA CLOVEKA
S MEDZINARODNOU UCASTOU

EMOCIE V CASE KRizY

© JANA SPANIKOVA / UNIVERZITA KOMENSKEHO V BRATISLAVE, 2011

ISBN: 978-80-223-3069-5

IV. Eesko-slovenské
sympoézium PCA:
Emocie v case krizy

JANA SPANIKOVA (ED.):

ZBORNIK Z0 IV. CESKO-SLOVENSKEHO SYMPOZIA V PRISTUPE ZAMERANOM NA
CLOVEKA S MEDZINARODNOU UCASTOU, 2011

EMOCIE V CASE KRizY

BRATISLAVA, 16. - 17.6. 2011
UNIVERZITA KOMENSKEHO V BRATISLAVE 2011, 105 S.
RECENZENTKY ZBORNIKA:

MGR. VIERA CVIKOVA, PHD. UNIVERZITA KOMENSKEHO V BRATISLAVE, FILOZOFICKA
FAKULTA, KATEDRA PSYCHOLOGIE

PHDR. HANA SMITKOVA, PHD. UNIVERZITA KOMENSKEHO V BRATISLAVE, FILOZOFICKA
FAKULTA, KATEDRA PSYCHOLOGIE

VYDANE: © UNIVERZITA KOMENSKEHO V BRATISLAVE
VYDANIE PRVE

ISBN: 978-80-223-3069-5

JAZYKOVA UPRAVA: TEXT NEPRESIEL REDAKCNOU UPRAVOU. ZA ODBORNU
A JAZYKOVU STRANKU PRISPEVKU ZODPOVEDA AUTOR/AUTORKA.

PCA INSTITUT ISTER
BRATISLAVA

*PCA (PERSON-CENTERED APPROACH) -PRISTUP ZAMERANY NA CLOVEKA




OBSAH ZBORNIKA

UVODNE SLOVO LYGIA BATOVSKA

POJEM BEZPODMIENECNY A NEHODNOTIACI V PCA IVAN VALKOVIC

EMOTION-FOCUSED THERAPY LESLIE S. GREENBERG ET AL

HRANICE V PSYCHOTERAPII A PORADENSTVE: PRISTUP ZAMERANY NA CLOVEKA

V PRACI S DETMI A ADOLESCENTMI JANA LEDNICKA, LUCIA LENICKA

VZTAH AKO ZAKLADNi ASPEKT BYTi S CLOVEKEM DANIELA SIFFELOVA

HOPE AS A BASIS FOR PSYCHOTHERAPY SHEILA HAUGH

PRACA S RODINNOU MAPOU JANA SPANIKOVA

KAUCING A SUPERVIZIA V PCA A POROVNANIE S INYMI PRiISTUPMI

A MULTIKULTURALITOU JANA SPANIKOVA

KINDNESS IN THE HELPING RELATIONSHIP SHEILA HAUGH

PODPORA PROCESU STAVANIA SA RODICMI

MARIA. KOPCIKOVA, HANA. CELUSAKOVA

MOTIVACNE ROZHOVORY MARTA SPALEKOVA, KATARINA KARASZOVA

ZAVER IVAN VALKOVIC

PRILOHA:
A. ABSTRAKTY

B. PREZENTACIA PREDNASKY - LES GREENBERG, PHD.

C. FOTOSPOMIENKY (AUTORI FOTOGRAFIi: ED, JANA SPANIKOVA A LUKAS BEHUL)

05

07

10

25

35

39

40

43

49

54

57

69

UVODNE SLOVO

Zbornik, ktory sa vdm dostdva do rik je vysledkom IV. medzindrodného sympdzia ,,Emdcie v Case kri-
zy*, ktory sa konal v juni 2011v Bratislave. Mnoh{ si kladli otdzku, preco prave takyto ndzov? Sama som bola
zvedava, kol’ko emdcii prinesie toto stretnutie, ako s nimi kolegovia narabaji a ¢i sa nevytratili z ich prace
v dobe kde vlddne as a peniaze. Casovy faktor vladol aj potas sympézia, kde jedna predndska striedala druhd
a na vymenu nazorov, postrehov, emocii bolo menej priestoru. Na druhej strane po odbornej stranke priniesol
mnoho informdcif a podnetov, emotivnych myslienok, ktoré ma moznost kazdy zic¢astneny dalej spracovavat .

P6vodnym zdmerom sympdzia nebolo vydanie zbornika, ale umoznenie piaznivcom PCA stretnit’ sa a vza-
jomne sa informovat’ a vymenit’ si skisenosti. Tak ako to bolo na zaciatku na 1. ¢eskoslovenskom stretnuti
v Pardubiciach v r. 2001. Népad vznikol sponténne v radoch absolventov vycvikovych skupin v Cechach a na
Slovensku. Realiz4ciu vzali do rik vtedy Nada Grosamova a Honza HoleySovsky. Stretnutie sa nieslo v du-
chu spolo¢ného encountru a workshopové skupiny sa ststredovali okolo spontdnne navrhnutych tematickych
oblasti. Ludia si mohli v tychto skupindch navzajom vymienat poznatky, ndzory, pocity k témam, ktoré ich
zaujimali. Nebol hlavny predndSajuci, ani vedici workshopov. Boli to skor samoregulujice skupiny, ktoré pri-
pominali Cross Cultural Communication (ti &o ho absolvovali, vedia o om hovorim). DalSie mensie stretnutie
bolo v Prahe a potom Zdar nad Sézavou v r.2009, kedy uZ bol program pevne stanoveny s predndskami a aj
roznorodymi — nie vzdy len PCA zameranymi workshopmi. Atmosféra bola vybornd a pevny program sa stretol
s dobrym ohlasom. Organiza¢ny vybor IV. sympdzia sa nechal in$pirovat’ takouto Struktirou a vydanie Zborni-
ka povazujem za Gere$nicku na torte. Nemald zasluhu na fiom ma Hanka Smitkovd a Jana Spanikova, ktorym sa
podarilo zozbierat’ a zostavit’ materidly do tejto podoby. TieZ vel'k4 vdaka patri predndsajicim, ktorf umoznili
ich publikovanie.

A COV NOM NAJDETE.

Uvodnt predndsku profesora Lesa Greenberga, PhD: Terapia zamerand na emécie - Emotion Focused
Therapy.ktorou otvoril IV. ¢eskoslovenské sympdzium PCA. Podl'a neho tvoria emécie zdklad nielen prezi-
vania Cloveka, ale celej osobnosti a maji vrodeny adaptivny potencidl. Vo svojom vstupe rozobral pochody
a procesy, ktoré na zdkladoch emociondlnych schém vybuduji vetky dalsie psychické funkcie aZ po selfkon-
cept. Profesor Greenberg je spoluautorom mnohych vedeckych publikdcii o pristupe zameranom na emdcie
a zaroven aj jednym z autorov psychoterapie zameranej na emécie (EFT)

So zdujmom sa stretli aj dalSie prispevky ¢i pontiknuté workshopy sympézia. Pripomeniem len niektoré: Pro-
ces zmeny v terapii zameranej na emocie - porovnanie s klasickou terapiou zameranou na ¢loveka (Ladislav
Timul'ak z Trinity College v Dubline- frsko), O ldskavosti, viere a nddeji v terapeutickom a predovietkym
v T'udskom vzt'ahu hovorila Sheila Haugh (psychoterapeutka - facilititorka PCA z Vel'kej Britdnie) a nim vnies-
la teplo a nehu do sfdc pritomnych.

Som rada, Ze sa prihlasili aj mnohi mlad{ kolegovia a nebali sa odprezentovat’ svoje nazory a skisenosti, medzi
nich patri aj prispevok Vztah jako zdkladni aspekt byti clovékem (Daniela Siffelovd z Katedry psycholégie FiF
UK Praha), Filidlna terapia — aktivna iicast’ rodic¢a v terapii diet'at’a (Zuzana Tatdrova zo stikromnej anglic-
kej Skdlky v Pezinku), Hranice v psychoterapii a poradenstve: Pristup zamerany na cloveka v prdci s det'mi
a adolescentmi (autorky Jana Lednickd, Lucia Lenickd z Centra pedagogicko-psychologického poradenstva
a prevencie v Bratislave), Podpora procesu stdvania sa rodi¢mi (autorky Madria Kopcikovd a Hana Celusa-
kovd z Centra pre rodinu - Kvapka, Bratislava) a mnoho, mnoho dal$ich, nie menej kvalitnych, prezentécii i
workshopov obohatilo tic¢astnikov sympdzia v tych horicich letnych dnioch.

IV. medzindrodné ¢esko-slovenské sympézium - Emdcie v case krizy sa stretlo s vel'mi pozitivnou odozvou,

viac sa o tom dozviete v prispevku Ivana Valkovica, Gicastnici prejavili zdujem na jeho kontiudlnom pokracova-
ni a tak budiice stretnutie ,,rogeridnov* sa uskutoéni o dva roky v Ceskej republike.

V BRATISLAVE 13.10.2011 LYGIA BATOVSKA




PREDNASKY A WORKSHOPY

POJEM BEZPODMIENECNY A NEHODNQTIACI V PCA

PHDR. IVAN VALKOVIC
USTREDIE PRACE, SOCIALNYCH VECi A RODINY

BRATISLAVA

UPR

,...dnes sa uz inak divam aj na spojenie bezpodmienecné pozitivne prijimanie. Povodne sme toto oznace-
nie jednej z nutnych a postacujicich podmienok osobnostnej zmeny poskladali z toho, ¢o sa uZ o Rogersovom
pristupe v slovenskom a ¢eskom jazyku napisalo, pretoZe sme sa s inicidtorom prvého stredoeurépskeho vycvi-
ku Vladom Hlavenkom dohodli, Ze zachovame kontinuitu pojmov. Nuz, ale kol’ko nedorozumeni vzniklo kvoli
slovku bezpodmienecne! Mnohi si ho vysvetl'ovali tak, Ze to musia. Za kazdd cenu musia klienta akceptovat’,
aj keby sa im pritom noZik vo vrecku otvdral. O to, samozrejme, vobec nejde. Je to vlastne naopak: ak dokdzem
klienta akceptovat takého, aky je, tak potom m4 $ancu zmenit' sa (pri naplneni dal§ich podmienok, t.j. 7e sa
viem do neho naozaj vcitit’ a dat’ mu to zrozumitel'ne najavo, napokon aj to, Ze to trvd dostato¢ne dlhy cas).
V priebehu d'al$ieho ugenia a vyvinu na to uéiaci sa pridu, ale mozno by sme im to ul’ah¢ili priame;j§im a diifam,
Ze aj zrozumitel'nejSim spojenim nepodmieneny pozitivny pohl'ad. Této terminologicka inovacia sa mi tieZ zda
byt blizsie k zdmeru povodného anglického spojenia, ktoré ma podobu unconditional positive regard.” (Valko-
vi¢, 1997,s. 12)

Preklad tohto pojmu, ktory sa v zahrani¢i beZzne oznacuje skratkou UPR a navrhol ho Standal (1954) vo
svojej dizertacnej praci, neznie bezpodmienecne pozitivne prijatie, o je logicky nezmysel. Pojem bezpodmie-
necne pozitivne prijatie v slovencine vznikol ako spojenie akceptécie, Co bol povodny ndzov tejto postojovej
podmienky, alebo stavu (lebo condition nie je len podmienka, ale aj stav, ba dokonca aj choroba!) a nepodmie-
nene pozitivneho pohl'adu, pretozZe regard, je vselico mozné, ma aspon 6 vyznamov (Hais, Hodek, 1984), ale
sem sa asi najviac hodi ,,vztah* alebo ,,pohl'ad*).

PREKLAD SLOVA REGARD PODLA VELKEHO SLOVNIKA:

1. pohl'ad, najmi dlhy alebo presny

2. pozornost’

3. ohl'ad, zretel’, hl'adisko, dovod, motiv

5. pomer, vzt'ah ¢loveka k ¢loveku, tcta, ocenenie, hodnotenie
6. prehliadka lesov (br., hist.)

7. vzhl'ad, zoviajSok

A Co je zaujimavé: spojenie to hold a person in high regard znamena mat’ koho vo velkej tcte!)

Nehovoriac o tom, Ze pridavné meno unconditional je to slovicko, ktorym sa oznacuji pavlovovské reflexy,
ako podmienené a nepodmienené! Teda nie bezpodmiene¢ny, ale nepodmieneny. Zda sa to byt maly rozdiel,
ale je dolezity.

Niekomu sa mdZe zdat’ nevkusné pripominat’ Pavlovove pokusy so psami v stvislosti s humanistickou
psychoterapiou. Na tom predsa staval celkom iny prud terapie a ten sa zaujimal hlavne o podmieniovanie. Ak
vsak pripustime, Ze Standal prevzal toto pridavné meno od Pavlova, mohol mat’ na mysli to, Ze pozitivny po-
hl'ad alebo vzt'ah ¢loveka k ¢loveku je vrodeny podobne ako nepodmienené reflexy. (Ktoré napokon existuju

aj u l'udi.) Je to prekvapujica myslienka. Na vycvikoch PCA to skor vyzera tak, Ze vSetky Rogersove nutné
a postacujuce ,,podmienky* na strane terapeuta sa pracne u¢ime. Musime si ich osvojovat’. Je mozné, Ze v do-
spelosti uz ano. Ale ¢i sa diet’a po narodeni nepozera ne I'udi okolo seba s ismevom a radostnym ocakavanim,
pokial’ mé vietko, ¢o k Zivotu potrebuje? Ci sa neusmieva na tvar matky i ostatnych l'udi, ked sa k nemu pribli-
7ia? Ci sa nerozplage na porodnici, ked zatuje plakat’ iné bdbitko? Ci sa neprejavuje priamo a bezprostredne,
pravda podl'a jeho vyjadrovacich moznosti, ked' nie€o potrebuje? Teda o jeho kongruencii nepochybujeme, ba
dokonca ju pri vysvetl'ovani tohto pojmu niekedy ddvame dospelym za priklad. Aj jeho schopnost’ sucitit’, teda
empaticky sa naladit’ na iné I'udské tvory, je aspon pri tom skupinovom plac¢i na pdrodnici, celkom zrejma.
Preco by nemohol byt’ aj nepodmieneny pozitivny vzt'ah (alebo pohl'ad) pritomny v ¢loveku uz od narodenia?
Ved s akceptaciou, aby som pouZil aj povodny termin, je to tak, Ze lahSie prijimame nového, neznameho &lo-
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veka a postupne je to Coraz t'azsie, lebo sa dozveddme o nom vseliCo, ¢o nie je vzdy v stilade s nasimi ndzormi
a hodnotami. Co ak sa teda schopnost’ pozitivneho pristupu k F'udom vieobecne v nds na ceste k dospelosti iba
stratila? Vytratila sa alebo ju jednoducho prepisali sklamania, ¢i podmienky ocenenia, ktoré na nés kladli rodi-

&ia, utitelia a d'alsie vyznamné osoby v na§om Zivote. Ak je to tak, nemusime sa ju ucit — staéf sa k nej vratit .

HODNOTENIE

Pri nepodmienenom pozitivnom vzt'ahu ¢loveka k ¢loveku teda nejde o to, aby sme bezpodmiene¢ne nie¢o
videli tak alebo tak, ale o to, aby sme neklddli podmienky. Aby sme neklddli podmienky —a comu? Pozitivnemu
pohl’'adu na iného ¢loveka. Ale ak sa na nickoho divame pozitivne, tak ho hodnotime! A tu sme pri dalsom bode,
takom doleZitom v PCA, ale nielen v PCA. Napriklad aj v Biblii sa hovori: nestidte, aby ste neboli stideni (Mt
7;1)!

Hodnotenie — po anglicky judgement, vSak nie je evaluation, teda ohodnotenie, ani assessment, teda odhad. Je
to judgement, teda postidenie alebo mozno az odsidenie. nemozno nehodnotit’, ¢ize v PCA ide o nepodmienene
pozitivny pohl’ad na osobu, ¢o je hodnotiaci pristup. O ¢o nejde, je posudzovat’ v zmysle skor odsudzovat’ to
judge sddit’, ved, ¢o vam sudca moZe najlepsie povedat na stide: Ze ste nevinny. Je to nejaka pochvala? To je
len konstatovanie nepritomnosti viny, teda hriechu, preslapu, trestného ¢inu... Ziadna pochvala. Ale Rogers
(1997, s. 32) o ¢loveku, presnejsie o pohl'ade na ¢loveka hovori, Ze je ako zdpad slnka: ,,Ludia su taki isti ndd-
herni ako zdpad slnka, ak ich nechdm byt’. Pri¢ina toho, Ze sa nam zdpad slnka tak paci, spo¢iva mozno v tom,
7e ho nevieme ovlddat'. Ked sa pozerdm na zdpad slnka, ako som sa nafi pozeral minule, nehovorim si: uber
trochu oranzZovej v pravom hornom rohu a pridaj trochu purpurovej dolu, alebo pouzi trochu viac ruZovej na
oblaky. Nerobim to. Nesnazim sa ovladat’ zdpad slnka. S iZasom pozorujem, ako sa vyvija. NajlepSie sa citim,
ked dokdZzem vnimat’ a vazit' si €lena mdjho timu, svojho syna, svoju dcéru, svoje vniicatd takymto spdsobom.
Myslim si, Ze je to trochu orientdlny spdsob. Pre mna je to vSak ten najuspokojivejsi postoj.” Niekto mozno

¢loveka? Veru nie je. Je hodnotiaci, lenZe v pozitivhom zmysle slova.

MATERINSKY PRISTUP

Ak teda pristupujeme k ¢loveku s nepodmienene pozitivnym pohl'adom, pristupujeme k nemu asi ako
matka k diet'at'u: bez ohl’adu na to, ¢o urobi, berieme ho z pozitivnej stranky. Dovolim si teda tvrdit’, ze PCA sa
podoba materinskej laske, nie laske otcovskej, ktord nie je nepodmienend: lezZ posudzuje a trestd za priestupky.
Toto prirovnanie uvddzam s urcitou basnickou licenciou a bez naroku na vedeckost’. Je to skdr opreté o mozno
neredlne a vSeobecné predstavy o pristupe matiek a otcov k svojim detom. Feministicky pristup bude prav-
depodobne vznasat’ ndmietky, pretoze su otcovia, ktori pristupuji k svojim detom nepodmienene pozitivne
a ndjdu sa matky, ktoré karhaju a trestaju svoje deti viac nez ich otec. Ba, ndjdu sa aj matky, ktoré dokdzu svoje
dieta utopit’! Ostatime vak pri obraze matky, ktord nezavrhne svojho syna, ani ked spacha vrazdu a stéle ho
miluje rovnakou laskou. Taky obraz mam pred o¢ami, ked hovorim o PCA.
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EMOTION-FOCUSED THERAPY: AN OVERVIEW

LESLIE S. GREENBERG, ROBERT ELLIOTT & ALBERTA POS
L.S. GREENBERG ET AL.: EMOTION-FOCUSED THERAPY: AN OVERVIEW (PAGE 19-39)
LES GREENBERG, PHD; YORK UNIVERSITY, TORONTO

EUROPEAN PSYCHOTHERAPY/VOL. 7 NO. 1. 2007

ABSTRACT

Emotion-focused therapy (EFT) (ELLIOTT, WATSON, GOLDMAN, & GREENBERG, 2004; GREENBERG,
2002; GREENBERG & JOHNSON, 1988; GREENBERG & WATSON, 2006) is an empirically supported ex-
periential treatment (ELLIOTT, GREENBERG & LIETAER, 2004) that integrates elements of Person Centered
(ROGERS, 1961) and Gestalt practice (PERLS, HEFFERLINE, & GOODMAN, 1951) with modern emotion
theory and a dialectical-constructivist meta-theory. The approach was originally termed Process experiential
therapy (PE) (GREENBERG, RICE & ELLIOTT, 1993) reflecting it’s roots in, and embodying principles of,
a humanistic/ experiential approach. Emotionally-Focused Therapy (EFT) was used earlier as the name of the
couple therapy approach (GREENBERG & JOHNSON, 1988). Overtime developments in the understanding of
the role of emotion in human functioning and in therapy led us to see emotion as centrally important in the expe-
rience of self, in both adaptive and maladaptive functioning, and in therapeutic change and the change in name
reflected this development. Since the late 1990°s, the term Emotion-Focused Therapy has come to be applied to
both the individual and couple therapy (GREENBERG & PAIVIO, 1997; GREENBERG, 2002; ELLIOTT ET
AL.,2004; GREENBERG & WATSON, 2006, GREENBERG & GOLDMAN, 2008).

SPECIAL TOPIC: EMOTION-FOCUSED THERAPY

EFT proposes that emotions themselves have an innately adaptive potential that if activated can help
clients change problematic emotional states or unwanted self-experiences. This view of emotion is based on
the belief, now gaining ample empirical support, that emotion, at its core, is an innate and adaptive system that
has evolved to help us survive and thrive. Emotions are connected to our most essential needs. They rapidly
alert us to situations important to our well-being. They also prepare and guide us in these important situations
to take action towards meeting our needs. Emotion thus set a basic mode of processing in action (LEDOUX
1996, GREENBERG 2002). Clients are helped in therapy to better identify, experience, explore, make sense
of, transform and flexibly manage their emotions. As a result, clients become more skillful in accessing the
important information and meanings about themselves and their world that emotions contain, as well as become
more skillful in using that information to live vitally and adaptively.

In EFT emotion schemes are seen as the primary source of experience, rapidly and implicitly functioning
to automatically produce felt experience and action tendencies. Emotions schemes are based on in-wired emo-
tional responses but couple these with learning into more complex internal organizations which include cogni-
tion. In an emotion schematic view of processing people continuously interpret, transform, and derive meaning
out of incoming sensory input (from inside the body or from the environment). These sensations are interpreted
and attached to other sensations and a larger scheme of meaning is formed. The human mind creates responses,
which are aimed at internal satisfaction, as well as harmony with the demands and expectations of the envi-
ronment. The resulting neural activity becomes a schematic structure that, when activated, creates a cascade of
sensorimotor and representational processes that are the core of the flow of the experience. Feeling an emotion
involves experiencing body changes in relation to and integrated with the evoking object or situation, as well
as past emotional learning. In contrast to a cognitive schema, the emotion scheme includes a large component




of nonverbal and affective experience. Emotion schemes form the foundation of the self. Emotion schemes
themselves are not available to awareness. However, they can be understood through the experiences they pro-
duce. Experience is available to awareness, and can be attended to, explored, and made sense of by a process
of attention and reflection. The way we find ourselves to be in a situation, ie: the feeling of what happens, such
as feeling put down, feeling confident or feeling shy, emerges from the dynamic synthesis of implicit emotion
schemes that produce these changing self-organizations as a felt referent. Our experience of these states is then
constructed into what we consciously feel by referring to the bodily-felt feeling of what happens, symbolizing
it in awareness, reflecting on it and forming narratives that explain it thereby creating the self we become in that
moment (GREENBERG & WATSON 2006). We thus are in a continual process of simultaneously discovering
and creating who we are who we are. The involvement of focal attention is required for the processing of au-
tomatic emotional information into explicit experience and into what will be remembered. The use of focused
attention to attend to current bodily felt feelings, to images of the past, and to a painful experience previously
avoided thus is a central method in EFT. In addition, narrative is foundational to the inception of change ex-
periences. Successful self-change involves the articulation, elaboration, and transformation of the client’s life
story. While EFT takes emotion as the fundamental datum of human experience it recognizes the importance of
meaning making, and narrative change and ultimately views emotion and cognition as inextricably intertwined.
Emotion schemes are seen as the major internal structure that organizes experience. Briefly, emotion schemes
are implicit, idiosyncratic internal networks of human experience that serve as the basis for self-organization,
including consciousness, action, and identity (GREENBERG & PAIVIO, 1997; GREENBERG ET AL., 1993).
In particular, complete emotion schemes contain a variety of elements, including situational, bodily, affective,
conceptual and action elements. Dysfunction results when emotion schemes have become maladaptive through
traumatic learning and/or when one or more of the elements of the scheme are not symbolized in awareness
(ELLIOTT ET AL., 2004; LEIJSEN, 1998). The therapist helps clients understand and transform their emotion
schematic experience through careful empathic listening, and evocative or expressive interventions; therapists
also help clients reflect on and reevaluate emotion schematic memories and expose these structures to more
adaptive emotional responses (GREENBERG & PAIVIO, 1997). Another important characteristic of EFT is
it’s process diagnostic approach to both moment by moment emotion and to different in-session emotional
states. With regard to assessment of moment by moment emotions, EFT suggests that these can be organized
into four distinct classes of emotional response — Primary adaptive emotion, Primary maladaptive emotion,
Secondary reactive and instrumental emotion. (GREENBERG & SAFRAN, 1987). These are discussed in
detail in the next paper by HERMANN & GREENBERG (this volume). Given that all emotional experience is
not the same, it follows that different kinds of emotional reactions benefit from different therapist interventions
(GREENBERG & SAFRAN, 1989; GREENBERG & PAIVIO, 1997).

PRINCIPLES OF EMOTIONAL CHANGE

In EFT the central mechanism of the change in the psychotherapy is emotional processing and the emergent me-
aning-making processes. From the EFT perspective change occurs by making sense of one’s emotions through
awareness, expression, regulation, reflection, and transformation of emotion in the context of an empathically
attuned relationship that facilitates these processes. The principles of emotional change are described below
Awareness Awareness of emotion is the most fundamental principle. Once we know what we feel we reconnect
to the needs that are being signaled by emotion, and are motivated to meet our needs. Increased emotional
awareness is therapeutic in a variety of ways. Becoming aware of and symbolizing core emotional experience
in words provides access both to the adaptive information and action tendency in the emotion. It is important to
note that emotional awareness is not thinking about feeling, it involves feeling the feeling in awareness. Only
once emotion is felt does it’s articulation in language become an important component of its awareness. Clients’
ability to articulate what they are experiencing in their inner world is thus a central focus of this treatment. The
therapist works with clients to help the client approach, tolerate and regulate as well as accept their emotions.
Acceptance of emotional experience as opposed to its avoidance is the first step in awareness work. Having
accepted the emotion rather than avoided it the therapist then helps the client in the utilization of emotion. Here
clients learn how to utilize the emotion that they have become aware of and accepted to improve coping. Clients
are helped to make sense of what their emotion is telling them and to identify the goal/need /concern which it
is organizing them to attain. Emotion is thus used both to inform and to move. Therapists model approaching
and valuing of emotion by attuning to clients’ emotionally poignant experience. By making empathically evo-
cative responses to clients’ stories, clients’ attention is pointed towards the emotional poignancy in their life.
Therapists use language carefully in this process, avoiding theoretical talk or external narrative, instead making
empathic conjectures that employ the language of clients’ internal worlds, describing particular not general

experiences, in sensory not conceptual terms. Over time clients learn to attend inwardly and their awareness of
the emotional significance in their experience grows. If emotional experience is blocked, attending inward may
also require gaining more awareness of the bodily felt experience connected to emotion. The safe, accepting
working relationship, free from worry about therapists’ judgment, supports this move inward.

EXPRESSION

Emotional expression has recently been shown to be a unique aspect of emotional processing that predicts
adjustment to such things as breast cancer (STANTON, DANOFF-BURG, CAMERON, BISHOP, COLLINS,
KIRK, SWOROWSKI, & TWILLMAN, ET AL., 2000) and interpersonal emotional injuries, including trau-
ma(GREENBERG & MALCOLM 2002, PAIVIO & NIEUWENHUIS, 2001, PAIVIO, HALL, HOLOWATY,
JELLIS, & TRAN, 2001, FOA & JAYCOX, 1999). Expressing emotion in therapy does not involve the ven-
ting of emotion but rather overcoming avoidance to strongly experience and express previously constricted
emotions (FOA & KOZAK 1986, GREENBERG & SAFRAN, 1987). Expressive coping may help one attend
to and clarify central concerns and serve to promote pursuit of goals. There is a strong human tendency to
avoid painful emotions. Normal cognitive processes often distort emotion and transform adaptive unpleasant
emotions such as sadness and anger into dysfunctional behavior designed to avoid feeling. First clients must
approach emotion by attending to emotional experience. This often involves changing the cognitions governing
their avoidance. Then clients must allow and tolerate being in live contact with their emotions. These two steps
are consistent with notions of exposure. There is a long line of evidence on the effectiveness of exposure to
previously avoided feelings (FOA & JAYCOX, 1998). From the experiential perspective, however, approach,
arousal and tolerance of emotional experience is necessary but not sufficient. Optimum emotional processing
involves the integration of cognition and affect (GREENBERG, 2002; GREENBERG & PASCUAL-LEONE,
1995; GREENBERG & SAFRAN, 1987). Once contact with emotional experience is achieved, clients must
also cognitively orient to that experience as information, and explore, reflect on, and make sense of it. The ef-
fect of emotional arousal in therapy however, also depends on the quality of the working alliance. IWAKABE,
ROGAN, AND STALIKAS (2000) documented that high arousal predicted good session outcome only when
there was a strong alliance. There can be no universal rule about the effectiveness of arousing emotion or evo-
king emotional expression. The role of arousal and the degree to which it could be useful in therapy depends
on what emotion is expressed, about what issue, how it is expressed, by whom, to whom, when and under what
conditions, and in what way the emotional expression is followed by other experiences of affect and meaning
(WHELTON, 2004). Arousal is necessary but not sufficient for therapeutic progress. Recently GREENBERG,
AUZRA AND HERMANN (2007) found that it was the degree of productivity of processing of aroused emo-
tions, rather than arousal alone, that distinguished good from poor outcome cases.

REGULATION

The third principle of emotional processing involves the regulation of emotion. Facilitating the ability
to tolerate and regulate having emotional experience thus is another important change process. It is clear that
emotional arousal and expression is not always helpful or appropriate in therapy or in life and that, for some
clients, training in the capacity for emotional regulation must precede or accompany it. Any benefits believed
to accrue from the intense expression of emotion are generally predicated on the client’s overregulation (over-
control) or suppression of emotion but it is apparent that for some individuals, psychological disorders and
situations emotions are under- or dysregulated (LINEHAN, 1993, GROSS, 1999). Important issues in any tre-
atment then are what emotions are to be regulated and how are they to be regulated. Under regulated emotions
that require down regulation generally are either such secondary emotions, such as despair and hopelessness, or
primary maladaptive emotions such as the shame of being worthless, the anxiety of basic insecurity and panic.
Clients with under-regulated affect have been shown to benefit both from validation and thelearning of emo-
tion regulation and distress tolerance skills (LINEHAN, 1993). The provision of a safe, validating, supportive
and empathic environment helps soothe automatically generated under-regulated distress (BOHART & GRE-
ENBERG, 1997) and helps strengthen the self. Emotion regulation skills involve such things as identifying
and labeling emotions, allowing and tolerating emotions, establishing a working distance, increasing positive
emotions, reducing vulnerability to negative emotions, self-soothing, breathing, and distraction. Regulation of
under-regulated emotion thus involves getting some distance from overwhelming despair and hopeless and/or
developing self-soothing capacities to calm and comfort core anxieties and humiliation. Rather than dwelling
in these activities, positive experience and support are helpful. Maladaptive emotions of core shame and fee-
lings of shaky vulnerability also benefit from regulation in order to create a working distance from these rather




than become overwhelmed by them. Forms of meditative practice and self-acceptance often are most helpful
in achieving a working distance from overwhelming core emotions. The ability to regulate breathing, and to
observe ones emotions and let them come and go are important processes to help regulate emotional distress.
Mindfulness treatments have been shown to be effective in treating generalized anxiety disorders and panic
(KABAT-ZIN, MASSION, KRISTELLER, PETERSON, FLETCHER, PBERT, LENDERKING & SANTO-
RELLI, 1992), chronic pain (KABAT-ZINN, LIPWORTH, BURNEY & SELLERS,

1986), and prevention of relapse in depression (TEASDALE, SEGAL, WILLIAMS, RIDGEWAY, SOULSBY
& LAU, 2000). Mindful awareness of emotions coupled with awareness of breathing is helpful in regulating
symptoms of depression and anxiety and enhances coping. Another important aspect of regulation is developing
clients’ abilities to tolerate emotion and to self-soothe. Emotion can be down-regulated by developing tolerance
and by soothing at a variety of different levels of processing. Physiological soothing involves activation of the
parasympathetic nervous system to regulate heart rate, breathing and other sympathetic functions that speed up
under stress. At the more deliberate behavioral and cognitive levels, promoting clients’ abilities to receive and
be compassionate to their emerging painful emotional experience is the first step towards tolerating emotion
and self-soothing. It appears that simply acknowledging, allowing and tolerating emotion also is an important
aspect of helping regulate it. This soothing of emotion can be provided by individuals themselves, reflexively,
by an internal agency, or from another person. As we have seen self-soothing involves among other things
diaphragmatic breathing, relaxation, development of selfempathy and compassion and self-talk. Soothing also
comes interpersonally in the form of empathic attunement to one’s affect and through acceptance and validation
by another person. Being able to soothe the self develops initially by internalization of the soothing functions of
the protective other (SROUFE, 1996; STERN, 1985). In EFT therapists tus helps clients contain and regulate
emotional experience by providing a soothing environment. Over time this is internalized and helps clients
develop implicit self-soothing, the ability to regulate feelings automatically without deliberate effort.

REFLECTION

In addition, to recognizing emotions and symbolizing them in words, promoting further reflection on emo-
tional experience helps people make sense of their experience and promotes it’s assimilation into their ongoing
self-narratives. What we make of our emotional experience makes us who we are. Reflection helps to create
new meaning and develop new narratives to explain experience (GREENBERG & PASCUAL-LEONE, 1997;
GREENBERG & ANGUS, 2004; GOLDMAN, GREENBERG, & POS, 2005, PENNEBAKER, 1995). PEN-
NEBAKER (1995) has shown the positive effects of writing about emotional experience on autonomic nervous
system activity, immune functioning, and physical and emotional health and concludes that through language,
individuals are able organise, structure and ultimately assimilate both their emotional experiences and the
events that may have provoked the emotions. This clearly involves conscious conceptual processes. Explora-
tion of emotional experience and reflection on what is discovered thus is another important process in change.
Reflection helps make sense of aroused experience. In this process, feelings, needs, self-experience, thoughts
and aims of different parts of the self are identified. How parts of the self are connected can be experienced and
understood. How a condemning self critical voice leads to feelings of shame and depression is understood, and
helps people recognize their agency in the creation of their problematic experience. The meanings of situations
that have evoked emotion are made sense of. The result of this reflection is deep experiential self-knowledge.

TRANSFORMATION

The final and probably most important way of dealing with emotion in therapy involves the transformation
of emotion by emotion. This applies most specifically to transforming primary maladaptive emotions such as
fear and shame (GREENBERG, 2002). This principle of emotional change suggests that a maladaptive emotio-
nal state can be transformed best by undoing it by activating another more adaptive emotional state. SPINOZA
(1967) was the first to note that emotion is needed to change emotion. He proposed that “An emotion cannot
be restrained nor removed unless by an opposed and stronger emotion” (Ethics IV, p.195). Reason clearly is
seldom sufficient to change automatic emergency based emotional responses. DARWIN (1897) on jumping
back from the strike of a glassed in snake, noted that having approached it with the determination not to start
back, that his will and reason were powerless against the imagination of a danger which he had never even
experienced. Rather than reason with emotion one can transform one emotion with another. In time the co-acti-
vation of the more adaptive emotion along with or in response to the maladaptive emotion helps transform the
maladaptive emotion. While thinking usually changes thoughts, only feeling can change emotions. In EFT an

important goal thus is to arrive at maladaptive emotion, not for its good information and motivation, but in order
to make it accessible to transformation. It is important to note that the process of changing emotion with emo-
tion goes beyond ideas of catharsis or completion and letting go, exposure, extinction or habituation, in that the
maladaptive feeling is not purged, nor does it simply attenuate by the person feeling it. Rather another feeling
is used to transform or undo it. Although exposure to emotion at times may be helpful to overcome affect pho-
bia, in many situations in therapy, change also occurs because one emotion is transformed by another emotion
rather than simply attenuating. In these instances emotional change occurs by the activation of an incompatible,
more adaptive, experience that undoes or transforms the old response. This involves more than simply feeling
or facing the feeling leading it to diminish. Rather emotional change occurs by the activation of an incompa-
tible, more adaptive experience that replaces or transforms the old response. FREDERICKSON (2001) for
example has shown that a positive emotion may loosen the hold that a negative emotion has on a person’s mind
by broadening a person’s momentary thought action repertoire. The experience of joy and contentment were
found to produce faster cardiovascular recovery from negative emotions than a neutral experience. FREDE-
RICKSON, MANCUSO, BRANIGAN & TUGADE (2000) found that resilient individuals cope by recruiting
positive emotions to undo negative emotional experiences. Thus in the first instance bad feelings appear to be
able to be transformed by happy feelings, not in a deliberate manner, by trying to look on the bright side, or by
replacement, but by the evocation of meaningfully embodied alternate experience that undoes the physiology
and experience of negative feeling. In grief, laughter has been found to be a predictor of time to recovery.
Thus being able to remember the happy times, to experience joy helps as an antidote to sadness (BONANNO
& KELTNER, 1997). Warmth and affection similarly often is an antidote to anxiety. In depression a protest-
-filled, submissive, sense of worthlessness can be transformed therapeutically by guiding people to the desire
that drives their protest — a desire to be free of their cages and to access their feelings of joy and excitement for
life. ISEN (1999) hypothesized that at least some of the positive effect of happy feelings depends on the effects
of the neurotransmitter’s involved in the emotion of joy on specific parts of the brain that influence purposive
thinking. Mild positive affect has been found to facilitate problem solving. These studies together indicate that
positive emotion can be used to change negative emotion. DAVIDSON (2000) also suggests that the right he-
mispheric withdrawal related negative affect system can be transformed by activation of the approach system
in the left prefrontal cortex. This principle applies not only to positive emotions changing negative ones but to
changing maladaptive emotions by activating dialectically opposing adaptive emotions (GREENBERG 2002).
Thus, in therapy, maladaptive fear, once aroused, can be transformed into security by the activation of more
boundary-establishing emotions of adaptive anger or disgust, or by evoking the softer feelings of compassion or
forgiveness. Similarly maladaptive anger can be undone by adaptive sadness. Maladaptive shame can be trans-
formed by accessing both anger at violation and self-comforting feelings and by accessing pride and self worth.
Thus the tendency to shrink into the ground in shame can be transformed by the thrusting forward tendency in
newly accessed anger at violation. Withdrawal emotions from one side of the brain are replaced with approach
emotions from another part of the brain or vice-versa (DAVIDSON, 2000). Once the alternate emotion has
been accessed it transforms or undoes the original state and a new state is forged. In EFT transformation thus
comes from the client accessing a new emotional state in the session that undoes the old maladaptive emotion.
How does the therapist access new emotions? The therapist attends to subdominant emotions that are currently
being expressed ‘on the periphery’ of a client’s awareness, and helps the client attend to and experience the
more adaptive primary emotions and needs that provide inner resilience. Other methods of accessing new
emotion involve using enactment and imagery to evoke new emotions, remembering a time an emotion was
felt, changing how the client views things, or even expressing an emotion for the client (GREENBERG 2002).
Once accessed, these new emotional resources begin to undo the psycho-affective motor program previously
determining the person’s mode of processing. This enables the person to challenge the validity of perceptions of
self/other connected to maladaptive emotion, weakening its hold on them. The difficulty in changing emotional
experience, and restructuring emotional responses, is that emotional change cannot occur through a rational
process of understanding or explanation, but rather, by generating a new emotional response. EFT works on the
basic principle that people must first arrive at a place before they can leave it. Maladaptive emotion schemes
must be activated in the therapy session in order to change them by accessing other more adaptive emotions.

TREATMENT PRINCIPLES

The treatment principles that guide the therapist’s relational stance and actions (Greenberg et al., 1993;
Elliott et al., 2004) are divided into task and relationship principles. EFT involves a therapeutic style that
combines both following and guiding the client’s experiential process, and emphasizes the importance of both
relationship and intervention skills. Emotion-Focused Therapy is built on a genuinely valuing, empathic re-




lationship and on the therapist being fully present, highly respectful, and sensitively responsive to the clien-
t’s experience. The relationship principles given below involve facilitation of shared engagement in a safe,
task-focused therapeutic relationship, a relationship that is secure and focused enough to encourage the client
to express and explore his or her key personal difficulties and emotional pain.

1. Empathic attunement: enter and track the client’s immediate and evolving experiencing.
2. Therapeutic bond: communicate empathy, caring, and presence to the client.
3. Task collaboration: facilitate involvement in goals and tasks of therapy.

The three relationship principles above provide a model of the optimal client-therapist relationship in EFT the-
rapy. These are matched by the three task principles below that guide the pursuit of therapeutic tasks presented
by clients. These principles are based on the general assumption that human beings are agentic, purposeful or-
ganisms with an innate need for exploration and mastery of their environments. These principles are enacted in
the therapist’s attempts to help the client resolve internal, emotion-related problems through work on personal
goals and within-session tasks.

4. Experiential processing: help the client work in different ways at different times.
5. Task Completion/Focus: focus on, and facilitate client completion of key therapeutic tasks.
6. Self-Development: foster client responsibility and empowerment.

INTERVENTION

Different types of empathy have been delineated ranging from purely understanding responses through,
validating and evocative responses to exploratory and conjectural responses (GREENBERG & ELLIOTT,
1997). Empathic exploration however is the fundamental mode of intervention in EFT. By sensitively atten-
ding, moment by moment, to what is most poignant in clients’ spoken and non-spoken (non-verbal) narrative,
a therapist’s verbal empathic exploration can capture clients’ experience more richly than can clients’ own
descriptions (RICE, 1974). This helps the client symbolize previously implicit experience consciously in awa-
reness. When a therapist’s response ends with a focus on what seems most implicitly alive in a client’s state-
ment, the client’s attention is focused on this aspect of his or her experience. The client is encouraged to focus
on and differentiate the leading edges of his or her experience. This is exemplified in the segment below where
a depressed client is exploring her experience at the end of a romantic relationship:

Client: I keep wondering if he will call,

Therapist: The image I have is of you sitting there waiting for the phone to ring and even
though there is only silence and emptiness it is just so hard to get up and walk

away (evocative empathy) ... somehow hoping he will call. (exploratory)

Client: I keep hoping he will come back (weeping softly)

Therapist: So somehow hoping keeps the door open? (Exploratory)

Client: Yes I guess I have been reluctant to move on ... It makes me feel so sad but I am

beginning to realize there is no point in hanging around.

MARKERS AND TASKS

As the treatment unfolds themes emerge and a focus is developed on underlying determinants of presenting
problems. The process of developing a focus is helped by therapists continuously being attuned to markers of
client process that point to the underlying determinants of different types of difficulties. This is a defining fea-
ture of the EFT approach, that intervention is marker guided. Research has demonstrated that in sessions clients
enter into specific problematic emotional processing states that are identifiable by clients’ in-session statements
and behaviors that mark underlying affective problems and that these afford opportunities for particular types of

effective intervention(GREENBERG ET AL., 1993; RICE & GREENBERG, 1984; GREENBERG, ELLIOTT
& LIETAER, 1994). EFT therapists are trained to identify markers of different types of problematic emotional
processing problems and to intervene in specific ways that best suit these problems.

The following main markers and their accompanying interventions have been identified:

1. P roblematic reactions expressed through puzzlement about emotional or behavioral responses to parti-
cular situations. For example a client saying “on the way to therapy I saw a little puppy dog with long
droopy ears and I suddenly felt so sad and I don’t know why”. Problematic reactions are opportunities
for a process of systematic evocative unfolding. This form of intervention involves vivid evocation
of experience to promote re-experiencing the situation and the reaction to establish the connections
between the situation, thoughts, and emotional reactions, to finally arrive at the implicit meaning of the
situation that makes sense of the reaction

2. An unclear felt sense in which the person is on the surface of, or feeling confused and unable to get
a clear sense of his/her experience, “I just have this feeling but I don’t know what it is” An unclear felt
sense calls for focusing (GENDLIN, 1996) in which the therapist guides clients to approach the embo-
died aspects of their experience with attention and with curiosity and willingness, to experience them
and to put words to their bodily felt sense.;

3. Conflict splits in which one aspect of the self is critical or coercive towards another aspect, for example
a woman quickly becomes both hopeless and defeated but also angry in the face of failure in the eyes of
her sisters, “I feel inferior to them, Its like “I’ve failed and, I'm not as good as you”. Self critical splits
like this offer an opportunity for two-chair work. In this two parts of the self are put into live contact
with each other. Thoughts, feelings and needs within each part of the self are explored and communica-
ted in a real dialogue to achieve a softening of the critical voice and an integration between sides.

4. Self-interruptive splits arise when one part of the self interrupts or constricts emotional experience and
expression, “I can feel the tears coming up but I just tighten and suck them back in, no way am I going to
cry”. In the intervention the interrupting part of the self is made explicit. Clients become aware of how
they interrupt and are guided to enact the ways they do it, be it by physical act (choking or shutting down
the voice), metaphorically (caging), etc., or verbally (“shut up, don’t feel, be quiet, you can’t survive
this™), so that they can experience themselves as an agent in the process of shutting down and then can
react to and challenge the interruptive part of the self.

5. An unfinished business marker involves the statement of a lingering unresolved feeling toward a signifi-
cant other such as the following said in a highly involved manner, “my father, he was just never there for
me. I have never forgiven him, deep down inside I don’t think I’'m grieving for what I probably didn’t
have and know I never will have”. Unfinished business toward a significant other calls for an empty-
-chair intervention. Using an empty-chair dialogue, clients activate their internal view of a significant
other and experience and explore their emotional reactions to the other and make sense of them. Shifts
in views of both theother and self occur and

6. Vulnerability in which the self feels fragile, deeply ashamed, or insecure about some aspect of his/her
experience, “I just feel like I’ve got nothing left. I'm finished. It’s too much to ask of myself to carry
on”. Vulnerability calls for empathic validation. When a person feels deeply ashamed or insecure about
some aspect of his/her experience, above all else, clients need empathic affirmation from the therapist
who must warmly accept the client and both validate and normalize their experience.

Identifying these client markers not only helps focus treatment but also when clients express an in-session
marker this signifies to the therapist that a particular affective processing problem is currently activated and
amenable to intervention. The type of marker alerts the therapist to which intervention will most fruitfully help
resolve the emotional processing difficulty. A treatment focus develops by repeated responses to clients’ present
emotional processing difficulties in the moment from session to session. The focus develops by following what
is most alive and painful. The ultimate goal of treatment and these marker-driven interventions is to Access
primary feelings and in more distressed clients to access maladaptive emotion schemes in order to expose them
to adaptive emotions.




PHASES OF TREATMENT

EFT treatment can be broken into three major phases (GREENBERG & WATSON 2006). The firstphase
of bonding and awareness is followed by the middle phase of evoking and exploring. Finally therapy conclu-
des with a transformation phase that involves constructing alternatives through generating new emotions, and
reflecting to create new meaning.

PHASE 1: BONDING AND AWARENESS. THIS PHASE INVOLVES
THE FOLLOWING FOUR STEPS

1) Attending to, empathizing with, and validating the client’s feelings and current sense of self.
2) Providing a rationale for working with emotion.

3) Promoting awareness of internal experience.

4) Establishing a collaborative focus.

From the first session the therapist deeply holds a therapeutic attitude of empathy and positive regard to
help create a safe environment for the evocation and exploration of emotion that will later take place. In the
early phase of therapy it is also necessary to provide clients with a rationale as to how working with emotion
will help. This supports clients’ collaboration with the aim to work on emotions. For example, the therapist mi-
ght say: “Your emotions are important they are telling you that this is important to you. Let’s work on allowing
them and getting their message”. The therapist also helps the client start approaching, valuing and regulating
their emotional experience. The focus of treatment also begins to be established in this early phase. Therapists
and clients collaboratively develop an understanding of the person’s core pain, and work towards agreement
on the underlying determinants of presenting symptoms. For example, while working with a depressed woman
who had been a single parent for five years, the therapist by following her pain came to focus the client on un-
derlying shame that came from her self contempt for having married a man who had been physically abusive,
and for not having left him the first time he hit her.

PHASE 2: EVOCATION AND EXPLORATION. THIS PHASE INVOLVES
THE FOLLOWING FOUR STEPS

1) Establishing support for emotional experience.

2) Evoke and arouse problematic feelings.

3) Undoing interruptions of emotion.

4) Helping access primary emotions or core maladaptive schemes

During this phase, emotions are evoked, and if necessary, intensified. First however the therapistmust
ensure there is sufficient internal and external support for evoking painful emotions.

Trust, the ability to regulate, sufficient resilience and the capacity to self soothe all are necessary before
evoking emotion. The goal of the evocation and exploration of emotion is to eventually arrive at the deepest
level of core primary emotion. Many techniques can be used to do this such as empathic evocation, focusing,
and gestalt chair dialogues. Before activating emotion, therapists assess the client’s readiness for evoked emo-
tional experiences, and ensure that the client has the internal resources to make therapeutic use of them. Once
assured of this,

EFT therapists during this phase help people experience and explore what they feel at their core. Interruption
and avoidance of emotional experience is also worked through in this phase.

Therapists focus on the interruptive process itself and help clients become aware of, and experience the cogni-
tive (catastrophic expectations), physical (stopping breath), and behavioral (changing the topic) ways they may

be stopping and avoiding feelings (i.e. Therapist: What’s happening now? I see you tighten up. Client: I'm squ-
eezing my stomach and holding my breath. Therapist: Yeah, do it some more to get a sense of how you do this).

PHASE 3: TRANSFORMATION AND GENERATION OF ALTERNATIVES.
THIS PHASE INVOLVES THE FOLLOWING THREE STEPS:

1) Help generate new emotional responses to transform core maladaptive schemes.

2) Promote reflection to make sense to experience.

3) Validate new feelings and support an emerging sense of self

Having arrived at a core emotion the emphasis shifts to the construction of alternative ways of responding
emotionally, cognitively and behaviourally. This is done both by accessing new internal resources in the form
of adaptive emotional responses and reflecting on these to create new meaning. As clients have new experiences
of self they start to create new meanings and self-narratives that reflect a more integrated and stronger sense
of self. The therapist acknowledges and validates clients and helps them use their newly found sense of self-
-validation as a base for action in the world. The therapist and client collaborate on the kinds of actions that
could consolidate the change.

In EFT, the combination of providing a relationship of safety as well being process directive while pursu-
ing in-session tasks leads to a creative tension that makes it possible to combine the benefits of both following
and leading while softening the disadvantages of each. Optimal active collaboration between client and the-
rapist allows each to feel neither led nor followed by the other. It is a synergistic dance. Still, disjunction or
disagreement can occur. In such moments we believe that human compassion offers more hope to another than
the most sophisticated psychological techniques. Therefore the relationship always takes precedence over the
pursuit of a task, and the therapist always defers to the client’s expertise on their own experience. Potential
‘disjunctions’ are closely attended to not only in clients’ verbal statements but also in clients’ subtle nonverbal
behaviour. The therapist constantly monitors the state of the therapeutic alliance and the current therapeutic
tasks in order to balance responsive attunement and active stimulation.




In this approach process is privileged over content, and process diagnosis is privileged over person diagno-
sis. Case formulation is helpful in facilitating the development of a focus and helps fit the therapeutic task to the
client’s goals thereby aiding in the establishment of a productive working alliance. Case formulation involves
the following steps:

1) Identifying the presenting problem and focus for the treatment in collaboration with the client.

2) Listening to and exploring client’s narratives about their presenting problem.

3) Gathering information about client’s early attachment identity-related histories and current relationships.
4) Identifying the painful aspects of client’s experience.

5) Observing client’s style of processing emotional material.

6) Identifying the intrapersonal and interpersonal issues that are contributing to the pain.

7) Confirming this understanding with the client and suggest tasks that will facilitate resolution
of the painful issues.

8) Attending and responding to client’s moment-by-moment processing in the session to guide interventions.

CASE PRESENTATION

At the assessment interview, the client a 39 year woman tearfully reports feeling down and depressed. She
reports that she probably has been depressed most of her life but that the past year has been particularly bad,
that she has not been working, and has fallen into a pattern of rarely leaving the house or answering the phone
or the door. Her relationships with her familyof origin members are difficult, and often painful. Her mother is
an alcoholic with whom she and her three sisters no longer have contact. Her father is a concentration camp
survivor. He has always been emotionally removed from the family, and is often perceived as critical and judg-
mental. There is a history of physical punishment throughout her childhood.

From the exploration of the first session, the therapist has a sense that throughout her childhood and into her
adult life she has often experienced herself as alone and unsupported. She has internalized the critical voice of
her parents and often judges herself to be a failure. Within the context of a physically and emotionally abusive
past she often felt emotionally unsafe and abandoned.

The therapist and client spent the first few sessions establishing the major issues and themes for the client
that were relating to her current depression. The therapist listens, using empathic affirmations, explorations,
and formulations to communicate his understanding to the client. By the end of the third session, the therapist
was confident in his process formulation. In terms of her emotional processing style, the therapist observes
that the client is able to focus on internal experience, particularly in response to therapist empathic responses
that focus her internally. As she reports, however, she tends to avoid (as many people do) painful and difficult
emotions. In fact, there appears to be an identifiable emotional pattern, wherein she moves into helpless and
hopeless states when she starts to feel primary emotions of sadness or anger and in response to her experience
of needs for closeness and acceptance. This can be seen as a form of maladaptive emotional processing. She
also appeared to have internalized self-criticism related to issues of failure that emerged in the context of her
family relationships.

Unfinished business stemming from her early relationship with her father was also evident. She has un-
expressed resentment and sadness towards him that affected her own sense of self-worth. The goal of the
treatment appeared to be to resolve her self-critical conflict split to resolve her unresolved feelings towards her
father In session three, she recounts the history of the relationship with her father.

She describes not having got approval from him: “I believe I’m a bad person, but deep down inside I don’t
think I’'m a bad person ... yeah, I'm grieving for what I probably didn’t have and know I never will have.” The
therapist initiates an empty chair dialogue with her father in this session. In her emotional expression to her
imaginary father in the other chair, she begins to voice the meaning she had attached to interactions with her
father. “You destroyed my feelings. You destroyed my life. Not him completely, my father was — but you did
nothing to nurture me and help me in life. You did nothing at all. You fed me and you clothed me to a certain
point. That’s about it.” The therapist replies; “Tell him what it was like to be called a devil and go to church
every...” She then continued; “It was horrible. He made me feel that I was always bad, I guess when I was
a child. I don’t believe that now, but when I was a child I felt that I was going to die and I was going to go to
hell because I was a bad person.”

By the end of session three, the thematic intrapersonal and interpersonal issues have emergedclearly. They
are clearly embedded in what the client reports as her most painful experience. First, the client has internalized
self-criticism related to issues of failure that emerge in the context of her family relationships. This voice of
failure and worthlessness is initially identified as coming from her sisters but clearly has roots in earlier rela-
tionships with her parents. This becomes more evident later in therapy. Related to her self-criticism and need for
approval is a need for love. Love has been hard to come by in her life. She has learned how to interrupt or avoid
acknowledging this need as it has made her feel too vulnerable and alone. She has learned how to be self-reliant
but this independence has had a price as it leaves her feeling hopeless, unsupported and isolated. This need
for love is related to her unfinished business stemming from her early relationship with her father. She harbors
a great deal of resentment toward her father over his maltreatment of her as a child and she has a tendency to mi-
nimize it as “being slapped was just normal.” She has internalized this as a feeling of worthlessness and as being
unlovable. These underlying concerns lend themselves very clearly to the emotional processing tasks of both
the two-chair for internal conflict splits and to the empty-chair for unresolved injuries with a significant other.

The thematic issues of the therapy continue to be focused on through work on the emotionalprocessing
tasks. In a self-critical dialogue in session four, she connects her bad feelings to the criticism she heard from
her parents. In a dialogue with the critic this voice begins to soften and both her grief over having not been
loved and a sense of worth emerge. “Even though mom and dad didn’t love me or didn’t show me any love, it
wasn’t because I was unlovable, it was just because they were incapable of those emotions. They don’t know
how to — they still don’t know how to love.” The client does not experience the hopelessness that had been so
predominant in her earlier sessions again.

Later in session 7, the client and the therapist work to identify the way in which the client interrupts and
prevents the feeling of wanting to be loved and protect against the pain of having her needs not met. In session
nine she says as her “interrupter” in the other chair she says to herself “You’re wasting your time feeling bad
cause you want them, and they are not there. So it’s best for you to shut your feelings off and not need them.
That’s what I do in my life. When people hurt me enough I get to that point where I actually can imagine, I li-
terally cut them out of my life like I did with my mother.”

They then go on to identify the way in which needing love makes her vulnerable to hurt andpain, and how
interrupting these needs have left her vulnerable to isolation and aloneness. In sessions seven through nine,
the client continues to explore the two different sides to her experience: the critic that attempts to protect her
through controlling and shutting off needs and the experiencing self that wants to be loved and accepted. She
continues to define and speak from both voices and expresses a range of sadness, anger, and pain/hurt. The
hopelessness that was so dominant in the early sessions now is virtually non-existent. The voice that wants love
and acceptance becomes stronger and the critic softens to express acceptance of this part of her. At the same
time she is feeling much better and activation of her negative feelings decrease.




The other main theme of the therapy is her interpersonal issue with her father with whom she feels hurt,
angry, worthless and unloved. In a key dialogue in session three she speaks to her father:

C: It hurts me that you don’t love me-yea-I1-guess, you know, but ... I’'m angry at you and I needed love and you
weren't there to give me any love.”

She later tells the image of her father about her fear:

C: I was lonely. I didn’t know my father. My father-all I knew you as, was somebody that yelled at me all the
time and hit me. That’s all-I don’t remember you telling me you loved me or that you cared for me or that you
thought that I did well in school or anything. All I know you as somebody that I feared.

T: Tell him how you were afraid of being hit.

C: Yes, and you humiliated me. I was very angry with you because you were always hitting me, you were so
mean and I heard Hitler was mean, so I called you Hitler.

Later in the session, she describes how she interrupts her painful sense of feeling unloved

C: The only way I can handle it is by making a joke of it because it helps-it helps because when I'm too serious
about it, I become so depressed I can't function. So I learned to laugh about it and you know I have that
sarcastic humor and sort of jaded eye I guess about things.

T: Because underneath the laugh I guess there’s a lot of hurt and a lot of hate.
She continues expressing her anger in an unfinished business dialogue:

C: I hate you. I hate you, there’s no doubt about that in my mind. I've hated you for years. It angers me when
[ see you at family functions and I don't feel good being there and you act like nothing ever happened.

Later on in the session, she expresses pain and hurt at her father’s inability to make her feel loved: “I guess
I keep thinking that yea, you will never be a parent, that you would pick up the phone and just ask me how I'm
doing. It hurts me that you don’t love me-yea-I guess, you know.” She ends the session with a recognition that
what she needed was acceptable. “I needed to be hugged once in a while as a child or told that I was OK. I think
that’s normal”.By accessing both pride and anger and grieving her loss, her core shame is undone (GREEN-
BERG, 2002). The client thereby begins to shift her belief that her father’s failure to love her was not because
she was not worth loving. She says to him in the empty chair. “I’m angry at you because you think you were
a good father, you have said that you never hit us and that’sthe biggest lie on earth, you beat the hell out of us
constantly, you never showed any love, you never showed any affection, you never ever acknowledged we were
ever there except for us to clean and do things around the house”.

Having processed her anger and her sadness and transformed her shame she takes a more compassionate
and understanding position to her father. In an empty chair dialogue with her father in session 10 she says “I un-
derstand that you’ve gone through a lot of pain in your life and probably because of this pain, because of the
things you’re seen, you’ve withdrawn. You’re afraid to maybe give love the way it should be given and to get
too close to anybody because it means you might lose them. You know and I can understand that now, whereas
growing up I couldn’t understand.”

She is also able to continue to hold him accountable for the ways that he disappointed and hurt her while
also allowing her compassion to be central in the development of a new understanding of his inner struggles.
“You know [being a concentration camp victim] had a real impact on you. Instead of being a teenager, you’re
a prisoner of war. It obviously had a lasting impact on you and then as life went on and you know your marriage
ah you know, I'm sure in the beginning it was good, you know I think at one point, mom and dad did at one
point really love, um, each other, but I think with my mother’s drinking, and maybe with some of the anger that
you had about your life, and then you lost your child, your son, that um, your way of dealing with things was to
be cold, to be unfeeling, to not be supportive, not that you didn’t want to be. I don’t think you know how. I can
really understand or I can try to feel your pain and understand that ah, you did the best you could knowing what

you knew”. In talking about the dialogue at the end of the session, the client says “I feel relief that I don’t have
this anger sitting on my chest anymore”. The client goes on to describe how she can now accept that he doesn’t
have more to give. This leads to feelings of pride and then joy for having overcome these feelings. Her shame-
-based core maladaptive belief that “I am not worth loving” has shifted to include the emotional meaning that
her father experienced his own pain in his life and that this pain led him to be less available to behave in loving
ways toward her or her sisters. Needing to be loved no longer triggers hopelessness and giving voice to her
strong emotions has validated that she is worth loving, and that she can manage with what her father has to offer
at this point in her life. A greater ability to communicate her needs, to protect herself from feeling inadequate
and to be close to her sisters has also developed.

CONCLUSION

The effectiveness of short-term EFT for individuals has been demonstrated in several research projects.
EFT is an effective treatment for both depression and emotional trauma (see Greenberg &Watson 2006 for
a review, Goldman, Greenberg, & Angus, 2006). EFT activates emotion during treatment in order to make
deep change in automatically-functioning emotionschemes that are frequently the sources of problems. EFT
combines both following and guiding clients’ experiential process, while emphasizing the importance of both
relationship and intervention skills. It takes emotion as the fundamental datum of human experience, but also
views emotion and cognition as inextricably intertwined and important to meaning making. Ultimately EF-
T’s central focus is on accessing and utilizing adaptive emotional functioning within individuals to promote
growth and change.
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HRANICE V PSYCHOTERAPII A PORADENSTVE: PRISTUP ZAMERANY

NA CLOVEKA V PRACI S DETMI A ADOLESCENTMI
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Prispevok sa zameriava na tému hranic v psychoterapii a poradenstve v PCA v praci s det'mi a adolescent-
mi a zasadzuje ju do SirSieho kontextu prace s hranicami v psychoterapii. Vychddzajic z odbornej literatiry aj
vlastnej praxe autorky navrhujui vlastnd definiciu hranic. Prezentuji rozdiel medzi prekratovanim a ndsilnym
naruseniam hranic v psychoterapii a poradenstve. Pontkaji pohl'ad na tému hranic z hl'adiska filozofie PCA
a $pecifik prace s det'mi a adolescentmi. BliZSie sa venuji zaddvaniu hranic v hrovej terapii zameranej na diet’a,
dévodom, sposobom a situdcidm, v ktorych sa hranice zaddvaji. Ddvaji do suvislosti hranice a zachovadvanie
dovernosti pri praci s adolescetmi a ich rodi¢mi. Na zdver ukazuji moZnosti priace s emdciami v sdvislosti
s hranicami a priklady prdce z hranicami z psychoterapie deti a adolescentov.

KTicové slova: hranice, psychoterapia zamerand na ¢loveka, deti a adolescenti, hrova terapia, emdcie
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BOUNDARIES IN PSYCHOTHERAPY AND COUNSELING:

PERSON-CENTRED APPROACH WITH CHILDREN AND ADOLESCENTS

Article focuses on boundary issue in psychotherapy and counseling in PCA with children and adolescents
and fits it into the wider context of boundary management in psychotherapy. Based on litarature and own practi-
se authors suggest their definition of boundaries. They present difference between boundary crossing and boun-
dary violations in psychotherapy and counseling. They offer view of boudary issues from stadpoint of PCA and
specificities of working with children and adolescents. Closely they look to limit setting in child-centred play
therapy, to reasons, methods and situations, in which limits are set. They make connection between boundaries
and keeping confidentiality when working with adolescents and theit parents. Finally they show possibilities of
working with emotions in regard to boundaries and examples of boundary management in child and adolescent
pychotherapy.

Key words: boundaries, person-centred psychotherapy, children and adolescents, play therapy, emotions

uvoD

Préaca s hranicami v psychoterapii a poradenstve je ddlezita téma, ktora tizko sivisi so vztahom s klientom
aj s etickymi principmi. Psychoterapia s ciel'ovou skupinou deti a adolescentov ma svoje Specifikd vyplyvajice
z vyvinového hl'adiska, zo socidlneho postavenia deti a dospelych a z pravnych a inych stvislosti prace s det'mi
vo vzt'ahu k ich rodi¢om. Specifiké préce s detmi a dospelymi sa prendsajii aj do témy hranic v psychoterapii.

HRANICE V PSYCHOTERAPII A PORADENSTVE

Koncept hranic nevyhnutnych pre lieCebny proces vychddza z psychoanalyzy a ambulantnej psychodyna-
mickej psychoterapie (Simon, Williams, 1999). V literattre existuje viacero definicif hranic a viacero pristupov,
ako sa s hranicami nardba. Uvddzame nasledujice uchopenie hranic:

- hranice ako ramec definujuci role a procesy, ktoré odliSuju poradenstvo od inych vzt'ahov, kontext pora-
denstva, Struktdra poradenstva v zmysle vymedzenia ¢asu, miesta a peniazi (Paton, 2006),

- hranice ako rozdiel medzi osobou terapeuta a jeho profesiondlnou identitou. Takto zadefinovand hranica
vymedzuje priestor psychoterapie, ktory udrzuje klienta aj terapeuta bezpecne vo svojej role (Sarkar,
2009),

- hranice ako rozhranie prijateI'ného spravania (mysli sa spravania terapeuta) (de Sousa, 2010),

- hranice ako rozhranie prijatelného spravania klienta (téma typickd pri praci s detmi, pricom dlohou
terapeuta je zaddvanie hranic) (napr. Landreth, 1991, Axline, 1969),

- hranice ako limity a hrany, ktoré nds definuji ako oddelenych od inych I'udi, davaji ndm jasnejsi pocit
seba samého a naich vztahov s inymi l'udmi (Katherine, 1991 in Schwarz, Flowers, 2007). Takto cha-
pana hranica definuje mieru blizkosti vo vztahu.

Vychddzajic z odbornej literatdry a vlastnej praxe chdpeme hranice v psychoterapii ako vymedzenie
priestorového, Casového a situacného kontextu, v ktorom sa terapia deje a pre obe strany prijatel'né vymedzenie
vzajomného vztahu terapeuta a klienta v zmysle ich vzdjomnej blizkosti a spravania. Udrziavat terapeuticky
proces v ramci hranic je dlohou terapeuta. Aj ked je doleZité, aby vzdjomna blizkost a spravanie boli prijatel'né
pre obe strany, zodpovednost’ za terapeuticky rdmec a udrziavanie hranic je na strane terapeuta.

Nardbanie s hranicami v procese psychoterapie je zdvislé od réznych psychoterapeutickych pristupov.
s hranicami. Podl'a Rogersa (2000, str. 236) ,,...hranice maji pozitivnu hodnotu, pretoze davaji terapeuticke;j
situdcii urditd Struktdru a tym redukuji potencidlnu tzkost', ktord z nej moze vyplyvat'.” Ich désledné uplatiio-
vanie podporuje konzistentnost’, ¢o zvysuje bezpecCie a istotu klienta aj terapeuta. Okrem uznania ddleZitosti
hranic d’alej s tymto konceptom nepracuje. Vieobecne humanisticky orientované terapeutické pristupy st po-
vazované (Korchin, 1976 in Williams, 1997) za smery, ktoré namiesto udrziavania hranic medzi terapeutom
a klientom ich skor strhavaju. Uvol'nenie hranic sa tyka najmé sebaodhalenia terapeuta, tieZ nabadania klientov,
aby volali terapeutov prvym menom, nevylucuje sa ani objimanie klientov alebo stretnutia sa mimo kanceldrie
(Williams, 1997).

V psychoterapeutickej praci sa rozliSuje tématizovanie hranic, prekroCenie hranic a nésilné naruSenie
hranic. Tématizovanie hranic zahina situdcie, v ktorych sa hranice stavajui témou terapeutického rozhovoru. St
v terapii kl'i¢ové (Simon, Williams, 1999). Uspeiné tématizovanie hranic zlepSuje terapeuticky vzt'ah a ddva
priestor k rozhovoru o témach, ktoré stivisia s tym, ako klient funguje vo vztahoch s inymi l'ud'mi. Prekroenie
hranic sa deje, ked terapeut prekrodi hranicu alebo dovoli prekroGit” hranicu klientovi. M4 byt sti¢astou dobre
zvazenej lieCebnej stratégie a vtedy zvySuje terapeuticky ucinok (Lazarus, Zur, 2002 in Zur, 2004). Ak ddjde
k prekroceniu hranic ako nésledok zlyhania terapeuta, tématizovanie situdcie moze opitovne zabezpecit’ tera-
peuticku efektivitu (priklad takejto situdcie je uvedeny na konci ¢lanku). Ndsilne naruSenie hranic je situdcia,
v ktorej terapeut nejednd v zdujme klienta ale vo svojom vlastnom a zneuZiva klienta na vlastné tcely. Je to




neetické spravanie, prikladom su sexudlne vztahy s klientmi.

V stvislosti s prekracovanim hranice sa v literatire uvddza tzv. argument Sikmej plochy, (Gutheil, Gab-
bard, 1998, Zur, 2004), ¢o je rozsirend a nepodloZena viera v to, Ze akékol'vek vybocenie z presne stanovenych
hranic a pravidiel, povedie k zdvaZznym a ndsilnym naruSeniam hranic. Ako protiargument k tejto viere zdo-
raziuje Lazarus (2004) potrebu ku flexibilite, ktora vyplyva z individudlnych rozdielov jednotlivych klientov.
Striktné drzanie sa pravidiel mozZe podl'a neho viest’ k tomu, Ze terapeut minie svoju Sancu klientovi pomdct’.

HRANICE V PRACI S DETMI A ADOLESCENTMI

Terapeuticka prica s det'mi a adolescentmi ma svoje Specifika, ktoré sa prendsaji aj do témy hranic v psy-
choterapii. Detska terapeutka je konfrontovand s témou hranic Castejsie, pretoZe deti su v porovnani s dospely-
mi Casto spontannejsie, rychlejsie, skdr konaji ako hovoria a st menej zZité so socidlnymi normami. Naro¢nost’
témy hranic v terapeutickom procese vyplyva aj z toho, Ze deti a adolescenti si do terapie privddzani kvoli
konfliktnym vzt'ahom s dospelymi, objavuje sa netictivé spravanie, vzbura ¢i vyhybanie sa dospelym. Postave-
nie terapeutky ako zastupkyne dospeldckeho sveta moZe byt preto komplikované. Ked'Ze terapeuticky proces
zavisi od prezivania klienta vo vztahu s terapeutkou, vytvdranie vztahu v momentoch, kedy je dieta alebo
adolescent blizko hranice alebo prekracuje hranicu, je mimoriadne ddleZité. Naroc¢né je tieZ to, Ze zapojenie
rodiCov v psychoterapii ¢asto rozmazava terapeutické hranice a témy stvisiace s dovernost'ou (de Sousa, 2001).

Praca s hranicami sa ststredi na rozdielne kl'i¢ové témy a rozdielne rieSenia pri terapii deti (postavenej na
hre) a pri terapii adolescentov (postavenej na rozhovore).

HRANICE V HROVEJ TERAPII

Pri hrovej terapii byvaji najcastejSie situdcie, kedy diet'a naraza na hranice prijateI'ného a neprijate'ného
sprdvania, pri¢om ulohou terapeuta je zadanie hranice (angl. limit setting).

Dovody pre zadanie terapeutickej hranice v hrovej terapii st podl'a Landretha (1991, str. 213-220) nasle-
dujice (uvddzame v plnom zneni s upravenym bliz§im vysvetlenim):

1. HRANICE POMAHAJU ZAISTIT FYZICKU A EMOCIONALNU BEZPECNOST DIETATA.

Nedovolit’ dietat'u ublizovat’ samému sebe, ¢i zastavit’ aktivity, pri ktorych by k ubliZeniu mohlo dojst’, je
zakladnou hranicou. Emociondlnu bezpecnost’ Landreth (1991) popisuje v stvislosti s pocitom bezpecia, ktoré
diet'a zaziva v prostredi, ktoré je predvidatel'né, zaroven hranice chrania dieta pred pocitmi viny, ¢i tizkosti
z toho, Ze terapeutovi ubliZilo.

2. HRANICE CHRANIA EYZVICKL'J POHODU TERAPEUTA A NAPOMAHAJU
AKCEPTOVANIU DIETATA.

Terapeut by mal véas zastavit’ akékol'vek spravanie diet'at’a, ktoré by v iom mohlo vyvolat’ pocity hnevu
¢i uzkosti, pretoze diet’a ich bude vnimat’. Ak sa tieto pocity v terapeutovi objavia aj v situdacidch ako napriklad
bezny neporiadok v terapeutickej miestnosti, terapeut by mal pozorne preskimat’ svoju vlastni motivaciu za-
dania hranice.

3. HRANICE ULAHCUJU ROZVOJ ROZHODOVANIA SA, SEBAKONTROLY
A ZODPOVEDNOSTI DIETATA.

Zaddvanie hranic nepotlauje pocity dietata, ale poskytuje mu moznost’ rozhodnit’ sa, ¢i bude konat
impulzivne podl’a nich a ponesie si za to zodpovednost’.

4. HRANICE ZAKOTVUJU STRETNUTIE V REALITE A ZDORAZNUJU TU A TERAZ.

Deti sa Casto v hrovej terapii pohybuji vo svojej fantdzii, kde je vSetko mozné. Hranice zabezpecia, Ze
zéazitok hrovej terapie ma kvalitu skutoéného Zivota. Tym sa dosahuje prenesenie skisenosti z terapie aj mimo
terapeutickej miestnosti. V. Axline (1969) v tejto suvislosti hovori o zamedzen{ vytvorenia mylnej predstavy
diet'at’a o tom, Co je prijatel'né spravanie.

5. HRANICE PODPORUJU KONZISTENTNOST V PROSTREDI
TERAPEUTICKEJ MIESTNOSTI.

Konzistentnost’ v terapeutickom vztahu pomaha diet’atu citit’ sa bezpe¢ne a vdaka tomu rast’. Konzisten-
ciou terapeut ddva najavo vol'u do vzt'ahu investovat’ a potvrdzuje redlnost’ svojich pocitov a postojov.

6. HRANICE UCHOVAVAJU PROFESIONALNY, ETICKY A SOCIALNE AKCEPTUJUCI VZTAH.

7. HRANICE CHRANIA TERAPEUTICKU MIESTNOST A JEJ ZARIADENIE.

Obmedzen{ a hranic by malo byt pre diet'a v hrovej terapii ¢o najmenej. Napriek tomu su situdcie, kde je
zadanie hranice z vysSie uvedenych dovodov nevyhnutné. Tri zdkladné pripady, v ktorych sa hranice zaddvaju,
su: ni¢enie hraciek, ubliZzovanie sebe alebo rodicovi (v pripade ak rodic je v roli terapeutky vo filidlnej terapii),
Casovy limit (Bratton et al., 2006). Okrem tychto neodskriepiteI'nych dévodov pre zadanie hranice, sa v praxi
terapeutky vyskytne viacero situdcii, v ktorych nad zadanim hranice uvazuje. Terapeutka by uz pred zacatim
terapie mala mat’ jasno v tom, ktoré situdcie su prijateI'né a ktoré nie, aby mohla efektivne a rychlo reagovat’
(Lenicka, 2009).

PRI ZADAVAN| HRANIC V HROVEJ TERAPII SA POUZ{VA LANDRETHOV TROJKROKOVY
SPOSOB ZADAVANIA HRANIC, KTORY ZAHRNA:

- krok 1. Potvrdenie pocitov, Zelani a potrieb dietat’a,
- krok 2. vyslovenie hranice,
- krok 3. zacielenie spravania na akceptovatel'né aktivity (Landreth, 1991, s. 222-3).

Ciel'om takéhoto zadania hranice je nielen zastavit’ spravanie, ale aj vyjadrit’ porozumenie emdcii a po-
moct’ najst’ klientovi sposob, akym tito emdciu v ramci terapeutickych hranic vyjadri. Potvrdenie pocitov,
Zelanf a potrieb diet'at’a je preukdzanim stdleho zdujmu a ich vyslovenie ,,ukazuje klientovi, Ze je pocuty a ak-
ceptovany bez hodnotenia. Vyslovenie hranice md neutralnu, neobvinujicu formu, pricom hranica nie je vol'ou
ani zodpovednostou terapeutky ale faktom (napr. ,,Stena nie je na kreslenie.” ,,Do I'udi sa nekope.”) Zacielenie
na akceptovatel'né aktivity otvara klientovi mozZnost’ rozhodniit’ sa, kam mdze nasmerovat’ svoje spravanie,
respektive ako mdZe naplnit’ potrebu, Zelanie, ¢i pocit. Vhodne podané moznosti potvrdzuji v klientovi, Ze te-
rapeutka mu rozumie (napr. neddva moznost ist’ si kreslit’, ked diet’a potrebuje vyjadrit’ hnev biichanim a pod.)

HRANICE V PRACI S ADOLESCENTMI

I ked aj v praci s adolescentmi sa objavujt situdcie, kedy terapeutka zaddva hranice prijateI'ného spravania,
omnoho Castejsie je nardbanie s hranicami, ktoré sivisia s dovernostou terapeutického vztahu. Objednavatel-
mi terapeutickych sluzieb byvajui zviacsa zakonni zastupcovia diet'at’a. Preto pri praci s detmi a adolescentmi
ma vyznamné miesto vytvaranie a rozvijanie korektného starostlivého terapeutického vztahu, v ktorom treba
mat’ oSetrené aj vstupovanie socidlneho prostredia klienta.




TERAPEUTKA BY MALA MAT PREIDISKUTOVANE S0 ZAKONNYMI ZASTUPCAMI
A'S KLIENTOM NASLEDUJUCE TEMY:

- transparentnost’ komunikécie (terapeutka nebuduje tajné spojenectvo s rodi¢om, v ktorom nieco diet’atu
zatajuje — otvorene s dietat’om preberd, ¢o sa o nom dozvedela od rodic¢a, ¢o bude s rodicom preberat’ na
ich stretnuti a pod.)

- zhrnutie informdcii namiesto detailného popisu (terapeutka udrziava rovnovdhu medzi pravom dietat’a
na stkromie a pravom rodi¢a na informacie o ciel'och a napredovani terapie),

-dovody porusenia mlcanlivosti (napr. ked dietatu je ublizované, ked si dieta ubliZuje,
zhorSeny zdravotny stav a pod.),

Okrem toho sa v praxi osvedCuje mat’ prvé stretnutie so zdkonnym zdstupcom a diet'atom ¢i adolescen-
tom terminovo oddelene. Ak toto nie je mozné, dietat'u vysvetlime, ¢o budeme s rodi¢om preberat’, kym bude
v Cakdrni a zdroven ho obozndmime, o ¢om sme sa dozvedeli. Pocas hodinovej konzultacie je nevyhnutné,
aby sa terapeutka plne sustredila na informdcie ziskané od rodica, a zdroven aby prediskutovala vymenované
situdcie. Predpokladom tspesnej terapie je vytvorenie dovery vo vzt'ahu so zakonnymi zdstupcami a diet'atom
aj bezprostredne v procese, napr.: je ulohou terapeutky taktne zastavit' rodica, ktory rozprava o svojom diet’ati
v Cakdrni pred nim, terapeutka by nemala byt’ v dudlnych vzt'ahoch s diet'atom a pod. Zaroven su to témy, kde
sa hranice dotykaju aj etiky prace s klientom.

HRANICE VO FILIALNEJ TERAPII

Filidlna terapia je Specidlny tréning rodi¢ovskych zru¢nosti, v ktorom sa rodi¢ia ucia ako prejavit’ dietat'u
zdujem, porozumenie, ako posilnit’ sebavedomie a ako stanovit’ a hlavne ustat’ hranice. Ulohou rodi¢a je raz
tyzdenne mat’ so svojim diet'atom spolocné stretnutie alebo hrovi polhodinku (podla veku diet'at’a), pocas
ktorej je rodiC v roli terapeutky a vyuZiva naucené zrucnosti.

V desat'tyzdiiovom Landrethovom programe filidlnej terapii s ndzvom Terapia vztahu rodica a dietat'a
(Child Parent Relations Therapy), sa t€éma hranic objavuje na troch stretnutiach. Rodi¢ia sa ucia jasne a transpa-
rentne zadavat hranice, pricom odliSenie, €o je a ¢o nie je prijatel'né spravanie, ako aj ,,spravne nacasovanie* st
nosnymi témami. Rodica deti vo veku 3 az 12 rokov rozliSuju zaddvanie hranic uz v spominanych troch typoch
situdcii: nienie hraciek, ubliZovanie sebe alebo rodi¢ovi, casovy limit (Bratton et al., 2006). V ciel'ovej skupine
rodicov adolescentov (11,12 aZ 17 ro¢nych) sme zaviedli okrem tychto hranic eSte hranicu na zabezpecenie
spolo¢ného kontaktu (pocas spolo¢ného stretnutia rodic¢a s dietat’om sa nepouziva pocita¢, mp3, mobil a pod.).

Zamerom pri téme hranic v tréningovej praci s rodi¢mi je poukdzanie na to, ako hranice stvisia so stabili-
tou a istotou vo vzt'ahoch. Deje sa to nielen vysvetl'ovanim a podporou rodicov v situdciach, kedy je pre nich
ndro¢né hranice ustat’, ale aj stabilnym narabanim s hranicami v tréningovej situdcii. Preto je nevyhnutné mat’
pevny termin skupinovych stretnut{ s rodi¢mi, dodrziavat’ za¢iatok, koncit’ presne a pod.

HRANICE A PRACA S EMOCIAMI

S témou hranic stvisi aj mnozstvo emdcii, priom ich Sirka, hlbka, ¢i réznorodost’ nepozna obmedzenia.
Deti a adolescenti si prostrednictvom bytia v psychoterapeutickom vzt'ahu za¢inaji emdcie viac uvedomovat’,
spritomnuju si ich, prezivaju ich, orientuju sa v nich a za¢inajd ich ovladat’.

DETI A ADOLESCENTI PRICHADZAJU DO TERAPIE SO SKUSENOST,OU, AKO QOSPELI’

S HRANICAMI NARABAJU. NA ROZDIEL OD TERAPEUTICKEJ SITUACIE V BEZNOM
ZIVOTE SA NEODLISUJE SPRAVANIE 0D EMOCIi. DOSPELI CASTO ROBIA NASLEDUJUCE
CHYBY:

- zaddvaju hranice prili§ skoro — sposobujui tym, Ze energia vychddzajica z pdvodného pocitu, potreby je
zastavend a odkazom pre diet’a je: nereSpektujem tvoje pocity, nereSpektujem teba,

- nev§imaju si konanie diet'at’a — spdsobuju tym, Ze diet'a vystupriuje svoje preZivanie a spravanie s cielom

ukdzat’ dospelému, ¢o sa mu deje a odkazom pre diet’a je: nie si pre mna doélezity, nezaujimas ma,

- neddsledné nardbaju s hranicami — sposobuji tym neistotu vo vzt'ahu, vystupniované spravanie diet'ata,
zmitok, odkazom pre diet’a je striedavo: nereSpektujem t'a a nie si pre mna dolezity,

ZAKLADNYM NASTROJOM PRE PRACU S EMOCIAMI V (NIELEN) NA CLOVEKA ZAMER-
ANEJ TERAPII JE EMPATICKE POROZUMENIE, EMPATICKE POROZUMENIE UZKO SUVISI
SO ZADAVANIM HRANIC NASLEDUJUCIMI SPOSOBMI (LENICKA, 2009):

- terapeutka sa snazi porozumiet’ pocitu, tiZbe alebo potrebe, ktoré diet'a vedie k spravaniu prekracujice-
mu hranicu a komunikuje ho,

- terapeutka sa snazi porozumiet’ pocitu, ktory zadanie hranice vyvolalo a komunikuje ho,

- terapeutka sa pomocou zaddvanie hranic snazi vytvorit prostredie, v ktorom ona sama dokdze

byt voci diet'at'n empaticka.
Je ddlezité venovat’ sa emociondlnemu preZivaniu klienta kratko pred priblizenim sa k hranici, pocas pre-
kraCovania, zaddvania alebo tematizovania hranice a ndsledne aj po zadanf{ hranice. V nasledujicich ukdzkach

z hrovej terapie popisujeme 4 sposoby pribliZzenia sa k hranici z pohl'adu diet'ata aj terapeuta. Priklad tvori
situdcia pred tym, ako diet'a pred¢asne ukonéi terapiu a odide z terapeutickej miestnosti.

1. DIETA S| JE VEDOME SVOJHO ZAMERU, TERAPEUTKA ZACHYTAVA
PREZIVANIE DIETATA.

Ak terapeutka dokdze vyjadrit’ porozumenie a ndjde vyznam, dieta pociti, Ze mu terapeutka rozumie. To moze
sposobit’ pribliZzenie vo vzt'ahu a zaroveni pomenovanie emdcii a potrieb pomaha diet’at'u naplno ich prezit’.

Priklad:

D: ,,..moja mamina tam sedi?

T: ,,..rozmyslas, ¢i ta tam mamina cakd...*

D: ,,...no, hej...ja by som chcel ist’ za nou...*

T: ,,..hm...zdd sa, Ze potrebujes vediet’, Ze tam naozaj je...“
D: ,,...hej, bojim sa, ¢i ndhodou neodisla...*

(Diet’a potrebuje uistenie, ¢i ho tam ¢akd mama, terapeutka zachytdva vyznam a vyjadruje porozumenie).

2. DIETA SI JE VEDOME SVOJHO ZAMERU, TERAPEUTKA NEDOKAZE ZACHYTIT
PREZIVANIE DIETATA.

V takychto okamihoch terapeutka skor stopuje ¢innost’ bez uchopenia vyznamu. Diet’a vie, ¢o potrebuje, hovori
o svojich zdmeroch a konani napriek tomu, Ze jeho vyroky st neusporiadané, bez stvislosti.

Priklad:

D: ,,...Coto bolo?

T: ,,..zdd sa, Ze ta nieco vyrusilo...”
D: ,,..kolko mdme este casu?“

T: ,,...potrebujes vediet', kol’ko ti eSte ostdva casu do konca...*




D:,,..hm....uZ som hladny...“

(Diet’a sa obdva, ¢i ho tam ¢akd mama, no otvorene o tom nehovori a terapeutka nedokaze zachytit' vyznam).

3. DIETA SANEVYZNA V TOM, CO SAV NOM DEJE, TERAPEUTKA DOKAZE
ZACHYTAVAT PREZIVANIE.

Deti sa Casto nevyznaji v tom, ¢o sa v nich deje, skor konaju, prejavuju sa. Terapeutka sa reflektovanim a sto-
povanim snazi porozumiet’ dietat'u, ¢im zdroven pomdha diet'at'u postupne ziskat’ vhl'ad do svojho preZivania.

Priklad:

D: (pri kreslent zrazu diet'a zdvihne hlavu a pozerd sa smerom k dverdm)
T: ,, ..pozerds sa smerom k dverdm...*

D: ,,..kto je vonku?...“

T: ,,..zapocul si nejaké zvuky, rozmysl'as, kto by to mohol byt ...*
D: ,,...a kam isla mamina? “

T: ,, ..zdd sa, Ze sa bojis, ¢i ta tu mamina cakd...*

(Diet'a preZiva neistotu, terapeutka dokdze zachytdavat’ vyznam.)

4. DIETA SANEVYZNA V TOM, CO SAV NOM DEJE, TERAPEUTKA SA NEDOKAZE NALADIT
NA PREZIVANIE DIETATA.

Dieta mdZe pocitovat’ neistotu, zmétok, nerozumie tomu, ¢o sa v iom deje, ma nutkanie nie¢o urobit’. Tera-
peutka sa snaZ{ zachytit’ vyznam, kedZe je dieta ete vzdialené svojim pocitom, potrebam, aj terapeutke sa na
neho t'azko naladuje.

Priklad:

D: (diet'a sa hrd s rodinkou bdbik) ,, ...tak a ty si sadni sem, ty chod’ do izby a ja za chvil'u prinesiem veceru...
T: ,,..kaZdému si povedal, ¢o md urobit ...*

D: (zrazu sa prestane hrat’ a zosmutnie)

T: ,,..prestal si sa hrat', zdd sa, Ze ti prislo smutno...*

D: (prikyvne hlavou a ide sa schovat’ do stanu)

T: ,, ..radsej sa ides schovat ...

(Dieta preziva zmitok, je mu aj prijemne v hernicke, a zaroven rozmysl'a nad tym, ¢i ho mama ¢aka, bojf sa,
Ze tu nie je, aj by chcelo ostat’ tu, aj ist’ von, aj sa hrat’.)

Niekedy je zjavné, Ze sa diet’a bliZi k hranici a chystd sa ju prekrocit’, inokedy to zo situdcie ¢i sprava-
nia dietat’a vobec nevyplyva. DolezZité je, aby terapeutka neurychl'ovala zaddvanie hranic. Iba ich dosledné
uplatfiovanie mdZe terapeutickej situdcii prospiet’. A pod pojmom uplatiiovanie hranic rozumieme aj ich neza-
ddvanie v situdcidch, kym nie st porusSované. Terapeutka ukazuje doveru v klienta aj sprdvnym nacasovanim
zadania hranice, ¢o je vtedy, ked pride k jej poruseniu.

Prezivanie dietat’a pri zadani hranic mdZe byt pokojné, ale aj burlivé. Do terapeutického procesu patri

aj vyjednavanie, manipuldcia, zmitok, hnev, zirivost ale aj smutok ¢i pokojné reSpektovanie zadanej hranice.
Komunikovanie empatického porozumenia mdze pomoct’ diet’at'n sa upokojit’ a zaroven citit’, Ze nie su s tera-
peutkou v konflikte, aj ked hranicu zadala.

Pri préci s hranicami je dolezité pracovat aj s vlastnymi emdciami terapeutky, pretoZe mézu byt zdrojom
informécii o tom, ¢o sa vo vztahu prave deje. Pracou s emdciami rozumieme otvorené sledovanie vlastnych
emocii s cielom zistit’, ¢i emdciu vyvolali vzt'ahové sivislosti (napr. terapeutka nechd klienta vybavovat’ si
telefondty pocas terapie a potom sa na neho hnevd) alebo emociondlne preZivanie terapeutky, ktoré s terapiou
nesuvisi (napr. terapeutka sa hneva na diet'a, Ze pouziva vel’a hraciek v hernicke, pretoZe si nenechala dosta-
tocny ¢as medzi klientmi na upratanie). V prvom pripade emdcia terapeutky signalizuje, Ze nechala klienta
prilis prekrocit’ hranice a pomdha situdciu riesit’ terapeuticky, ¢i uz zadanim hranice alebo jej t€ématizovanim.
V druhom pripade sa rieSenie nedeje na urovni terapeutického vzt'ahu, ale rieSenie vychddza zo samotnej te-
rapeutky. V réznych situdcidch moze byt rieSenim zmena praktickych stvislosti (napr. nechat’ si viac ¢asu na
upratovanie, odstranit’ drobné hracky), zlepsenie komunikdcie s rodi¢om (vysvetlenie sivislosti terapeutického
procesu rodicovi, Ze dieta moze skoncit’ skor, mdZe sa zaspinit’ a pod.), preskimanie vlastnych nedoriesenych
zélezitosti (vlastny vzt'ah k smiitku alebo hnevu, ak terapeutka nedokdze zadat’ hranicu, lebo chce diet’a usetrit
trdpenia).

Tak ako sa emdcie terapeutky mozu stat’ zdrojom pre dalsiu stratégiu nardbania a hranicami, naopak zada-
vanie hranic by malo byt zdrojom pre emociondlnu pohodu terapeutky. Terapeutka zaddva hranice, aby mohla
ostat’ empatickd, kongruentnd a akceptujuca.

PRIKLADY NARABANIA S HRANICAMI A ICH ZADAVANIA Z PRAXE

1. USPESNE PREKROCENIE HRANICE, KTORE NASLEDOVALO PO ZVAZENI VZTAHU
A KONTEXTU (PRACA S ADOLESCENTMI)

Trindstrocnd klientka v dlhodobom terapeutickom vzt'ahu, ktory bol vel'mi doverny a charakteristicky
vel’kou naviazanost'ou. Klientka poziadala terapeutku o doprovod k pedopsychiatrovi, Prezivala strach, ktory
ju ovladal, mala vizkost’ z toho, Ze nebude vediet’ psychiatrovi dostato¢ne vysvetlit' svoje prezivanie, obdvala
sa pedopsychiatra ako muZa, aj toho, Ze je cudzi (pri prvych kontaktoch byvala vel'mi stiahnutd). Opisovala,
Ze mama zl'ahéuje jej situdciu a nie je jej v tomto rozhodnuti oporou. Terapeuticky vztah jej poskytoval istotu,
bezpecie, citila, Ze jej terapeutka rozumie. Terapeutka sa rozhodla ist' — prekrocenie hranice bolo v zdujme
nielen vzt'ahu, ale aj v kontexte situdcie.

2. USPESNE PREKROCENIE HRANICE, KTORE NASLEDOVALO PO ZVAZEN{ VZTAHU
A KONTEXTU (HROVA TERAPIA)

Na hrovi terapiu bolo doporucené dievcatko v predskolskom veku, ktoré malo, ako sa neskor ukdzalo,
problémy s dodrZiavanim hranic. TieZ sa sprdvala manipulativne, bola nedoverc¢ivd a zle zndSala nedspech.
Pocas prvého sedenia nechcela ist’ do herni¢ky, dovodom bol strach. Beznd prax je, ze hrova terapia sa deje
v hernicke, a ked sa diet'a rozhodne z herni¢ky odist’, rozhodne sa ukonéit’ terapeutické stretnutie. Ak dieta
nechce ist’ uz na zaciatku stretnutia, byva vyzyvané, aby sa do herni¢ky aspon pri§lo pozriet’ a potom urobilo
rozhodnutie, ¢i tam chce byt’. V tomto pripade terapeutka urobila vynimku a par stretnuti prebehlo na miestach,
kde dievcatko prave bolo alebo kam chcelo ist’ (ihrisko, kanceldria socidlnych pracovnikov). Diet'a zjavne ne-
bolo schopné doverovat’ terapeutke hned od za&iatku a fst’ s fiou samé do neznamej miestnosti. Tento postup sa
ukdzal ako efektivny, po dvoch alebo troch stretnutiach sa podarilo dostat’ sa do herni¢ky a terapia prebiehala
ako kazdd ind.

3. NEZVLADNUTE PREKROCENIE HRANICE S NASLEDNYM TEMATIZOVANIM A USTATIM
HRANICE (PRACA S ADOLESCENTMI)

Trindstrocnd klientka v dlhodobom terapeutickom vzt'ahu, ktory bol vel'mi ddverny a charakteristicky




velkou naviazanost'ou. Klientka zaCala vyjedndvat’ s terminmi, kedy jej najlepSie vyhovuji. Terapeutka ne-
preskimavala, ¢o je za tym, zacala sa klientke prisposobovat” a hl'adat’ terminy. Asi po tretom zopakovani si
terapeutka uvedomila, ¢o sa deje a tému na stretnuti otvorila. Klientka zacala terapeuticky vztah preZivat ako
kamaratsky. Terapeutka sa vratila k pevnejSiemu drZaniu hranic a opédtovne vymedzila vztah ako terapeuticky
a profesiondlny.

4. NEFLEXIBILNE TRVANIE NA HRANICI SPOSOBENE NEDOSTATOCNOU PRACOU
S TERAPEUTKINYMI EMOCIAMI (PRACA S ADOLESCENTMI KOMBINOVANA
S HROVOU TERAPIOU)

Trindstroény klient navStevoval dlhodobu psychoterapiu, ktora sa odohravala striedavo v herni¢ke a kan-
celdrii, podl'a dohody. Bol vytvoreny dobry terapeuticky vzt'ah, kde klientovi zdlezalo na zicastinovani sa
terapie. Pre priebeh psychoterapie bolo charakteristické neustdle poruSovanie hranic zo strany klienta a snaha
o udrzanie hranic zo strany terapeutky. PrekraCovanie hranic sa tykalo nedodrziavania ¢asu (skoré prichody, na
konci nechut’ odist’), prezeranie a dotykanie sa terapeutkinych osobnych veci, robenia neporiadku (nie v ramci
hry, ale v snahe vyprovokovat terapeutku), kreslenia po stole, neprimeraného fyzického kontaktu a pod. Klient
zacCal byt aj verbalne agresivny. Pocas jedného sedenia sa klient s terapeutkou hrali s loptou, hadzali si ju, pri-
¢om klient pocas hry terapeutku oslovoval ,.krava® a pomocou tohto oslovenia ju vyzyval, aby chytala ¢i hodila
loptu. Zadanie hranice nebolo akceptované, ani ukoncenie hry ako logicky dosledok nezabralo, klient sa opé-
tovne vracal k osloveniu. Terapeutka vyjadrila svoj hnev, klient ju upozornil, Ze hovori o hneve, ale sa usmieva.

Neflexibilné trvanie na hranici (,,Ludom sa neubliZzuje*) bolo spdsobené slabym kontaktom terapeutky so
svojimi eméciami. Naddvanie klienta nebolo spdsobom, ako terapeutke ubliZit', ale iba sticast'ou hry. Terapetky
sa naddvanie klienta nedotklo, lebo to bola iba hra a aj ona sama sa hrou bavila. Napriek tomu sa snazila trvat’
na tom, Ze nadavanie je zI¢é a nemdze ho dovolit’.

5. NEVYDARENE PREKRO(V:ENIE HRANICE VEDUCE K PREDCASNEMU UKONCENIU
HRANICE (HROVA TERAPIA)

Klientom bol chlapec vo veku 9 rokov, s mentalnym postihnutim a ADHD. V hernicke byval vel'mi netr-
pezlivy, nevydrzal sa dlho hrat’, po par minttach hrania cheel ist’ pre¢, sim to ale nikdy neuskutocnil. Vi¢sinou
sa vel’a hneval, bol verbalne agresivny, alebo zacal nicit” hracky a podobne. Stretnutia boli plné zadavania hra-
nic a navrhovania inych spdsobov, ako by mohol svoje pocity v hre vyjadrit’. Casto sa to nedarilo a terapeutkine
navrhy klient nerealizoval. Postupne sa to zacalo darit’ cez vyuZivanie prstovych farieb. Vel'a chcel mal'ovat’ na
dlazku, Spinit’ steny a podobne. Podarilo sa najst’ spdsob, ako jeho emdcie vyjadrit’ v rdmci hranic — mal'oval
na papieri na zemi, resp. buchal tégliky s farbou, capkal zafarbenymi rukami a pod. Popri tom si vel'mi za$pinil
nohavice aj tri¢ko. Robil to aj naschvdl a terapeutka nezadala hranicu. To sa neskor ukdzalo ako chyba, rodi¢ia
sa nahnevali, stratili doveru a pri objaveni sa d'alsich problémov nechceli s terapetkou hovorit’ a diet’a z terapie
zobrali.

Prekrocenie, resp. nezadanie hranice bolo sposobené terapeutkinym nezvladnutim frustricie diet'at'a. Vac-
Sina prejavov diet'at’a bola za hranicami a terapeutke ho bolo vel'mi I'ito, a zaroven to bolo aj vyCerpdvajice,
stdle zaddvat’ hranice a drzat’ ich. Unava a sticit, s ktorymi terapeutka nebola v kontakte, posunuli jej vnimanie
toho, ¢o je a Co nie je prijatelné.

ZAVER

Clanok poukazuje na to, 7e praca s hranicami je v terapii klI'i¢ova. Ddva priestor ako posuniit’ terapeutic-
ky vztah, preskimat’ nové témy, prinasa do terapie emdcie. Situdcie, v ktorych sa téma hranic otvara, nie su
zlyhanim alebo prekazkou, i ked mdzu byt velmi vyhrotené. Naopak maji sa stat’ vyzvou a priestorom pre
terapeuticky posun.
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VZTAH AKO ZAKLADNI ASPEKT BYTi S CLOVEKEM

DANIELA SIFFELOVA

ABSTRAKT

V piispévku predstavuji rozvijejici se koncepci PCA jako tzv. vztahové (dialogické) terapie, kterd nabiz{
alternativni pohled na povahu ¢lovéka a roli vztahu v procesu terapie. Poukazuje na vztahovost a potfebu
soundleZitosti jako na jednu ze zdkladnich charakteristik ¢lovéka a vnimad vztah jako dileZity pfedpoklad au-
tentického byti. Tato koncepce nepfedstavuje novy terapeuticky pristup ¢i nové metody terapeutické prace, ale
pomédhd 1épe porozumét dynamice a sloZitosti lidské povahy. Novym jazykem formuluje pivodni Rogersovy
mySlenky a zdiraziiuje tak zdsadni potenciél na ¢lov€ka zaméfené psychoterapie nabidnout terapeutické set-
kani nesmirné 1éCivé kvality.

KLICOVA SLOVA: POVAHA CLOVEKA, SETKANI, TERAPEUTICKY VZTAH, VZTAHOVOST,
VZTAHOVA TERAPIE

., Tim, kym je, se ¢lovéek stdvd prostirednictvim druhych

Martin Buber

Pristup zaméfeny na ¢loveéka zaziva v soucasné dobé vyznamnou renesanci. V poslednich desetiletich
pozorujeme novy zdjem o jeho teorii a praxi a snahu o zlepSeni jeho postaveni mezi soudobymi terapeutickymi
sméry. Vedle prohlubovani tradi¢nich témat a vyrovnavéni se s kritikou a neporozuménim, se snazime navazat
na bohatou vyzkumnou tradici a obohacujeme ptvodni Rogersovu teorii 0 mnoho novych koncepci, které 1épe
reflektuji dne$ni ménici se spolecnost a jeji potieby. Jedna z téchto novych koncepci se prezentuje jako tzv.
vztahovd terapie. Jeji Gstfedni pilite tvoii vztah jako predpoklad ¢i podminka pro nase byti clovékem (person).

Koncepce vztahové terapie nepiedstavuje novou Skolu ¢i smér v PCA. Mohli bychom ji pfifadit do okruhu
klasickych nedirektivnich pfistupti, které stoji na druhé strané pomysiné $kdly mezi klasickymi a experien-
cidlnimi pfistupy k psychoterapii. Navazuje dokonce na pivodni myslenky J. Taftové ¢i A. Angyala, které
inspirovaly samotného Rogerse. Nepfinasi néjaké nové techniky ¢i metody prace s klienty, ale spiSe poukazuje
a upozortiuje na ur€ité vyznamné momenty, které, podle autort této koncepce, prohlubuji nase porozuméni pro-
cesu terapie, poméha pInéji ocenit podstatu naseho piistupu a v kone¢ném duisledku vysvétluji, pro¢ ,,délame
v terapii to, co déldme*.

Mezi terapeuty, ktef{ prezentuji tuto koncepci patii D. Mearns, M. Cooper, P. Schmid, G. Barrett-Lennard
nebo S. Cox.

Vztah, ktery tvofi kli¢ovy pojmem této koncepce, zde miZzeme vnimat ve dvojim smyslu. Na jedné strané
o ném hovoiime jako o jednom ze zdkladnich aspektt lidské povahy, jako pfirozené potfebé byt ve vztahu
a vztahovat se. Na druhé strané je zde reflektovana specifickd podoba vztahu mezi terapeutem a klientem jako
zasadni a 1é¢ivy prvek v terapeutickém procesu. D. Mearns pak v tomto smyslu vytvaii novy pojem a hovoi{
o vztahové hloubce (Mearns, Cooper, 2005).

VZTAHOVOST

Koncepce vztahovosti poukazuje na dvé stranky, v kterych se ¢lovék ve své existenci projevuje a které
tvori zaklad pro veskerou dynamiku jeho Zivota. Na jedné strané je ¢lovek bytost, kterd usiluje o autonomii,
nezdvislost a svobodu, jedine¢nost, distojnost a sebeuréeni. MiZeme ji oznacit jako individualistickou stran-
ku. Na druhé strané je vsak stejné tak ovliviiovand a utvarend potiebou zdvislosti, soundleZitosti a solidarity,
sdileni, propojenosti a vzdjemnosti a projevuje se jako socidlni povaha ¢lovéka. Tuto stranku oznacujeme jako
vztahovou (Schmid, 2007).

Dvoji stranka ¢lovéka je rogersovské terapii vlastni. Rogersovi je ale obCas vytykén pfilisny diraz na
individualizmus a tudiZ posilovani jen jednoho aspektu ¢lovéka. Neni to tak nevyhnutelné pravda. Jde spiSe
o disledek doby, ve které Rogers pusobil. Vztahova stranka byla od pocdtku v jeho pristupu obsaZena, byt’ ne
tak explicitné a teoreticky vymezena. Byla naznacena uz v jeho hypotéze Sesti ,,nevyhnutelnych a dostacujicich
podminek terapeutické zmény* (Rogers, 1957), predevsim v prvni (podmince kontaktu) a Sesté podmince (pfi-
jeti podminek klientem) a v pojeti aktualiza¢ni tendence jako sméfujici ke konstruktivnimu socidlnimu chovani.

V raném obdobi vyvoje jeho teorie miZzeme sice pozorovat vétsi diraz na prezentovani terapie jako roz-
voje osobnosti smérem k autonomii a sebefizeni. To by odpovidalo spiSe individualistickému pojeti. V teorii
dominovaly pojmy jako aktualizaéni tendence, divéra v organismus, self, pozitivni pfijeti, pIné fungujiciho
Cloveka a terapie se soustfedila na jednotlivé podminky a jejich komunikaci smérem ke klientovi ¢i nedirektivn{
pristup.

AvSak zejména v pozd€jSim obdobi Rogers mnohem vice vyzdvihuje pohled na ¢lovéka z perspektivy
vztahu. Odrazilo se to i v pojmech, které zacal pouzivat pro popis terapeutického procesu a povahy ¢lovéka.
Hovofi vice o procesu stdvani se ¢lovékem, otevienosti vici druhym, pfitomnosti, bezpodmine¢ném uzndni,
empatickém porozuméni ¢i o zpasobu byti. Podle Rogerse ma ¢lovék moZnost i tendenci vyvijet se konstruk-
tivni cestou a na zdkladé svych vlastnich zdroja, pokud se nachazi ve facilitujicim vztahu, vztahu urité kvality.
Terapie se pro Rogerse stava setkdnim (encounter) dvou lidskych bytosti. (Schmid, 2007)

Vztahova terapie navazuje na Rogerse pravé v tomto bod€. Vnima potebu jasnéji formulovat tuto vztaho-
vou stranku ¢lovéka a roli vzdjemného a intenzivniho setkdni mezi terapeutem klientem. Poukazuje na to, Ze
pouZivanim jen prvni (individualistické) optiky vlastné omezujeme potencidl terapeutického pusobeni, které
nam PCA nabizi. V kone¢ném dusledku miZe vést k vnimdni terapie jako techniky, kterd posiluje rozvoj osob-
nosti a kongruence mezi zazitkem a sebepojetim a pozornost zaméfuje na terapeuta, a to jak zazivé klienta a jak
smérem ke klientovi komunikuje empatii a pozitivni prijeti.

Optika vztahovosti naopak mnohem presnéji odpovidd podstaté PCA a Rogersovu pojeti terapie. Z tohoto
pohledu je terapie nabidkou hlubokého vztahu a vzdjemného setkdni dvou lidi, plného bezpeci a vzdjemnosti,
které umozni clovéku setkat se svymi nejvnitinéjsimi pocity a tim mu umozni, aby stal plné sam sebou.

Toto pojeti vychdzi z predpokladd, které poukazuji na primédrnost vztahu v Zivoté ¢lovéka. Jak fika napii-
klad vyvojova psychologie, déti se rodi do svéta orientované na druhé a jiz naladéné na vztahy a teprve pozdéji
si vytvaii védomi sebe a druhych. Maji vrozenou touhu a kapacitu nejenom se vazat s druhymi, ale také aktivné
vstupovat do interakei s druhymi a komunikovat. Na jedené stran€ vyhleddvaji ndklonnost, bezpeci a bezpod-
minec¢né prijeti, maji ale také touhu po né¢em, kde mohou byt vice soucdsti, kde mohou lasku nejen dostavat,
ale také ddvat a prozivat okamzity a tcastny kontakt. (Mearns, Cooper, 2005)

Stejné tak navazuje toto pojeti terapie na myslenky vztahovych filosofi (Buber, 1995; Levinas, 1997).
Vnimaji vztahovost jako nevyhnutelnou sou&ast nasi existence a jako podminku lidskosti. Clov&k je primarn&
vztahové bytost. A jeding skrze vztah se stavé plng Clovékem. Clovék je neoddélitelné provazany s druhymi
lidmi a nase byt je pfedev§im na prvnim misté ,,byti ve vztahu“. M. Buber to vyjadril takto ,,Stavam se vskutku
sebou jen diky svému vztahu k ,, Ty*; stavaje se sebou fikdm ,, Ty*“. VSechen skute¢ny Zivot je setkdnim.*

TERAPEUTICKE SETKANI A VZTAH

Pripomerime si tedy, jak z optiky vztahu a tedy z toho, co zdirazriuje vztahovd terapie, bude vypadat te-




rapeutické setkdni:

JestliZe si smysl vztahu zformulujeme jako zptsob jak umoznit klientovi, aby se stal sdm sebou, tj. byl
otevieny veskerému svému prozivani, ma to na podobu terapie zasadni dopad. Tim, Ze klientovi nabizim vztah,
pfistupuji k nému ze zcela jiného vychoziho postoje. Nabizim vztah vlastné jako specidlni prostiedi, ve kterém
se muze klient, prostfednictvim vztahu, odvaZzit byt skute¢né a plné sim sebou.

Prostedi vztahu je charakterizované pravé onim autentickym, nehodnoticim a pfijimajicim postojem
a snahou porozumét. Terapeut jako ¢loveék se setkava s jinym ¢lovékem (klientem). Postavi si pred sebe druhé-
ho Clovéka, jako nezndmou bytost, kterd jej fascinuje, zajimd, a kterou by chtél bliZe poznat tak, jak se mu bude
moznd postupné odhalovat.

Terapeut miZe jen naslouchat a snaZit se porozumét, nebot’ kaZzdym jinym zptisobem by uZ do vztahu
vkladal néjaké podminky ocenéni ze své osobni filosofie. Timto postojem neddvé terapeut klientovy svoleni.
UmoZiiuje mu zaZit se jako Zijici bytost, protozZe jediné ve vztahu, kde jsme reflektovani druhou osobou, mu-
Zeme pocitit svoji existenci.

Svym postojem jakoby terapeut fikal: ,,Ja jsem tady takovy jaky jsem. Jsme tu spolu a je to dobré misto,
proto abys i ty byl sdm sebou. Podivej, ja se snaZim byt plné sam sebou a ty miZes taky. Jsme svobodni.. Nechci
té nikam tlacit ¢i pomdhat. Chci se s tebou potkat a snazit se t€ poznat.*

Nabidkou vztahu této kvality se pred klientem otevird moZnost a vyzva oteviit se svému nejvnitingjSimu
proZivani, bez jakychkoliv obran, pIné pfijimany a ocenény. Klient miZe toto zaZivat jako intenzivni kontakt,
hluboké porozuméni a spojeni, které bude vice citéné a Zité, neZ nutné verbalizované. MlZe proZivat néco
jako: ,,Mohu to zkusit. Mdm odvahu objevovat sviij Zivot a setkdvat se se v§im, co mi nabizi. Mohu si dovolit
existovat, prozivat a byt takovy jaky pravé v tuto chvili jsem a neni to pro mé ohroZujici. Mohu byt sdm sebou*

ZAVER

To, jak vztahovd terapie popisuje terapeutické setkdni, neni pro rogersovskou terapii nic neznamé. Nabizi{
spiSe novy jazyk, vyuZivajici vice vztahovou terminologii, aby vystihla a znovu poukdzala na nejzdkladnéjsi
a nejvlastnéjsi myslenky tohoto pristupu k terapii. Setkdni mezi terapeutem a klientem vnima vic neZ jen jako
prostiedek pomoci. Zaméfeni se na setkani pfekonava rovinu ,,pouzivani podminek*, odklani pozornost od
snahy udrZet nedirektivni postoj ¢i facilitovat emo¢ni zménu. Bezvyhradnd divéra v klienta a jeho moudrost,
nevyhnutelnost a dostate¢nost terapeutickych podminek jiz neni otdzkou, ale samoziejmosti, kterd umoziuje
prohlubovat terapeutické setkdni a posouvat pozornost k tématim skute¢ného ,,byt sdm sebou* a sméfovani
k lidskosti. Tim, Ze klientovi nabizi vztah urcité kvality, vytvaii prostfedi, ve kterém bude moci byt takovy jaky
je, pln€ sdm sebou. Je dobré si uvédomit, Ze setkdni ve vztahu neni kone¢nym cilem terapie, je vlastné jejim
zaCatkem a jejim predpokladem.
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SROVNANI INDIVIDUALISTICKEHO A VZTAHOVEHO PPiSTUPU K TERAPII

INDIVIDUALISTICKY POSTOQJ

VZTAHOVY POSTOJ

V clovéku se projevuje jako tendence k vétsi auto-
nomii, sebefizeni, nezdvislosti, jedine¢nosti.

V clovéku se projevuje jako jeho socidlni povaha
a potfeba zavislosti, sdileni, soundleZitosti a solida-
rity, propojenosti a vzdjemnosti

TYPICKE POJMY:

aktualizacni tendence, plné fungujici ¢lovek, self,
self-aktualizace, kongruence mezi zdZitkem a sebe-
pojetim

TYPICKE POJMY:

proces, piitomnost, otevienosti vii¢i druhym, auten-
ticita, bezpodminecné ocenéni, setkani

IDEA:

Nejvétsi zoufalstvi Clovéka pochézi z toho, kdyz se
rozhodne byt jiny nez je, kdyz Zije podle predstav
druhych jako by nemél své vlastni ja (self).

IDEA:

Clovék je predeviim existujici ve vztahu a ze vzta-
hu, je od druhych neodd€litelny a bez jeho vztahu
k druhym lidem se nemlZe stit plné sdm sebou
a nelze jej poznat.

ZAKLADNI POTREBA:

potieba pozitivniho pfijeti

ZAKLADNI POTREBA:

potieba vzdjemnosti a interakce

PORUCHA:

V disledku neuspokojeni této potieby ¢lovék popi-
réd a zkresluje své zazitky, které jsou nekonzistentni
s prijetim.

PORUCHA:

V dusledku neuspokojeni této potfeby ¢lovék neni
plné sdm sebou, nemtiZe zaZit intimitu vztahu i moz-
nost byt plné sdm sebou

TERAPIE:

- vede k vnimani terapie jako techniky, kterd posi-
luje rozvoje osobnosti a kongruence mezi zazitkem
a sebepojeti

- dliraz na terapeuta - jak zaZziva klienta a jak ko-
munikuje smérem ke klientovi empatii a pozitivni
prijeti.

TERAPIE:

- je nabidkou hlubokého vztahu a vzdjemného set-
kani dvou osob, pIného bezpeci a vzdjemnosti, které
umozni ¢loveéku setkat se svymi nejvnitin€j$imi po-
city a tim mu umozni, aby stal plné sdm sebou

- Clovek se stava sam sebou, kdyZ se setkdvd s druhy-
mi, takovy jaky doopravdy je

- zduraznuje propojenost vSech terapeutickych pod-
minek

HOPE AS A BASIS FOR PSYCHOTHERAPY
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Over the past 5 -10 years, psychotherapy as a profession has become concerned with evidence based practice,
ethical frameworks and, in the UK, controversy about regulation by the government. Most of these concerns
are not a problem for me. I agree that we need to have at least some evidence of the effectiveness of counsel-
ling and psychotherapy. I strongly agree that we need ethical frameworks; we need the structures for clients to
be able to complain about us if we do something wrong. And there are therapists — including person-centred
therapists — who dishonour their clients. Regulation by the government? I am not convinced there is a need for
this and was on the side of not having statutory regulation. But that is a topic for another time. The point is that
I am not against moves to professionalise our work — especially if that allows clients to access our services and
our services are good.

But — and it is a big but — whilst we develop the ,,hard. sciences of our work; whilst we can quote statistics
about outcomes — which usually means symptom reducution rather than the lived experince'; whilst we can be
pleased our ethical framework is completed — I think we are starting to miss some other, less definable aspects
of psychotherapy, and one of those things is that psychotherapy offers hope.

Yesterday, I spoke about kindness, I would say a simple, human attitude that many of us possess. Today I am
speaking of hope, a simple human tendency that many of us possess.

! Sometimes a person can feel happier without symptom reduction — but this would not be seen as a success
because the symptoms had not lessened.

Elizabeth Kiibler-Ross, who some of you may know from the field of working with dying people, identified
hope as one of the stages of grief in the experience of dying people. If medics put out the flame of hope, howe-
ver small the small flicker for the dying person, the person was more likely to die sooner than anticipated.

Medics know the power of beliefs and thoughts and it is suggested through research that up to 1/3 of patients
feel better with a placebo. Brain imagery techniques lend support to the idea that thoughts and beliefs affect the
psychological state and cause bodily changes. Psychotherapy has been shown to alter the chemical make-up of
the brain. So this should not be a surprise to us.

Through research it is emerging that it is the relationship heals — hardly surprising really as it is the relation-
ship that damages?. But this relationship is not always easy for the client or the therapist. As a therapist and
supervisor I have noticed that it is often most difficult for therapist and counsellors to work with people who
are ,,stuck.; their process seems to go round and round; the words and the experience seeming to never change.
Staying empathic for extended times with this ,,stuckness. becomes a challenge and we are tempted to intervene
— to help the process along!!

I don.t know if it works in translation, but in English I can say that clients can become ,,hope-less. — that is
without hope. In English the word ,,hopeless. can also mean ,,of no use.. We say that someone is hopeless at
cooking for example, meaning they can.t cook at all.

2 In Rogers’ work this is through the conditional positive regard received from significant others leading to the
development conditions of worth.

Our client can be hopeless in both senses of the word (or at least feel that way). They can.t change anything:
they don.t have the financial resources to leave a relationship; they don.t have the courage to leave a relation-
ship; they are stuck the way they are because of trauma.

But despite this, they keep coming back, every day, every week. Somehow, somewhere, they don.t give up
hope. At the same time, most of the time, I don.t give up hope either. So along with the therapist conditions
proposed by Rogers, I wonder if my hope is part if the therapeutic process.

This is not a proposal to add another attitude to Rogers. work. The concept of hope is present in the idea of the
actualising tendency. I am suggesting that if we believe in the actualising tendency — and it cannot be anything
but a believe it is not a fact — we offer hope. We offer the conviction that things can be different, that life will
not always hurt as much as it does now.

As a species, I think we are generally a pretty hopeful animal. Sometimes I am surprised that we can be so
hopeful as we march toward ecological disaster seemingly with our eyes closed! My thought is that being hope-
ful is part of our characteristics; that usually clients have hope somewhere inside — even if that is only that the
therapist can help in this apparently helpless and hopeless situation.

If I am saying that hope is always present somewhere, then I also need to think about how suicide fits into this.
Interestingly, it seems that people are less likely to complete a suicide when they are in the deepest depths of
depression, when you would imagine them to be completely without hope. People are more likely to complete
a suicide when feeling a little better — a little more powerful in their life. But why might it be that people commit
suicide at all?

If you believe in some sort of life after death, be that seeing deceased loved ones, or joining the greater cosmos
in some ways, it is relatively easy to conceptualise why suicide might be a hope—full act. The person can feel
that they are moving to something better than where they are now. If you view death as the complete end of the
organism, physically, psychologically or spiritually, it is a little more difficult to match suicide to the idea of
the actualising tendency. But even in these circumstances, the hope for the person can be that they are eaving
intolerable circumstances. Most people commit suicide, not because they want to die, but because they want the
pain of their existence to end. This is a subtle, but important distinction.

Human beings have an infinite variety. We have such a finite form and are very like each ther in our basic
wishes and desires — even across cultures and times. But at the same time I don.t believe you can say any one
thing about every human being — there is always an exception that proves the rule as we say in English. I have
met someone who seemed to have no hope. A victim of torture, he felt he had died inside. When I looked into
his eyes, they were dead. His torture had happened many years earlier and still he was without hope. I tell of
this man, because I don.t want to pretend that hope is always present...sometimes it is not an to ignore that
possibility would be naive. Every time I explore some of these areas — yesterday it was kindness, today it is
hope — I am struck, time and time again, at what we need to be able to work as counsellors and therapists. I need
to have hope around me. In the times when I was hope-less, when the weeks were measured in days, the days
in minutes, other peoples. hope was all I had.

Many of our clients are very isolated; emotionally, psychologically, physically — sometimes all three. When you
sit in front of someone — a client — what is your presence saying to them? I think we are saying “there.s a chance

1

here; it is possible things could be different; there is hope

If you are not saying that in your heart, if you can.t say it in your heart, then perhaps you should not be a psy-
chotherapist.




HUMANISTICKY PRISTUP K RODINE A V TERAPII
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ABSTRAKT:

Prispevok sa zaoberd eklektickym vyuzitim humanistickych pristupov pri sprevadzani rodiny: pristupom PCA
Carla R.Rogersa (The Person — Centered Approach - Na Cloveka centrovany pristup) a pristupom Rodinnej
terapie V. Satirovej. Praca na rodinnej mape umoziuje odkryvat’ vztahy, pri¢iny a stvislosti vyvoja vlastnej
rodiny, md vyuZitie psychoterapii, v supervizii ale aj pri vyucbe Studentov ¢i tréningu pracovnikov pomdhaju-
cich profesii.

KLUCOVE SLOVA: HUMANISTICKE PRISTUPY, LIECEBNA PEDAGOGIKA, RODINNY
ZIVOTNY CYKLUS, TVORBA MAPY A MOZNOSTI JEJ VYUZITIA

Autorka prispevku posobi ako vysokoskolska ucitel’ka na Katedra lieCebnej pedagogiky Univerzity Komenské-
ho v Bratislave. Venuje sa oblasti vychovy v rodine, podpornej terapie a podpornym programom, rodinnému

poradenstvu a terapie.

Ma vyse tridsatro¢nu prax v socidlnom, rodinnom poradenstve a rodinnej terapii. Venuje taktiez individudlnej
psychoterapii, rodinnej terapii, supervizi a kauc¢ingu.

V rdmci svojich dobrovol'nickych aktivit v sticasnosti participuje na ob¢ianskom poradenstve a rodinnej medi-
4cii, na pomoci a podpore socidlne znevyhodnenym rodindm.

HUMANISTICKY PRISTUP K RODINE A TERAPII

Carl R. Rogers a Virginia Satirova patria do skupiny psychoterapeutov s humanistickym pristupom.

Prave Carl Rogers medzi prvymi zacal presadzovat’ humanisticky pohPad na ¢loveka - Pudski bytost’,
ktor4a vyZaduje prirodzeny Pudsky vzt'ah. V procese lie¢ivého sprevadzania sa aktualizuje porozumenie
Cloveku v plnej miere, teda Co sa prirodzene odohrava v “naozajstnom 'udskom vzt'ahu”, sa prenasa do profesi-
ondlneho terapeutického vztahu. Samotna terapia preto vychddza priamo z klienta a podporuje jeho samostatny
rozvoj- rast. V procese terapie je preto vel'mi dblezitd angazovanost’, vlastny pristup klienta k terapii. Rogers
prostrednictvom vyskumu dokazal, no hlavne na zaklade svojich terapeutickych skisenosti, Ze dovera
a reSpekt sii silné pozicie, patria k zdkladnym podmienkam v ,,naozajstnych Pudskych vzt’ahoch* ¢o sa
moze efektivne vyuzit' v terapii.

V centre filozofie pristupu V.Satirovej je takiez hlboka tcta k I'udskému Zivotu a potencidlu kazdého ¢loveka.
Sam c¢lovek pre fiu predstavoval zazrak, poklad a skutoény div a ucenie bolo zakladom spravania, nakol'’ko
nase spravanie odrdza to &o sme sa nauéili. Clovek potrebuje nové poznatky k tomu, aby mohol zmenit’ svoje
spravanie k lepSiemu. Pri svojej préci s rodinou vyuzivala systemicky model rastu a k jej klI'i¢ovym konceptom
pristupu k ¢lenom rodiny patrili osobna zodpovednost’, kongruencia, sebaticta.

LIECEBNA PEDAGOGIKA

Liecebna pedagogika sa zameriava na rozvijanie kompetencie ¢loveka zit' svoj Zivot a rieSit’ svoje problémy.
Ako pedagogicky a integralny odbor je Siroko zamerana. Zaoberd sa vychovou a moZnostami pedagogickej
terapie Cloveku v st'aZzenych Zivotnych okolnostiach. M6zZu stvisiet’ s vyvinovymi tilohami daného veku veku-

. ochoreniami, krizami a dal§ej moZnej problematiky zvlddania t'azkosti u ¢loveka. Z hl'adiska filozofie pristu-
pu liecebny pedagdg podporuje ¢loveka pri preberani osobnej zodpovednosti za svoj Zivot, pricom reSpektuje
jeho autonémiu a vnima ho ako sebaregulujice bytie. V lieCebnopedagogickych intervencidch si vyuzivané
prvky arteterapie, muzikoterapie, psychomotorickej terapie, dramatoterapie, biblioterapie, ergoterapie, tera-
pie hrou a rodinnej terapie. LieCebnd pedagogika vychddza z pochopenia jedinecnej situdcie ¢loveka a hl'add
priestor pre jeho uplatnenie v spolo¢nosti.(Hornakova, 2007)

POSTUP PRACE:
MOJE VZTAHY BLiZKE A PRiBUZNE
Pomaocky: papier A4, ceruzky, farbicky

Uvodn4 instrukcia: nakresli seba a svoju siet’ osobnych vzt'ahov, ktoré t'a obklopujii, ktoré s pre teba
zdrojom ale aj zat'aZou. Daj im hodnotu, kvalitu a ozna¢ ich a nasmeruj vzt'ah (od > <> <k ).

RODINNY ZIVOTNY CYKLUS

Pocas rodinného Zivotného cyklu prechddza rodina tzv. tranzitornymi krizami, ktoré si dosledkom prirodze-
nych zmien. Tranzitorné (prechodové) krizy v sebe jednak zahifiajii vyvin jednotlivych clenov (napr. narodenie,
batol’a, skolopovinné diet'a, adolescent, senior), a jednak vyznamné Zivotné udalosti, tzv. uzlové body alebo
tranzicie (napr. sobds, porod, ndstup do Skoly, odchod z domu, smrt’ jedného z partnerov a pod.). Tieto krizy
vyZaduji zmenu dovtedajSieho Zivota rodiny, prispésobenie sa novym podmienkam, niekedy aj zmenu v oblasti
noriem, hodnot, poZiadaviek a ocakdvani. KaZdou krizou sa ukazuje jej schopnost’ adaptdcie na nové situdcie.
Ak rodina nevnima tranzitorni krizu ako patologickii, nendlepkuje ju negativami ale vnima ju ako novi vyzvu,
ktord moZe rodinu obohatit’, posuniit’ ju dopredu, zmenit’ jej kvalitu, moZe tejto krize priamejsie celit', viac jej
porozumiet’ a lepSie ju prijat’. Simon a Stierlin (1984, s. 92) ku tranzitornym krizam doddva: , tak, ako aj pri
inych krizovych situdcidch moZe rodina dosiahnut’ svoju integritu a psychicki stabilitu vtedy, ak im dokdZe pri-
sposobit’ svoju vaiitorni Struktiiru —t. j. role a model vzt'ahov zodpovedajiicich konkrétnym rodinnym cyklom....
kazdd kriza vedie ku kreativnym rieSeniam a novym stratégidam zvlddania.*

Pri pohl'ade na Zivotné etapy rodiny rozdel'ujeme rodinny Zivotny cyklus na 8 stadii:
* mladé manzelstvo, *mlada rodina * rodina s detmi predskolského veku,
* rodina s det'mi Skolského veku* rodina s dospievajicimi detmi,

* rodina s dospelymi det'mi* starntici par a * koniec rodinného Zivotného cyklu.

Ulohou tejto &asti je poznat’ a urdit’ vyvojové 3tadia vlastnej rodiny v predchadzajicich dvoch aZ troch gene-
racidch.

TVORBA MAPY RODINY

Pomdcky: harok papiera, fixky, farbicky, ceruzky, lepidlo, rodinné fotografie(fotoképie), pripadne vy-
strihnuté obrazky s tematikou rodinnych vzt’ahov vo vekovom rozli$eni (od narodenia aZ po smrt’).

Harok papiera sa rozdeli na tri ¢asti. Krajne ¢asti budii predstavovat’ pribliZzne tretinu plochy a vytvara-

.....

Prava cast’ harku predstavuje ¢asovi os a chronoldgiu rodinnych udalosti v kontexte Zivotnych a spolocen-
skych udalosti rodiny (napr. narodenie dietat’a, zaciatok $kolskej dochadzky, imrtie v rodine, strata zamestna-
nia, Zivelnd pohroma a pod.).

Strednd Cast’ harku prestavuje priestor na projekciu ¢i uz prostrednictvom vlastnej fantazie, rodinnych fotogra-




fif, ¢i nakreslenych obrazkov. Vytvaraji sa tu komunikacné pozicie a interakéné vzt'ahy rodiny.

Lava Cast’ predstavuje miesto pre vlastné uvahy, ako sa vyvijala vlastnd identita (?kym som a kto st moji rodi-
¢ia/sturodenci), vlastna spolupatri¢nost’ k nim (?kam patri), ako sa budovala vlastnd individualita (?s kym som
si podobny a s kym odlisny v rodine a ¢i? st to vlastne moji rodi¢ia??). Na tejto pravej strane je aj miesto pre
emocné reflexie, oakdvania, sklamania, hodnotenie tirovne sebaticty a pod.

SPATNA VAZBA

Spitna vézba je vyjadrovand prostrednictvom sociodrdmy. Prostrednictvom reflexie na ukazky z problémovej
a lebo konfliktnej situdcie v rodine sa prispieva k intenzivnemu zdZitku, k hlbSiemu sebapoznaniu ¢o moze
nastartovat’ zmenu v rodine, ¢i osobnostny rast jej ¢lenov. Pri préci s rodinou mapu sa mdze vyuzivat’ metafora,
.preznackovanie*, akceptuje sa Stylizdcia a podporuje sa kreativita. Proces nie je riadeny, je iba facilitovany.

SUPERVIZIA

Zésadna podmienka dobrej supervizie pri praci s klinickou rodinou je dobrd reflexia a rozbor vlastnych ro-
dinnych vzt'ahov supervizora nakol’ko tento profesijny vztah musi byt obzvlast’ pevny. Terapeuticky vztah
je viac citlivy vo vztahovych otazkach pripadu rodiny ako pri interven¢nom terapeutickom zasahu. Zasadou
je, Ze terapeut, ktory sdm nezvlada svoj osobny a rodinny Zivot, svoje vzt'ahy nie je spdsobily viest’ efektivnu
superviziu nielen rodinnym terapeutom ale tieZ inym pomdhajicim profesidm. V pripade ak terapeut pri praci
s rodinou celi akdtnym problémom terapeut - klient (vyplyvajicich z histdrie alebo sti¢asnosti jeho osobnej
rodinnej situdcie) moZe vyuzivat moznosti emotivnej terapie, ktord mu umoziiuje spristupnenie primarnych
emocii. (Wetchler J.,L..1999).
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SUPERVIZIA A KAUCING V MULTIKULTURALNEJ EUROPE

V priebehu rokov 2009 — 2011 som sa aktivne zucastnila projektu zameraného vzdeldvanie v supervizii a kau-
¢ingu v skratke ESCME — Educating supervisions and coaches for Multiculture Europe Grundtvig. Projekt
mal charakter uciacich sa partnerstiev a bol podporeny prostrednictvom programu celoZivotného vzdeldvania
— Grundtvig. Projekty tohto druhu maju prispievat’ k rozvoju Eurépskeho spoloc¢enstva ako aj (okrem inych
zdujmov) k vicsej socidlnou sddrznosti. Program projektu bol koordinovany Rakiskom (,,Raktska pracovnd
skupina pre skupinovi terapiu a skupinovi dynamiku® - Osterreichischer Arbeitskreis fiir Gruppentherapie
und Gruppendynamik — OAGG) a zamerany na rozvoj vymeny, spoluprice a mobility medzi systémami vzde-
lavania a odbornej pripravy supervizorov a kau¢ov ramci 5 eurépskych krajin — Slovensko, Cesko, Rakiisko,
Bulharsko a Esténsko.

PROJEKT:

NAZOV PROJEKTU: EDUCATING SUPERVISORS AND COACHES
FOR MULTICULTURAL EUROPE (ESME])

PODPORENY DOTACIOU: GRUNDTVIG - UCIACE SA PARTNERSTVA

ZUCASTNENE STATY: SLOVENSKO, RAKUSKO, CESKA REPUBLIKA,
ESTONSKO, BULHARSKO

KONTAKT: PDF UK - KLP /DR. JANA SPANIKOVA SPANIKOVA@FEDU.UNIBA.SK
JAZYK: ANGLICTINA

CIELOM PARTNERSTVA: V,ZDELAVANIE SUPERVIZOROV A KOUCOV PRE MULTIKULTUR-
NU EUROPU PROSTREDNICTVOM:

- vyvoja nadstavbového tréningu “multikultirna supervizia a koucing” a
- zahrnutia kultirnej senzitivity do existujiceho vzdeldvania pre supervizorov a koucov
DLZKA TRVANIA PROJEKTU: 2009 - 2011
PRIEBEH PROJEKTU:
Ucast’ na projekte predstavovala pre miia vyzvu jednak k poznaniu a porovnaniu pristupu k supervizi a kaugin-
gu v ramci partnerskych krajin EU ale aj k vymenu odbornych pristupov, odbornych usmerneni, osobnu a pro-

fesiondlnu reflexiu, vymenu skidsenosti a porovndvani trovni a Specifik filozofickych pristupov v supervizii
akaucingu. V rdmci pracovnych skupin Ceska a Esténska prevladal systemicky pristup, Rakisko bolo prevazne




zastipené dynamickym a gestalt pristupom a kolegovia z Bulharska sa len priicali a hl'adali svoje moZnosti
a uplatnenie. Zaujimavé bolo, Ze aj v Slovenskom time boli pristupové odlisnosti ( PCA, gestalt a daseinanaly-
za) ale aj odli§nosti spojene s narodnou identitou (Slovenskd — Rakiiska, Ceskd a Madarsk4 ). Predkladatel’kou
projektu a zaroven koordinatorkou timu Slovenska bola pani DI Elisabeth Alder-Wuerrer z INC Training & Co-
unseling, s.r.o. Rakidsanka, ktorda doverne pozna slovenské prostredie, kde ma aj svoju firmu a ktord je zaroven
predstavitel’kou OAGG — Osterreichischer Arbeitskreis fiir Gruppentherapie und Gruppendynamik.

Napriek tomu sa preukdzalo sa, Ze vSetci tcastnici projektu (aj napriek odliSnostiam a stretom) nachddzali
v komunikdcii a pri hodnoteni viac spolo¢ného ako rozdielneho.

Projekt Educating supervisions and coaches for Multiculture Europe/ESCME — uliace sa partnerstvda Grun-
dtvig, predstavoval pre mna Specificki vyzvu pracovat’, komunikovat’ so zahraniénymi partnermi, spoznavat’
ich profesiondlny pristup, ich prax v supervizii a kau¢ingu, samozrejme bola som obohatend o ich osobnostné
a predovsetkym l'udské charakteristiky. V kone¢nom désledku mala som prilezitost’ nielen zazit’, ale aj porov-
navat’ odlisnosti a spolo¢né rysy.

POSTUPNOST PROJEKTU:

Meetings in the Partnership

" Advanced Training "

AUSTRIA 28. -31. Mai 2011 méj 2011

4. Workshop
CZECH REPUBLIC 23.-26. Oktober 2010
3. Workshop
ESTONIA 26.-29. June 2010

Okt. 2009

PORADENSTVO AKO FENOMEN LUDSKEJ INTERAKCIE

> Xz

Slovo poradenstvo je odvodené od slova radit’, ¢im sa mylne vytvdra dojem, Ze poradca je Clovek, ktory dava
rady, hotové navody a riesenia, disponuje prostriedkami, ktoré klientovi okamzite pomo6zu zvladnut’ situdciu
¢i vyriesit’ problém. V kazdom poradenstve je vSak do6lezitd schopnost’ vytvorit’ vzt'ah vzdjomnej dovery cez
ponuku aktivnej participacii na rieSeni problému. Zaroven poskytnutie podpory, informacii a podmienok pre
pozitivhu zmenu pracovnom a osobnom v Zivote ¢loveka. Supervizia a kauc¢ing je metdda kontinudlneho zvy-
Sovania profesiondlnej kompetencie klienta prostrednictvom poradenstva. Hlavnym pracovnym prostriedkom
supervizora a kauca je jeho osobnost’ a profesiondlne zrucnosti. V koneénom dosledku tato interakcia zahfia
v sebe integraciu osobnostnych vlastnosti poradcu, taktieZ jeho teoretické vedomosti a praktické skusenosti.
Supervizia poradenského rozhovoru je délezitym néstrojom k seabapoznaniu a reflexie. Pomocou tejto spitnej
vizby supervizor a kau¢ spozndvaji svoje osobné a profesiondlne prednosti a obmedzenia. M6Zu tak ndsledne
korigovat’ svoje postupy, skvalitilovat’ svoju pracu a hlavne vzt'ah s klientom.

Samotné poradenstvo je proces, v ktorom sa supervizor a kau¢ sa stretdva s klientom, aby spolu preskidmali
tazkosti, zredukovali pocity neistoty, ul'ah¢ili klientovi rozhodovanie ¢i volbu a nésledne spolupracovali na

implementdcii zmeny.

MULTIKULTURALNE PORADENSTVO

Poradenské sluzby poskytované ¢loveku z inej kultiry by mali byt komplexné nakol’ko imigracia predstavuje
komplexnu zmenu, ktord zasahuje do vsetkych oblasti Zivota a zahfnaju Casto rozsiahlejsie socidlne jednotky
(rodinu, komunitu, atd’.).

V multikulturdlnom poradenstva sa nepreferuje Ziaden smer ¢i orientdcia. Kompetencie poradcu by mali byt
rozsirené tak aby boli v sulade so Zivotnymi sktisenostami a kultirnymi hodnotami klienta.

Pre uspesnost” multikulturdlneho poradenstva moéze aj supervizor, kau¢ prevziat’ viacero pomédhajicich roli: od
psychoterapeuta cez poradcu, konzultanta az po facilitatora. V rdmci sprevddzania a asistencie sa mdze anga-
Zovat pre zaClenenie imigranta do pdvodné, podpornych skupin, socidlnej siete, ndboZenskych komunit a pod.

Dolezité je pre poradensku pracu, aby poradca — supervizor, kauc si bol vedomy vlastnych hodndt a predsud-
kov. Vedel prijat' a pochopit’ odlisny svetondzor, iné hodnoty, tradicie, predsudky a stcasne je bo schopny
pouzivat’ vhodné stratégie a techniky poradenskej intervencie.

Nedirektivny poradensky proces - zamerany na ¢loveka (podl’a C.Rogersa — pristupu PCA) vychddza z pred-
pokladu, Ze T'udia st schopni riadit’ svoj Zivot pokial’ maju vytvorené podmienky a zmena, rast je zaloZeny na

plnohodnotnom stretnuti dvoch I'udi.

V ramci tohto pristupu v poradenskom procese by mala byt vytvarand atmosféra slobody, podpory individu-
dlneho usilia.

ZNAKY:

- Humanisticky pristup (PCA) v rdmci supervizie a kaucingu sprevddza klienta sebauvedomeniu
a sebareflexii (sebaponatiu).

- Poradenstvo zamerané na nedirektivny pristup predpoklada, Ze je klient aktivny, m4a potencidl rastu,
vyuZiva jeho osobné zdroje.

- Pri supervizii a kau¢ingu podporuje sa schopnost’ klienta uvedomit’ si svoje mozZnosti
(ne pri¢iny problémov), nie je dolezité preco?, ale ako!

- Supervizor/kau€ pracuje so sebaprijatim a tiezZ s emdciami.
-Dodrzuje sa symetria vzt'ahu supervizor/kau¢ — klient

- Zaklad sprevddzania vo vzt'ahu je empatia, kongruencia, akceptacia a pritomné je
bezvyhradné priatie klienta.

Na rozdiel od nedirektivneho pristupu direktivny pristup v poradenstve kladie déraz na spravanie a ucenie.
Poradca vystupuje ako autorita, ako expert a pontka Casto hotové rieSenia.

Predstavuje bud ciel'avedomé, §truktirované uéebné spojenectvo, v ktorom poradca vyuZziva techniky ucenia,
pripadne prica dynamicky orientovaného vyuZiva princip kauzality. Supervizor, kau¢ vyuZziva konfrontéciu,
klasifikdciu ¢i interpretdciu a pod.

STUKTURA PORADENSKEHO ROZHOVORU

Prevazna Cast’ supervizorv a kaucov na Slovensku pracuje eklekticky, symbioticky spdja alebo selektivne vy-
uziva rdzne poradenské pristupy, metédy a formy prace. V problematike multikulturality je potrebné aby svoj
pristup prispdsobili charakteru problému alebo typu klienta, vyuZivali i¢inné prvky vSetkych pristupov v snahe
¢o najrychlejSie a najefektivnejSie pomdct’ klientovi, rodine.




Multikulturdlne chédpanie sa zacina toleranciou a empatiou, pochopenim odlisnosti inych kulttr.

Kazdy poradensky proces prebieha v I'udskej interakcii s klientom a preto je potrebné reSpektovat’ zakladnud
Struktiru poradenského rozhovoru.

PRAKTICKE UKAZKY

AKTUALNE RIESENE PRIPADY K SUPERVIZII:

1. Ucitel’ka hudobnej skoly: ma vo svojej triede vel'mi talentované dieta (Roma), kde rodicia, najmi otec
brani (fyzické nasilie) dalsiemu jeho rozvoju a vzdelaniu.

2. Socidlna pracovni¢ka: Matka spolu s detmi (3 a 5 ro¢né) odisla od manZela — Angli¢ana, po hadkach
a prejavoch doméceho nésilia domov - na Slovensko. Po rozvode manzelstva sud vo Velkej Britanii

navrhol striedavu starostlivost’. Otec deti pravidelne raz mesacne (na dva tyzdne) preberie deti od matky
a prebyva s nimi na hoteloch na tizemi Slovenska, lebo deti nem6Zu opustit’ izemie republiky.

SPATNA VAZBA
* VHODNE PROSTREDIE - SUKROMIE, TICHO, BEZPECIE A POD.
*PREDSTAVENIE SA A VYSVETLENIE S| POZICIU A ROLU.
* VYSVETLITE: UCEL ROZHOVORU.

Obsah rozhovoru.

Zaver rozhovoru.
* VYTVORTE RAPORT A ZBAVTE KLIENTA NAPATIA
* POUZITE VHODNE TECHNIKY KLADENIA OTAZOK

- otvorené/zatvorené,

- sondy,

- vyhybajte sa navddzacim otdzkam,

- vyhybajte sa komplikovanym otdzkam,
* POUZIVAJTE AKTIVNE POCUVANIE

- udrzujte o¢ny kontakt,

- poskytujte neverbdlnu spétnd vizbu (napr. prikyvovanie)

- kontrolovanie,

- reflexiu,

- parafrdzovanie,

- sthrny.
*POSKYTNITE ZIADANE INFORMACIE O..ooovo e,
* ZABEZPECTE, ABY SA KLIENT ZAANGAZOVAL A DOHODNITE SA NA DALSOM POSTUPE.
* SKONTROLUJTE, CI KLIENT ROZUMIE, AKO POSTUPOVAT DALEJ.
* ZAZNAMENAJTE AKCNY PLAN........oovoooeeeoeeeeeeeeeeeee .

MULTIKULTURALITA

ROVINY MULTIKULTURALNEHO ROZHOVORU

# INSTITUCIONALNA
* INDIVIDUALNA - KAZDODENNA
* INSTITUALIZACIA ROZHOVORU
* AKCEPTACIA ROZNORODOSTI
* OCHOTA DISKUTOVAT
* KULTURNA DIVERZITA
MULTIKULTURNE KOMPETENCIE
FAZY:
1. Poznanie a pochopenie cudzej kulttry
2. Poznanie a pochopenie kultirnych §tandardov
* socidlnych hodnot
* noriem
* yzorcov spravania
3. Zvladnutie aspoii dvoch kultirnych vplyvov

4. Zovseobecnenie a vytvorenie komunika¢nych modelov pre kontakt s cudzimi kultdrami

EUROPSKE MODELY INTEGRACIE:

- etnicko —exluzivisticky (vyclenenie)- pobyt ,,pracovnikov* je chdpany ako docasny
- asimilaény — prijatie dominantnych kultirnych vzorcov, prislusnost’ k ob¢ianskemu narodu

- plularisticky /multikulturdlny — pristahovalci st chapani ako odlisné kultirne komunity
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KINDNESS IN THE HELPING RELATIONSHIP

SHEILA HAUGH

IV CZECHO-SLOVAK SYMPOSIUM ON PCA: EMOTIONS IN TIME OF CRISIS BRATISLAVA,
JUNE 2011

A few years ago I came across a little book called ‘On Kindness’. Although a little book, there was so-
mething about it, or at least the topic, that caught my imagination.

On Kindness

Adam Philips & Barbara Taylor
(2009)

In my country over the last 10 to 15 years there has been a definite, and profound move towards the profes-
sionalisation of the helping professions. On the plus side this has meant that counsellors, therapists, doctors,
and teachers for example, have become more accountable to, and for, the people they work with. Professional
organisations have, particularly in the therapeutic world, created ethical frameworks to both guide practitioners
and to offer means of complaint for people let down or abused by individual practitioners or organisations.

However, there has been a downside to this move towards professionalisation. The downside has two aspects
to it. Firstly, it seems to me that we have become more defensive in our practice. People are worried about
complaints and legal proceedings from unhappy clients and are developing a tendency to ‘play it safe’; that is,
scared to be themselves in the relationship.

Training has become focused on theoretical models, procedures, policy, outcomes. When I trained, the training
concentrated on how to be with people; the interpersonal relationship, how to make and maintain relationships.
I know that training still involves this both in the UK and elsewhere, and I am exaggerating for clarity. At the
same time, training used to concentrate on the development of the practitioner as a person; their way-of-being
if you like. These days there are any number of theories we apparently need to know to work with someone;
psychological, sociological, biological, developmental, legal, ethical and probably some others areas I have
forgotten.

I want to emphasise that I am not suggesting these topics are not important; but this little book did start me
wondering if we had lost sight of the essential meaning of a helping relationship.

SOME IDEAS:




e.g jumpinginto a river to save someone.
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So, although kindness is an important concept it seems to me that to be kind to our clients, risks accusations
of over-involvement, suggestions of counter-transference; of sympathy (that is showing compassion) rather
than empathy (showing understanding); accused of encouraging dependency in our clients.

In western culture generally, it is seen as negative to be dependant in anyone. Our psychological theories
celebrate the development of the autonomous human being — they are self-psychologies after all. This is also
true of Rogers’ work. The fully functioning person with an internal locus of evaluation - an external locus of
evaluation seen as being unhealthy; Dependency is bad and if a client express such feelings towards us it is
pathologised, it is to be accepted — as it will pass.

If we show our kindness, love towards our clients, then there are two dangers: one is that they might come, at
least for a time, to depend on us. Our supervisors and colleagues will ask us why do we need this; what are our
unresolved personal needs that seduce us towards creating dependency in our clients? And it is assumed that
this is a negative event for the health and growth of the client.

But it seems to me that to be human is to be dependant, to be needy. We are dependent on others from the mo-
ment of our conception to the moment of our death; we cannot live this life without others...the food we eat;
the clothes we wear — pretty much everything.

However, in the helping professions we seem to have decided that this - what I would say is an existential ‘gi-
ven’ - inherent dependency, is symptomatic of a less than healthy mental functioning either in the client or the
helping practitioner. Either way, we must, somehow remedy the situation; interpret the dependency, withdraw
in some way from the relationship. question why we care apparently ‘too’ much.

The second danger is the cost to us if we care too much for too many people and we don’t get any support. It
can be difficult to spend day after day with people who are unwell, physically or emotionally. We have to make
sure there are other things in our lives to balance out the pain and trauma many of us come across everyday in
our working lives — and here I am not even considering our personal lives. One way of coping is to de-humanise
our clients in some way.

A friend of mine who was a nurse for many years, describes how patients are described as, for example, ‘the gall
bladder in bed 9°. Psychotherapists talk about working with a psychotic, or an alcoholic. This use of language,
particularly in English, separates the problem from the person; in fact it does away with the person altogether.
The person is defined solely in terms of their problem — alcohol for example. It serves to divorce the practitioner




from the client. This separation may help us to not feel too much compassion for our patients, not let our natural
kindness come through — to not risk the censor of our colleagues.

This separation can help us to cope long-term. If we keep the separation, we can find ways of minimising our
concern; not worry about being particularly kind. We can manage the emotional cost of being with people in
pain.

The trouble with strategy of course, is that we demote our clients to ‘non-being’; to being ‘not-fully-human’.
Increasingly, research indicates that it is the relationship that is the healing factor in psychotherapy, above and
beyond adherence to a any particular model of therapy. If this is true, then it is imperative that we do not se-
parate ourselves from our clients — this will seriously impede our relationship with them and the potential for
their healing.

In order for is to do this work, we need kindness and care in our lives. We need people to support us when the
work hurts, to accept it hurts and not suggest we are being less than professional because we have let the client
into our heart. We need people who can help us to stay kind, to stay concerned and to stay loving. If we have
this, I truly believe that the service we offer clients is improved; there is a much greater chance of healing. If
we have this support, it also goes someway in protecting ourselves from burn-out; we stay happy and healthy.

I am making a plea to not lose sight of the reasons many of us came into this sort of work — we wanted to help;
we care when our fellow human beings where in pain. It is a plea for us not to drown under the weight of a pro-
fessionalization that demands we describe our compassion as questionable and a problem.

Roger Walsh, a transpersonal theorist and practitioner has suggested that as humans we ‘may need to express
our kindness, care and compassion if we are to live fully’. It is my proposal that much of our work is about
helping people to ‘live fully’ and as such, we need to be able to live fully ourselves; celebrate our kindness,
concern and love and to be able to offer this to our clients.
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PODPORA PROCESU STAVANIA SA RODICMI

MARIA KOPCIKOVA, HANA CELUSAKOVA

,,Pristup zamerany na ¢loveka je primarne sposob bytia, nachddzajici svoje vyjadrenie v postojoch a spra-
vani, ktoré vytvdraji klimu podporujicu rast. Je to zdkladna filozofia, skor nez technika alebo metdda. Ak sa
tato filozofia Zije, pomdha ¢loveku rozsirit’ vyvin kapacit. Ak sa Zije, stimuluje konStruktivnu zmenu v inych.
Dava ¢loveku silu. Ak tito osobnt moc citit’, potom sa zvykne vyuZit’ na osobné a socidlne premeny.

Ak sa na ¢loveka zamerany sposob bytia Zije v psychoterapii, vedie k sebaexplordcii, sebaodhaleniam
u klienta a pripadne ku konstruktivnym zmendm osobnosti a sprdvania. Ak terapeut Zije tieto podmienky vo
vztahu, stdava sa spolocnikom klienta na ceste ku korefiom (centru) self.“ (Rogers, 1986, in: Kirschenbaum,
Henderson, s. 46)

Na pociatku nasej prace s tehotnymi Zenami bola potreba podporit’ nastavajicu rodinu v obdobi pripravy
na prichod diet’atka. Podporit’ rodicov v ich procese hl'adania informécif, posilnit’ obraz poérodu ako jedine¢nej
udalosti v Zivote Zeny, tizba menit’ nas, v pérodniciach presadzovany, striktne medicinsky pohl'ad na zaciatok
zivota novej l'udskej bytosti. Stretali sme sa s tym, Ze ku nam prichddzali budici rodi¢ia ,,baZiaci po informaci-
ach* — budem viac informovany, bude to jednoduchsie, budem vediet’, o mam ¢akat’. Nasou tizbou bolo robit’
zazitkové kurzy, ktoré by od informdcii smerovali k preZivaniu tohto vyznamného Zivotného obdobia, no nie
celkom sa ndm to podarilo realizovat’.

Chceli sme otvorene hovorit' o obdobi, ktoré nasleduje po narodeni dietat’a, o uskaliach, ktoré so se-
bou mozZe prinasat’, ak nemame dostatok vzorov v rodine alebo dostatok skisenosti z viacgenera¢nych rodin,
podporit’ zmeny systému, ktoré povedi k slobode vol'by a k vicsej tcte k jednotke matka — diet'a — otec bez-
prostredne po pdrode.

Snazime sa narusit’ stereotyp o porode ako udalosti, ktort treba hlavne prezit’ a zostat i s diet'atom zdrava,
mytus o ,,vZdy $t'astnej tehotnej“ a ,,dokonalej matke®.

Verime totiZ, ze matkami (rodi¢mi) sa nerodime, stdivame sa nimi a v tomto procese potrebuje rodina
podporu facilitatora rovnako intenzivne, ako v inych (na prvy pohl’ad mozno kritickejsich) obdobiach Zivota.

Nase vzdelanie v Pristupe zameranom na ¢loveka nds od zaciatku smerovalo k poskytovaniu priestoru na
sebapoznanie, slobodny rast, vol'bu a zodpovednost’ za svoje rozhodnutia. Ak aj teda v nasej praci nerobime
psychoterapiu v pravom zmysle slova, myslim, Ze naSe stretdvanie sa s rodi¢mi pomdha facilitovat’ ich osobny
rast na ceste stdvania sa rodinou.

Specifikom nasej price je jedinecnost’ chvile, v ktorej sa s buddcimi rodiémi stretdvame, & uZ je to na
kurzoch, ale hlavne priamo pri sprevddzani (duleni) pri porode a pri poradenstve pri dojceni a starostlivosti

o babitko po porode.

Dovol'te sa nam teraz podelit’ 0 osobné skisenosti.




RODIM - RODiIM SA - TU A TERAZ

HANA CELUSAKOVA

Ked som prvy krat &itala knihu Porod s dulou, mala som pocit ,,dejavu®, dula je definiciou facilitatorky
porodu, do jeho priebehu nezasahuje, neovplyviiuje ho, len pomaha mame preZit’ ho.

Svojim sp6sobom nemdzem byt v pomdhajicom vztahu viac skuto¢ne, naplno, tu a teraz pritomnd, ako
pocas pdrodu. Rodiaca Zena ma vSetky senzory naladené na kongruentni, akceptujicu, empatickd pritomnost’
sprevadzajicej osoby, nie je mozné mat’ masku, ak naozaj mam byt v tejto chvili ndpomocna. Vsetky moje ve-
domosti zostdvaj len na okraji vedomia, jediné, ¢o naozaj ,,plat
prijimajica, ddvajica, sprevadzajica. Je to pre mna vzdy jedinecny zazitok, v ktorom Cas zdhadne stoji rovnako

i«

je byt ,.tu a teraz", naplno sustredend, naplno
ako utekd v pred.

Naplnenie Rogersom postulovanych nevyhnutnych a postacujicich podmienok priamo pri pdrode umoz-
nuje preZzitie tejto udalosti naplno v svojej nahote, bolesti, spontdnnosti, smutku a radosti. Lebo porod Zene

pomédha dotknut sa toho, kym naozaj je, so vSetkymi pochybnostami, odvahou silou i slabostou. A v zavere
drzi v narudi svoje diet’a, kde je mojou tlohou povzbudit’, pomdct’ a ustipit’ do tizadia novej rodine.

PORADENSTVO PRI DOJCENI

MARIA KOPCIKOVA

Dojcenie je pre niekoho ,,hitovkou* poslednej doby, pre inych je to cesta ako sa ¢o najviac priblizit’ diet'at'u
a travit' s nim vel’a intimneho ¢asu. Niekto berie dojcenia ako najprirodzenejsiu vec, s ktorou materstvo stvisi
a vopred nerie$i r6zne mozné problémy, iny zase vopred riesi v§etko mozné, aby pripravenost’ bola maximalna
a az tak trochu tizkostne chce mat’ prehl'ad o vSetkych moznych problémoch a komplikaciach.

St Zeny, ktoré dojcenie povazuji za to, ¢o MUSIA urobit’, lebo sa to tak teraz ma a povazuju za svoje zly-
hanie, pokial’ sa to nepodari podl’a ich predstav. S tym sa ¢asto vysporiadavaju pri druhom — tret'om tehotenstve
a maju pocity viny, Ze nezvladli, nevydrzali, nevybojovali...

Dojcenie sa sucasné Zeny nemaju od koho ucit’, chybaji ndm vzory vo vlastnych rodindch, ¢asto sa Zeny
nemaju na koho obratit’ s problémom. A tak sa obracaju na laktaéné poradkyne. Som jednou z nich, som Zenam
k dispozicii na osobné, ¢i telefonické poradenstvo.

Za ten Cas, ktory sa poradenstvu venujem, som nadobudla presvedcenie, Ze 80% problémov, ktoré Zeny
prezentujui ako problém s doj¢enim, je v skutocnosti problém niecoho iného — niekde inde.

S pociatocnych slov, ktoré popisuji ,,problém*, sa nie zriedka stane téma o tom, ako sa citia nevypocuté,
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nepodporené zo strany najblizSieho okolia, ako musia ,,bojovat™, aby si obhdjili svoj postoj, ako su neisté

v tom, ¢i onom rozhodnuti... St unavené, vycerpané, neisté, ¢i v starostlivosti o diet'’a postupuji spravne.
TakZe namiesto ,rieSenia dojc¢iaceho problému‘ hovorime o problémoch v rodinnych vzt'ahoch, o ich
vlastnom prezivani ich novej materskej roly, o neistote, ktord (podl'a mna prirodzene) pocit'uji — a citia sa

vinné vo&i muzovi, mame, svokre, Ze nie si UPLNE DOKONALOU MATKOU.

Svoju tlohu v tomto poradenstve teda vnimam v rovine vypocutia, podporovania, reflektovania ich emo-
cii. Snazim sa byt’ empatickou a podporit  ich v rozhodnuti, ktoré si sami hl'adaju, tak, aby s nim boli spokojné.

Neistota a obavy matky, ¢i vo svojej role nezlyhdva, sa odzrkadl'uju na jej vztahu k diet'at’'u, partnerskom
spoluZiti, na atmosfére celej rodiny.

Snazim sa (a to vnimam ako rozdiel vo vnimani doj¢iacej Zeny od inych poradkyni — moZno to vyznie ne-

skromne — nadobudnuty vdaka vycviku PCA a vlastnému z4Zitku) nehodnotit’ Zeny za ich rozhodnutia, pretoZe
si neustdle uvedomujem, Ze nikdy neviem, €o Zenu k jej rozhodnutiu priméilo, ¢o vSetko ma za sebou.

Niekedy je to pre mna celkom t'azké, pokial’ viem, Ze dané rozhodnutie bude zrejme ,,protidojCiace a Ze
Zena ho po pdr tyzdiioch moze l'utovat’. MoZe a nemusi, takZe to nechdvam na fu.

Raz som dostala po jednom stretnuti s druhorodickou, lekarkou, plnou obdv a neistoty, spétnd vézbu: ,, Vy

by ste mali robit’ psychologické poradenstvo v dojceni. To je hrozné, akd som neistd a ¢o vSetko riesim. Potre-
bujem podporu a u vds som ju dostala.*

MAT DETI PRE RADOST

V poslednom obdobi mdme pocit, Ze dochddza k:

- zahlteniu informaciami — Casto aj protichodnymi, ktoré vSak jednoznacne hodnotia,
¢o je ,,spravne” a €o nie;

- nérastu narokov na ziskanie osved¢enia: ,,DOBRY RODIC¥, Ilustruje to napr. ndzov knihy: , Rodi-
Covstvo je veda“. Teda rodiCovstvo sa stalo odborom, ktory je vysoko Specializovany a ureny len tym
najzdatnej$im. Ako potom nemd mat’ Zena pocit, Ze je neustdle hodnotend a musi podat’ vykon? Ze nie je
mozné dostat’ vietkym, ob&as protichodnym, naroénym poziadavkam? Ze sa nemodZe spol’ahniit’ na svoju
intuitivnu chut nieco urobit, ked vyskumy dokézali nie¢o iné?

- odcudzeniu sa vlastnym eméciam, telu. Vyrok nasej klientky: ,,ako by som si mohla byt istd, Ze je
bdbdtko v poriadku, keby mi lekdr na kaZdej poradni neurobil ultrazvuk?“, akoby vravel za vsetko.
Potrebujeme ultrazvuk, aby sme vedeli, Ze je diet'a v poriadku, Specidlny test, ¢i neporodime predcasne,
porodnicu s perinatologickym centrom, zaplateného porodnika, epidurdl, aby sme nemuseli trpiet’ pri
porode a umelt formulu, lebo nebolo dost’ mlieka. Samozrejme zovSeobecnene. Ale akoby sa rozdiely
(extrémne polarity) medzi Zenami stale vzdal'ovali. Na jednej strane je ,,hi-tech pristup, na druhej strane
,.bio-eko-enviro“ matky, dva tabory, striel'ajice po sebe zbranami ako ,,dobrd matka“ — ,,z14 matka®.

- dominancii ,,mytusu krasy‘: krdsna Zena je Zena s postavou 14. ro¢nej dievéinky, v podstate eSte bez
sekundarnych pohlavnych znakov. O to t'azsie sa potom citi spokojne v svojom tele a so svojou sexuali-
tou tehotnd a dojCiaca Zena.

Tento posun nds najviac trapi prave v oblasti straty kontaktu so svojim telom a emdciami, pochybnostami
o sebe a vysokou mierou tzkosti a strachu spojenou s tehotenstvom, péorodom a dojcenim.

Akoby mizla spontdanna radost’ z tehotenstva, zo zagul'acujiiceho bruska, z plnych prsnikov a z priameho kon-
taktu s babidtkom. Mamky maji strach chytit’ svoje diet’a, dat’ si ho len tak nahé do narudia, ,,pricapit™ ho

k prsniku a nepochybovat’ o ni¢om.

To sa smie?

LITERATURA:

Kirschenbaum, H., Henderson L., V., 1993. The Carl Rogers reader. London. Constable. 1993. 526 s. ISBN:
0094698406. Nepublikovany preklad V. Hlavenka, strany citdcii platia pre nepublikovany preklad.




MOTIVACNE ROZHOVORY
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CO JE MOTIVACNY ROZHOVOR?
- Ciel'om je, aby jedinec v sebe posilnil vniitorni motivaciu k zmene.
- Je G¢inny a zamerany na pomoc pri prekondvani a zniZovani ambivalencie.

- Terapeut nevystupuje v autoritativnej roli, zodpovednost’ za zmenu ponechdva na jedincovi, on sam je
expert na seba.

- Ciel'om je vyhnit sa vyvolaniu alebo posilneniu odporu, lebo ¢im je silnejsi odpor, tak tym je mensia
Sanca, Ze sa klient zmeni.

MILLER, ROLLNICK- CYKLUS ZMENY

PRE LEPSIE POCHOPENIE JE DOLEZITE UVEDOMIT Sl
1, I'udia sa nachddzaji v rdznych Stadidch pripravenosti na zmenu
2, ambivalencia je pochopitel'nd a normélna

3, konfrontédcia v tomto pripade znamena: ciel’, aby si klient uvedomil situdciu, realitu a nasledne prijal fakt, zZe
potrebuje pomoc a vydal sa na cestu adekvétnej zmeny.

predpoklad na zmenu — ddlezité je uvedomit’ si, Ze kazdy potrebuje iny Cas, tempo a iné podmienky na vy-
konanie zmeny, d6lezitd je akceptacia klienta v jeho rozhodnuti, o ¢asto krat prindsa uvolnenie pre klienta

zlozky motivdcie: 1, CHCEM, 2, BYT SCHOPNY SPRAVIT ZMENU (rozhodnutie pre zmenu, eite nezna-
mend, e som schopny ju realizovat’, potrebujem k tomu podmienky, ktoré niekedy mozu absentovat’), 3,BYT
PRIPRAVENY VYKONAT ZMENU

CYKLUS ZMENY

Prvé faza - prekontemplécia ,,I'udia v odpore”, ,,faza pred uvaZzovanim®, ,,ti, Co popieraju svoj problém*

Klient esSte ani nezacal o mozZnej zmene premyslat’, nevidi a neuvedomuje si a ani nepriptsta akikol'vek
zmenu, ak by mu niekto povedal o nejakych problémov, ktoré sa tykaji jeho, bol by vel'mi prekvapeny a ne-
klient potrebuje dostat’ informdcie a spétnud vazbu, aby si viac uvedomil svoje problémy a moznost’ ich zmenit'.
Pre klienta je typické: vahanie, rebélia, rezignécia a racionalizicia, je neochotny hovorit’ o sebe, blizke vzt'ahy
v tomto $tadiu si pre klienta ohrozujiice, nebezpeéné, aj ked si nie je vedomy daného strachu. M4 tendenciu
vnimat’ vSetko v extrémoch — ierne alebo biele, zI¢ alebo dobré, nespravne alebo spravne.

Terapeut sa snazi vyvolat’ u klienta pochybnosti, posiliiuje jeho vnimanie nebezpecenstva a problémov,
ktoré si¢asné spravanie prindsa, v praxi sa ukézalo, Ze klient je viac nakloneny komunikovat, ked sa mu po-
skytne priestor hovorit’ aj o pozitivach napr. uzivania drog.

PRIKLAD:
T: MéZeS mi povedat’, ¢o je to, ¢o t'a na heroine ldka, ¢o ta bavi?

K: Ten pocit, dam si to a vsetky problémy si prec, nic ti nevadi, nepocujes, Ze na teba kricia, Ze nefetuj, no
proste pardda...

T: A o sa ti na tom celom najviac pdaci?

K: Td pohoda, ten kl'ud, ked' si kaprujem a vietko mi je jedno... Skoda, Ze to nemoZe trvat’ vecne... potom mi
vidy pride, ked' to celé skonct, Ze znova si ist’ zhdiiat, Ze si musim ddvat’ bacha, aby som sa nenakazil...

T: MéZeS mi o tom celom nieco viac povedat’, o tych chorobdch, naco vSetko si si musel ddavat’ pozor?

K: No... na moj matros, na moje pumpy a zvySok, aby mi ho nikto nekradol, aby ma ndhodou nenakazili... lebo
toho som sa vZdy vel'mi bdl... bojim sa toho aj teraz... bojim sa hlavne HIV a C... je to 7lé, Ze vidy ked herdk
zo mia vyprchal, tak mi to celé doslo...

Druha faza — kontemplécia — ambivalencia

Klient nemd pocit zodpovednosti za svoj problém, problémy vnima mimo seba, pocity st opisované ako
nepritomné, nie su rozoznatel'né a o sebe hovori vo faktoch. Vyjadruje rozpory, ale je vidiet', Ze nie sd rozpo-
znané. To je signdl, Ze o zmene uvazuje, aj ked ju zaroveii odmieta. Ulohou terapeuta je podchytit’ prave tito
ambivalenciu a povzbudit’ klienta, aby nad zmenou uvazoval viac.

Klient sa Casto pohybuje medzi rozhodnutim k zmene a vzapiiti to hned poprie. Terapeut by mal udrzovat’
rovnovahu medzi tymito rozhodnutiami. Ak je klient nakloneny sa bavit’ o zmene, je dobré vytvorit’ priestor na
tzv. motiva¢nii rovnovahu. Co znamend, Ze nechame klienta, aby si mohol sém vytvorit’ zoznam toho, &o by ho
zmena stdla a aky ma prospech zo sti¢asného stavu a taktiez Co by ho stdl sicasny stav a aky by mal prospech
ich za svoje. Klient je expert sim na seba a najlepSie vie ¢o potrebuje. Terapeut motivuje klienta k akejkol'vek
pozitivnej zmene.

Pomocnd otdzka pre klienta v tejto faze na jasnejsie uchopenie ciel’a a odstranenie prekazok je napr. Co bude

pre daného klienta znamenat’ zmena? Co mu to prinesie? Co tym strati?

Cena za nastdvajuci stav @ Cena za zmenu
Prospech zo zmeny

Prospech z nastdvajiceho stavu



KONTEMPLACIA: ROVNOVAHA CENY A PROSPECHU (WILLIAM R. MILLER, STEPHEN
ROLLNICK, 2003)

PRIKLAD:

K: Myslim, Ze som zdvisly, lebo to mdme v génoch... aj moj otec aj dedo boli alkoholici... ¢iZe zdvislost’ v mojom
Zivote bola vZdy... diagnoza zdvislost ...

T: Pocujem, Ze zdvislost’ sa vo vaSej rodine vyskytuje...

K: Ano, otec bil mamu, mna a aj sestru... dno, zdvislost' je s nami spdtd... a teraz som zdavisly aj ja... pokracujem
v tradicii... aj ked' ja zatial’ nikoho nebijem... a ani nechcem....

T: Si zamysleny, akoby si zvazoval ¢o dalej...
K: hmm... aj zvaZujem... ale ja asi nemdZem abstinovat ... nemozZem... nezvlddol by som to
T: Znie to akoby si chcel ale zdroveri sa bojis ...
K: Bojim... ale asi by som s tym mohol prestat... ved bojim sa aj teraz ked fetujem...
v podstate nemdm c¢o stratit ...

Tretia faza - rozhodnutie

Féza rozhodovania je akymsi ,,0knom do krajiny moZnosti, ktoré sa otvdrajii urcitii dobu. Pokial’ v tejto
dobe clovek postipi smerom k ¢inom, proces zmeny pokracuje..“(William R. Miller, Stephen Rollnick, 2003).
Klient v tejto faze sa mdze vyplasit’, mdze si povedat’, Ze eSte nie je ¢as na zmenu a spadad spét’ do fazy kon-
templacie. V pripade rozhodnutia klienta je ilohou terapeuta pomdct’ mu rozhodniit’ sa pre najlepSiu variantu
akcie smerujticej ku zmene. Terapeut by mal mat’ viacero alternativ, pontik vyberu. Cim viac pontk a moZnosti
klientovi poskytneme, tym menej sa klient citi stiesnene a obmedzovane. Ma moznost’ sa slobodne rozhodnut’
pre rieSenie, ktoré mu najviac vyhovuje a je pre neho najprijatel'nejsie. Toto zvySuje pravi motivaciu k zmene,
¢lovek sa moZe slobodne rozhodniit’ a konat’.
- klient sa vracia spét’ do fazy kontemplacie

PRIKLAD:

K: Zlyhal som... napil som sa... bol som v kr¢me a uz ani neviem ako ale pil som... mal som strasni chut ...
v duchu som si hovoril, Ze doleZité je, Ze nefetujem... ale je to blbost ... viem, Ze sa aj nafetujem... teda... uz
som fajcil... fajci herdk...

T: Pocujem, Ze si zrecidivoval a zdroven hovoris o zlyhani...

K: Ano, je to na hovno... vSetko je zIé... neviem vydriar ... akoby som zabudol v ten dany moment, Ze aké peklo
mi to spésobovalo...

T: Si nastvany sdm na seba...
K: Ano... vSak som sa znova nafetoval...

Ak Kklient v predchddzajicom Stadiu citi uvol'nenie, postupne zacina viac o sebe hovorit’, za¢ina sa od-
blokovavat’ v komunikdcii. V tomto Stadiu sa klienti hanbia za svoje pocity, myslia si, Ze ich emdcie su zlé,

hanebné, nenormalne, preto ich nemozno ani akceptovat’. Dochadza ku strachu z odhalenia tychto pocitov.

Klienti maji obavu, z toho, ked odhalia svoje preZivanie, terapeut by si mohol zhorsit’ predstavu a mienku
o nich. Robia si starosti, ako by mohli byt vnimani{ svojim okolim.

V prezivani dochadza k protireCeniam, ale klient si to zacina uvedomovat’. TaktieZ klient postupne vnima,
Ze jeho rozhodnutia nie su vZdy pevné, stabilné, chdpu sa ako netdcinné. (Napr.: klient na jednom sedeni sa
rozhodol, Ze uz nebude chodit’ von s jednou partiou, lebo je to pre neho riziko, ktoré uz nechce podstupovat’,
lebo m4 obavu z recidivy. Na dal§om terapeutickom stretnuti klient prisiel s tym, Ze v partii bol, doma sa nudil
a nemal Co robit’, potreboval vyplnit’ ¢as, povedal: ,, ... je to fazké sa rozhodniit’ a ustdt si to...“)

Vel'mi ddlezitou tilohou terapeuta je pomdct’ klientovi predvidat’ a vyvarovat’ sa tazkostiam, ktoré sa mézu
vyskytnit’ poCas abstinencie: ,, Schopnost’ predvidat’ taZkosti a ndstrahy patri k uZitocnym terapeutickym zruc-

nostiam. Tt, ktori sa citia pripravent spravit’ krok ku akcii, by mali tieto moZné prekdzky urcite preskiimat’.
(Miller a Rollnick, 2003, s. 180).

- klient sa dostava do d’al$ej fazy — akcia

PRIKLAD:

K: Nefetujem uZ tyZderi... tesim sa z toho... viem vsak, Ze je to mdlo... ale som na seba hrdy

oy

T: Si odhodlany a tesis sa, to je dobre...

K: Ano, tesim sa... rozmyslam ale ¢o d'alej... tesim sa a zdroveri sa bojim, Ze kol’ko mi to vydrZi... musim s tym
nieco robit ... viem, Ze doma mi to dlho nevydrzi, som realista, skiiSal som to niekol’ko krdt a vidy som zre-
cidivoval... ale mdm pocit, Ze teraz je to iné... ani sdm tomu nerozumiem...... asi by som mal niekam ist ...
na liecenie...

T: Chces sa bavit’ o svojich moZnostiach?

K: Aj ma to zaujima... v§ak o tom nic neviem

Stvrtd faza — akcia

Mysli sa tym rozhodnutie klienta spravit to, ¢o ho posunie dopredu v zmene. Klient sa zavizuje k uréitému
¢inu so zdmerom realizovat’ zmenu. Tato fiza moze a nemusi byt’ podporovand poradenstvom. Vel’a l'ud{ sa
samostatne rozhodne pre nejaku akciu bez odbornej pomoci.

Ciel'om tejto fazy je realizacia zmeny v danej problémovej oblasti. Motiva¢nou ulohou terapeuta je po-
moct klientovi urobit’ vietko potrebné, aby sa klient z akcie posunul dalej do piateho 3tadia., podporuje klien-
tovu vieru v seba samého, jeho rozhodnutie, pomédha mu ho preskimat’, podporuje ho v pozitivach.

Terapeut v tejto faze by mal: ,,...podporovat’ klientovu vieru v seba samého. Zamerat’ sa na uspesné kroky,
potvrdit’ jeho rozhodnutie, popohdriat’ ho po prvych tispechoch, to je presne to, ¢o bude mat’ vplyv na klientove

hodnotenie viastnych schopnosti.“ (Miller a Rollnick, 2003, s. 182).

V tomto $tadiu vel'akrat klienti prichddzaji sami a my sme s nimi v predchddzajicich fazach neboli, moze sa
stat’, Ze klient od nds potrebuje len jednu konzulticiu a d'alSie zrusi, lebo sa hned na zaciatku uistil v tom, ¢o
potrebuje, preto sa terapeut v tejto faze niekedy mdzZe citit’ nepotrebne a neuspokojene. V tejto faze si musi
terapeut uvedomit’, Ze jeho snaha byt potrebnym nemdze byt vzdy uspokojend, ak sa klient uvolni a ziskava
sebaddveru, Ze mdze zmenu zvladnut’ sim nepotrebuje k tomu uz terapeuta. (Miller a Rollnick, 2003, s. 182)

PRIKLAD:

K: Rozhodol som sa, Ze idem do resocializdcie... zoberi ma o dva tyZdne... tak som si vybavil este detox... vSak
to nemoZe byt na skodu a istota je predsa istota...

T: Rozhodol si sa, to je fajn

K: Ano, som so sebou spokojny... vsak sa potom ozvem ako sa mi dari... neviem aké maju pravidld, ale asi urciti




dobu budem bez kontaktu s okolim...

Piata faza - udrZovanie
Nastala zmena, ale neznamena to, Ze je uz trvacna. Pocas tohto procesu mdze dochadzat’ k drobnym a vac-
§im relapsom. Ddle7ité je v tejto féze klienta podrzat’ a podporit’ ho aj pri tychto malych krokoch spit’. Ulohou

terapeuta je pomoct’ klientovi ndjst’ osvojit’ si a pouZivat’ metddy, ktoré by mali zabranit’ relapsom. V tomto
zmysle relaps znamend ndvrat v spravani a inych faktorov, ktoré klient vyuzival v minulosti.

PRIKLAD:

K: Nasi ma prisli pozriet ... citil som sa tak divne... akoby s nimi nebolo o com... nerozumiem tomu... vsak som
konecne cisty, tak by to malo byt v pohode a nebolo to tak...

T: Hovoris, Ze nerozumies tomu, Ze ty si Cisty a v§etko by malo byt iné...
K: Ano... nechdpem...
T: A aké to vlastne bolo...

K: Také cudné... neisté... to som v minulosti nemal... inak potom to uz bolo lepsie... kiipili mi obed c¢o som chcel
a dali mi cigy... tak potom bolo fajn...

T: Ked' ti kiipili obed a dali ti cigy to bolo fajn, ale dovtedy to bolo éudne, necitil si sa dobre

K: No... viak hovorim... je to divné ¢o?... som v pohode s nimi ked dostanem od nich to ¢o chcem ja... tak ako
v minulosti... opdt’ ja som doleZity...

T: Akoby si hovoril, Ze je ti s nimi dobre, ked' sa sprdvas tak ako ked' si uZival drogy...
K: Hmmm... no ono to tak aj je... ked’ ich manipulujem a mdm to ja pod kontrolou ja mi dobre... nezndsam tii
neistotu okolo...
Siesta fiza - relaps

., Niekedy to spusti hra na testovanie samého seba alebo prilisné uvol’nenie. Cenu nemoZno predtym od-
hadniit’ a viera vo vlastné schopnosti zacne hrdzaviet'. ViicSinou sa relaps neprihodi automaticky, ale nastane
pozvol’na po prvom poSmyknuti.* (Miller, Rollnick, 2003, s. 182).

Ak dojde k relapsu, je dlohou pokraovat’ v cykle zmeny a nie ostat’ vo fize relapsu. PoSmyknutie je
normdlne a oCakavané, dokonca je sucastou terapie. Dolezité je klienta ukludnit’, Ze relaps je sucast’ zmeny, Ze

kazdy relaps postiva blizSie k abstinencii. Tym klientom pomdhame, aby neupadali do beznddeje a zifalstva.

Terapeut by mal v tejto faze napomdhat’ uvazovat’ o zmene, obnovit' zamer a rozhodnutie, podporit’ akciu
a udrzovat’ jej vysledky.

Cyklus zmeny mdze mat’ druhykrat rychlejsi priebeh ako predtym.
PRIKLAD:

K: Som spdt’, nebolo to ono, stdle mi tam kecali hovadiny... nebavilo ma to, hovorili, Ze sa nemdm stretdvat’
s tymi a s tymi, iba mi ddvali samé zdkazy a prikazy...

T: Prikazy a zdkazy...

K: Ano, vietko bolo zIé ¢o som spravil... tak som odiSiel a nafetoval som sa, aby som zabudol

T: Nechces§ mi nieco viac povedat’ o tom, ako si sa citil?

Trvaly
vystup

Prekontemplacia

T

Kontemplacia

SEST FAZ PRIEBEHU ZMENY, PROCHADZKA A DICLEMENTE

(WILLIAM R. MILLER, STEPHEN ROLLNICK, 2003)

Zakladné techniky pri motiva¢nych rozhovoroch:
1, OTVORENE OTAZKY

- poméhaju klientovi hovorit’ o svojich tazkostiach a problémoch, otvaraji im dvere k preskimaniu da-
nych tazkosti

napr. o &om by ste chceli dnes hovorit'? Co vés ku mne priviedlo? V om vnimate svoje tazkosti?

2, REFLEKTIVNE POCUVANIE

- vyuzivame reflektovanie obsahu a emociondlny zmysel slov, reflektovanie nim poméha overovat’ si, ako
poctivame, ako rozumieme toho druhého a pomdha ndm udrzat’ stopu s tym druhym, reflektovanie je
jednou z ciest, ako vstiipit’ do sveta toho druhého

3, POTVRDZOVANIE
- ak klienta podporime, potvrdime mu jeho rozhodnutie, ocenime ho, tak ho motivujeme k zmene

- napr. oceniujem, ze ste prisli, asi to bolo pre vds tazké; myslim, Ze je to skvelé, Ze ste sa rozhodli nieco
spravit’ s vasimi tazkost'ami; asi ste vel'mi silny, ked ste dokazali takto dlho fungovat’ s problémami;
vnimam, Ze bolo t'azké sa rozhodnit’ o to viac oceriujem, Ze ste sem prisli a spravili tak prvy krok; mate
pravo sa citit’ takto zdrvene, nebolo I'ahké takto Zzit’; asi vds teraz Caka vel'a veci, ktoré musite riesit’,
chdpem, Ze toho mate dost” a potrebovali by ste vypniit'...

4, ZHRNUTIE

- pouziva sa, aby sa spojilo vsetko, o bolo doteraz povedané, ak tak spravime, ddvame klientovi pocitit’, ze
sme ho pocivali a taktieZ mu zhrnutim zhustime dand situdciu/t'azkost’, ktord klient m4, tak ma moznost’
si to viac uvedomit’ a uchopit’




-pri zhrnuti modZeme v klientovi vyvolat aj ambivalenciu a ndsledné rieSenie rozporov,
ktoré klient prinasa

napr. prisli sme dnes ku mne, lebo v Skole mate problémy, vasi rodicia si myslia, Ze ste zdvisly, lebo vdm nasli
sacok s travou, vy hovorite, Ze vSetci prehdnaju a zvelicujd, vy necitite Ziadne problémy, vSetko ide ako pred-
tym a zaroven som od vas pocula, Ze prospech v $kole sa vam zhor$il a doma sa s rodi¢mi viac hédate... je to
tak spravne? Dobre som to vnimala alebo nie?

5, PODPORA SEBAMOTIVUJUCICH PREHLASENI

- ak predchddzajuce techniky by nefungovali, tak by nedoslo ani k tejto poslednej, ktord je vel'mi dolezitd
v tom, Ze klient si sdm zacina vnimat’ a uvedomovat’ si svoje tazkosti

- sebamotivujice prehldsenia mdZeme rozdelit’ do Styroch skupin:

F priznanie problému: napr. zda sa, Ze to nemam vsetko tak pod kontrolou, ako som si to myslel; v podstate
som si nikdy neuvedomoval, Ze ako to nasim vadi; asi pridem o manzelku, ked’ budem d’alej pit,....

F vyjadrenie k danému problému: klient je smutny, place, citi obavu z toho, ¢o vsetko spustil, vzdycha,
gestikuluje, ak nieco povie, tak je to napr. ¢o som spravil, ze prave mne sa to stalo; zvoral som to; da sa

to vObec este vSetko zmenit™...

F klient priamo alebo nepriamo verbalizuje svoj zdmer sa zmenit”: napr. takto to uz d’alej nejde, musim
to zacat’ zmiernovat’; nieo s tym musim spravit’; da sa vobec dostat’ z takej zavislosti, v akej som?...

F vyjadrenie optimizmu ¢o sa tyka budiicej zmeny: napr. verim, ze to dokazem, aj inym sa to podarilo; nie
je to som nou az také zI¢, radsej to stopnut’ teraz ako neskor; ja to prekonam a vsetko bude zase OK...

AKO NARABAT S ODPOROM?

Odpor mdze nastat’ vtedy, ak terapeut zle odhadne pripravenost’ klienta na zmenu alebo nedrZi tempo
s klientom.

Odpor je vysledkom interpersondlnej spoluprdce medzi klientom a terapeutom, zmena terapeutovho po-
stupu zapri¢ini zmenu klienta.

Délezité je odpor vediet’ rozpoznat' v momente, ked sa odohréva.
Ak sa odpor u klienta objavi, tak je to znamenie k tomu, Ze klient asi nesmeruje k Ziaducej zmene.

Dolezité je vediet aj to, ako spravne reagovat’ na odpor, to je to, ¢o odliSuje motivacné rozhovory od inych
postupov.

KATEGORIE ODPORU?

Vytvorila ich vyskumnd skupina v Oregone pocas sledovania klienta v odpore (1984) a neskor boli tieto
kategdrie poopravené (1986) pri vyskume liecby alkoholovych zdvislosti:

1. KATEGORIA - HADANIE SA...

klient popiera spravnost’ postupu terapeuta pri praci, jeho odbornost’, spochybiuje to ¢o terapeut hovori
a ako postupuje, priamo vyjadruje nepriatel’sku reakciu na terapeuta

PRIKLAD:
,... V§ak vy mi nemdZete rozumiet’, vy neviete o je to byt na ulici, nevediet’ ¢o bude, vy neviete ¢o je to

brat’ drogy, vy to nepozndte a to nikdy nepochopite, to vds na Skole a ani nikde neucili... takZe ¢o vy odo mna
mdZete chciet'?... ha... tak si niekam strcte tie vase mudre rady a keci...”

2. KATEGORIA - PRERUSOVANIE...

klient skace do re¢i terapeutovi (md tendenciu sa obrafiovat’ a preto preruSuje terapeuta), ma chut' ho
umlcat’

PRIKLAD:

K:... vSetci piju... v§ak to je ndS narodny Sport, tak pijem aj ja, ale ja pijem inak ako ostatni... ja v tom mdm
jasno, ja si dam len trocha a sta¢i mi... mam dost'... ja to mam v pohode... to len oni to nemaju tak...

T:... zd4 sa, ked o tom hovori3, tak...

K:... tak ¢o, ¢o, no mam to vsetko pod kontrolou... to len ostatn{ si myslia, Ze nie... a vidim, Ze aj vy si to mys-
lite...

T:... nie, ja som chcela povedat’, Ze...

K:... Ze ¢o, Ze to nemdm pod kontrolou?... mam a ja to viem, vSak som vydrzal uz tol'’kokrat nepit’, aj mesiac
som vydrzal, tak to musim mat’ pod kontrolou...

3. KATEGORIA - POPIERANIE...

klient prejavuje nevolu si priznat’ problém, nechce spolupracovat’, nechce prijat’ zodpovednost’ za svoje
problémy, obvinuje inych, Ze oni st divni a nie on, nesthlas{ a kl'u¢kuje medzi navrhmi, ktoré si mu poskyto-
vané, vyhovara sa a ospravedliiuje sa, Ze preco nie je mozné to dodrzat’, klient nevnima nebezpecenstvo, ma

pocit, Ze je vSetko v poriadku, zlI'ahéuje situdciu, vdha o spravnosti navrhovanych rieseni, pochybuje o nich,
klient verbalizuje svoju neochotu sa menit’

PRIKLAD:

K:... ja pijem, lebo doma je to neznesiteI'né, vSetci na mna ttocia, Zena ma stale upodozrieva a deti sa somnou
nebavia... ked pijem, tak sa viem s tym I'ah§ie zmiernit'... pijem, lebo musim... to sa fakt celé nedd vydrzat ...

T:... hovorite, Ze pijete, lebo to potrebujete doma zvladnut'... a o v préaci?

K:... no tak tam pijem, lebo viem, Ze pridem uZ domov a musim sa na to pripravit’, viem presne ¢o sa bude
doma diat'... nikto sa somnou normalne neporozprava a vsetci sa budd na mna divne pozerat’ a tak proste ja
musim pit’...

T:... ked tomu dobre rozumiem, tak pijete uz v praci, aby ste sa pripravili na to, ¢o bude doma...

K:... no vSak hovorim..

T:... a skusili ste sa doma s manzelkou a det'mi porozpravat’ o tom, ¢o je doma?

~

:... skusil, ale furt je to po starom, to uz iné nebude...
T:... hovorite, Ze iné to uZ nebude a napriek tomu, ma napada, ze kol'ko este vydrzite takto pit”a riesit’ vasu situdciu?

K:... ale vSak sme sa uz naucili v tom Zzit'... detom uz nechybam, st dospelé a Zena, ta si pohundre a ideme
dalej...




4. KATEGORIA - NEZAUJEM...

klient jasne ddva najavo, Ze terapeuta nepocuva, ignoruje ho, neodpovedd mu, neposkytuje mu Ziadne
reakcie alebo odbocuje od témy, odvadza pozornost’ inde

PRIKLAD:
T:... mohli by ste mi povedat’ nieco viac o vasom probléme...
K:... ja Ziaden nemam...

T:... napriek tomu, Ze poéujem vasu odpoved, tak si uvedomujem, Ze sa nieco deje, inak by sme tu teraz spolu
nesedeli...

K: (ticho sedi, ma prekriZzené ruky a pozerd sa inym smerom ako sedim ja)
T:... moZno je tazké zacat ...

K:...¢o zacat’...

T:... hovorit’ o sebe, o tom, ¢o sa deje...

K: (ml¢ky sedi d'alej)

AKE SU POSTUPY PRE ZVLADANIE ODPORU?

Jednoducha reflexia — odpovedat’ na odpor bez odporu, uznat’ klientove emdcie, spésob zmyslania, ne-
sdhlasu

PRIKLAD:

K:... fetujem, lebo chcem, nie preto, Ze by niekto niitil... to ja som sa tak rozhodol... a mne to vyhovuje... v§ak
toto pozndm, pozndm ten Zivot, ¢o teraz Zijem...

T:... rozhodol si sa... je ti prijemne v tom Co Zije$, lebo to poznds...

K:... no, v8ak uz fetujem dlho, jediné €o je zI€, Ze ten herdk nie je najlepsi, kedysi to bolo lepSie... Skoda... to je
fakt blbé, potom musim si dat’ za viac ako predtym...

T:... je to zIé, Ze t'a to stoji viac penazi a eSte je to nekvalitné...

Posilnena reflexia — reflektovanie toho, ¢o klient povedal, ale eSte viac to umocnit’, to znamena povedat’ to
isté ako klient ale v extrémnejsej podobe, ddlezité je vSak nehovorit’ to sarkastickym
ténom alebo extrémnym prehananim, tak by sme u klienta mohli vzbudit” odpor, lebo
klient nds moze vnimat’ nepriatel’sky, netrpezlivo atd.

PRIKLAD:

K:... nemam pocit, Ze by som mal problémy, vSak si na tom l'udia horSie ako ja... ja som doma, chodim do
prace a len obcas si ddm nejaky ten pohdrik a zahrdm si na automatoch...

T:... hovorite, Ze nemadte problém, Ze vSak len obcas si date poharik a zahrate si na automatoch ale zaroven
mate vel'ké finan¢né dlhy...

K:... no mam, ale to splatim, teraz si dim pauzu a pdjde to...

T:... pdjde to splatit’, ked si ddte pauzu a potom d'alej bude &o... poplatené dlhy a mdZete zacat’ znova? Dite
si finan¢ny strop, po ktory pojdete alebo si poviete, Ze v§ak minule som to celé splatil, tak aj teraz to splatim?...

Dvojita reflexia — treba uznat’ to ¢o ndm klient hovorf ale zdroven postavit’ na druhd stranu nie¢o, ¢o by
mobhlo klientovi pomdct’ v jeho ambivalencii, je treba pouZit' to, o klient v minulosti
uZ spominal, o ¢om hovoril

PRIKLAD:

K:... ked fetujem, tak nemam Ziadne problémy, ni¢ ma netrdpi, vetko je v poriadku, proste ddm si som v po-
hode...

T:... poCujem, Ze hovorite, 7e pocas fetovania vds ni¢ netrdpi, ale zdroveii si pamétdm, Ze ste spominala, e ked
fetujete mate aj obavu, Ze by ste sa mohli nakazit' hepatitidou... tak ked nad tym tak rozmyslI'am, tak asi nie
vzdy je to také bez problémové a I'ahké...

Presunutie pozornosti — ak sa klientovi zda byt nie¢o neprekonatel'né a zaroven brzdiace proces zmeny,
treba klientovi poskytniit’ moznost’ presuntt’ svoju pozornost’ na iné témy

PRIKLAD:
K:... Ja nie som zavisli, ja viem prestat’, vS§ak zavisli vyzeraji inak a majui iné problémy...

T:... nemusime tomu hovorit’ zdvislost’, pre mna to nie je ddlezité, mdézeme to aj inak nazvat’ alebo nemusime
to nijako pomenovat’... mne skor v hlave ide to, Ze teraz tu spolu sedime, lebo nie vSetko je OK... mdZeme sa
skor o tom porozpravat'?...

Siuhlas a odklon — dat’ klientovi sthlas a zaroven ho odklonit’ od daného problému, tito technika udrzuje
vzdjomnu suhru medzi terapeutom a klientom

PRIKLAD:

K:... fetujem a Co, tak fetujem... nielen ja mam doma probléme, aj moj brat si sem — tam dd trdvu a pri iom
nerobia Ziadnu vedu okolo toho, lebo on je starsi...

T:... hnevé t'a to, Ze on moze a ty nie, to by hnevalo aj mna, ale zaroven rozmysl'am, preco si ty nedokazal zostat
len pri tej marihuane a isiel si dalej k inym drogam...

Zdéraziovanie vyznamu osobnych rozhodnuti a kontroly — doleZité je dat’ vzdy priestor klientovi, aby
sa on sim mohol rozhodnut’, ¢i chce prestat’ s danymi tazkostami alebo nie, netreba zabudat’, Ze kazdy nemus{
byt hned pripraveny na zmenu a potrebuje k tomu ¢&as, klient je vZdy ten, kto rozhoduje o zmene!

PRIKLAD:

K:... ja by som rdd prestal, ale nejde mi to alebo nechcem to... chce to len moje okolie.... ja v podstate ani ne-
viem, ¢o chcem... ¢i fetovat® alebo nie...

T:... je tazké sa rozhodniit’ ked zo vietkych strdn pociivas, aby si prestal, ale zaroveii si uvedomujem, Ze nikto
za teba ten krok nespravi, ty sa musi§ sam rozhodniit’, Ze ¢o bude dalej... nikdy za teba tii zmenu nespravi...

Pre ramcovanie, preladenie - terapeut sa snazi pozdvihnit’ klientovu opravnenost’ v jeho vlastné rozho-

dovanie, ale zdrovenn mu poskytuje nové rozmery, pohl'ady na dany prob-
1ém, ktoré by mali byt ndpomocné pre klientovu zmenu.

PRIKLAD:

K:... hovoria mi, Ze som zdvisly, ale ja si 0 nemyslim, viem s tym hocikedy prestat’...




T:... uz si to skasal?

K:... raz a vydrzal som dva tyzdne, dva tyZdne som bol bez pervitinu... no tak to je dokaz toho, Ze viem vydr-
Zat'...

T:... a aké boli tie dva tyZdne?...

K:... no v pohode, byval som s chalanmi... oni si dali piko a ja nic... ja som len chlastal vtedy... celd dobu som
sa pika ani nedotkol...

T:... hovoris, Ze si sa pika nedotkol, ale zdroven si pil... preco...
K:... vSak alkohol je v pohode...
T:... nepochybujem, Ze si chcel prestat’ vtedy s pervitinom, ale zdroven ti chybali tie stavy a tak si asi hl'adal

tie stavy v alkohole, kedZe ti ich alkohol neposkytoval, tak si presiel spit’ k pervitinu... to je znak zavislosti...
¢o si o tom myslis...

POMOCNE OTAZKY PRI PRACI S KLIENTMIL...

Dolezité je si uvedomit’, Ze tymito otazkami klientovi vytvarame priestor aby zacal o sebe viac rozpravat’,
aby viac o sebe uvazoval, postupne si sim moze uvedomovat’ veci a t'azkosti spojené s danym problémom. Pre
terapeuta su tieto otazky len pomocné pri budovani vzt'ahu s klientom, dolezité je uvedomit’ si, Ze nie je dobré,
ak sa len pytame, treba do rozhovoru vloZit’ aj seba (to, ¢o pri danom rozhovore s klientom citime), reakcie,
aby klient nemal pocit, Ze je na vysluchu. Takisto si treba ddvat’ pozor na Casté pouzivanie slova: preco, lebo
to moze v klientoch vzbudzovat strach, odpor, klienti vel'a krat ani sami nevedia preco, moze sa stat’, Ze ich
takto uzamkneme.

PYTAJTE SA NA DETAILY DANYCH TAZKOSTI:

Co vam priniitilo uvaZovat o tom, e méte problém? Aké problémy pocitujete? Preco to vnimate ako prob-
1ém? Koho vsetkého zat'azuje vas problém? MdZete mi povedat’ nieco viac o vaSich t'azkostiach? Aké pocity
mate okolo vagich starosti? Z &oho prameni vaga obava? Co sa moze stat’, ked nezmenite vase spravanie? Co
vés vedie k zmene? Co by bolo, keby zmena nastala? Kto si prvy viimol, Ze méte problém? Pri om pocitujete
vase problémy? atd’.

PYTAJTE SA, AKO VYZERA DEN KLIENTA:

Co robite, ked sa rano zobudite? Ako vyzera vds bezny defi? S kym travite &as pocas diia? Co mate rad na
vaSich diioch? MéZete mi porozpravat o vaSom dni? Ako travite vikendy a s kym? atd.

PYTAJTE SA NA SPOSOB ZIVOTA A NA STRESY:

Ako zvladate stresy? Co je najcastejsim spustacom vasich stresov? Co robite, ked ste pod stresom? Mate

zaruGeny liek na stresy? AkY je vas Zivot? Ako by sme pomenovali Zivot, ktory Zijete? Co vam najviac chyba
v zivote? Co vis najviac tesf alebo bavi v Zivote? Aké vzt'ahy méte s l'udmi? atd’.

PYTAJTE SA NA ZDRAVOTNY STAV:

Mate pocit, Ze vase tazkosti nejako stvisia s vasim zdravotnym stavom? Aké je vas zdravotny stav odkedy
mite tento problém? Mite pocit, Ze tento spdsob Zivota vam zhorsil va§ zdravotny problém? atd'.

PYTAJTE SANATO, ZE PRECO KLIENT OSTAVA V DANYCH TAZKOSTIACH, CI JE NA TOM
NIECO PRIJEMNE, DOBRE:

Mali ste moZnost’ s tym uZ prestat’ a zmenit’ svoj Zivot, ¢o je to, ¢o vam to nedovol'uje zmenit™? Je nie¢o
¢o vam vyhovuje na tomto stave? atd .

PYTAJTE SA NA MINULOST, NA TO AKO TO KLIENT RIESIL V MINULOSTI:

Skusali ste uz v minulosti riesit’ vase tazkosti? Co vdam v minulosti pomahalo prekonat’ takéto ta7ké ob-
dobia? Co vietko ste uz vyskiisali v minulosti, aby ste sa zbavili danych tazkosti? Kto pri vds v minulosti stal?
Na aky podnet ste v minulosti zacali riesit’ vase tazkosti? Co vam bolo v minulosti ndgpomocné, ked ste mali
tazkosti? atd’.

PYTAJTE SA NA POCITY:

Ako sa citite, ked hovorite o svojich tazkostiach? RozmyiI'am, Ze ako sa s tym celym midte, s vaSimi t'az-
kostami? Co preZivate, ked spominate na svoje t'azkosti? atd.

PYTAJTE SA NA DALSIE KROKY:

Akii méte predstavu, &o bude dalej? Co by ste mali chut’ teraz spravit? Ako zistite, 7 zmena vo vasom
7ivote nastala, ako to bude vyzerat'? Co by vdm teraz pomohlo? Co by ste potrebovali do budicna? atd’.

SPRACOVANE PODLA INTERNYCH MATERIALOV AUTORKY A PODLA LITERATURY:
1. Rogers, C.R.: Ako byt’ saim sebou, IRIS, Bratislava 1996, ISBN 80-88778-02-6, s.345
2. Miller, William R., Rollnick Stephen: Motiva¢ni rozhovory, SCAN, Tisnov 2003 ISBN 80-86620-09-3, s.332

3. Solldrovd, E.: Aplikécie pristupu zameraného na ¢loveka (PCA) vo vztahoch, IKAR, Bratislava 2005, edicia
Pegas, ISBN 80-551-0961-3,s. 199

4. Merry, T.: Naucte sa byt’ poradcom, poradenstvo zamerané na ¢loveka, IKAR, Bratislava 2004, edicia Pegas,
ISBN 80-551-0768-8,s.216

5. Nye, R.D.: Tri psycholégie, koncepce Freuda, Skinnera a Rogersa, edicia Pegas, Ikar s.r,0,, Bratislava 2004,
s. 168

www.motivacnirozhovory.cz




ZAVER

Zatalo sa to vlastne davno, este na jeseii v roku 1988, ked' som sa na ochutndvke PCA (The Person-Cente-
red Approach, pristup zamerany na loveka) v Strbe ,,zahd€koval*. Potom nasledoval dlhodoby vycvik a potom
mnohé daliie, lebo takych, &o sa vtedy v Strbe zahatkovali do PCA bolo viac. Zacali sme robit’ dalsie vycviky
(ktorych sa do dnesného diia v Cechdch a na Slovensku uskutoénilo 22) a vietci tito absolventi radi spominaji
na svoju druhd, omnoho praktickejSiu vysoku Skolu. Preto sa v roku 2001 v Pardubicich konalo akési stretnu-
tie absolventov. O Sest’ rokov neskdr ho fantdsikovia PCA zopakovali v Prahe, o dalsie dva roky v Zd'ari nad
Sézavou, aby sme to mali bliZSie aj zo Slovenska. A uz vznikla tradicia. Na poslednom zdvere¢nom stretnuti
vsetkych ucastnikov, sme zdvihli hodent rukavicu a sltibili usporiadat’ nasledujiicu akciu na Slovensku. Prva
sa ozvala Jana Spanikovd, ja som jej hlas podporil, Lygia Bétovské nds varovala, e to nie je len tak, ale uZ to
iSlo. Pridal sa Martin Miler, ktory mi pri inej prilezitosti pripomenul sympézium a na navrh Laca Timul'dka
navrhol pozvat’ profesora Greenberga z Kanady. Martin facilituje vycviky Instittitu PCA Ister s Hankou Smit-
kovou — a uz sme boli piati. Podl'a ndvodu Jana HoleySovského a Pavly Volfovej, ktori patrili medzi hlavnych
organizatorov stretnutia v Zd'4ri, sme sa zacali rok pred udalostou pravidelne schadzat’, diskutovat’, preberat’
zodpovednost’ za jednotlivé kroky a lohy a vec sa pomaly rodila. Najprv sme ziskali stihlas a termin od Leslie-
ho Greenberga, potom sme hl'adali vhodné priestory. To bola asi najdlhSia faza a tu sa najviac angazovala Jana
Spénikové. Vymyslela mnoho alternativ, z ktorych zislo, ale nakoniec navrhla jednu, na ktorej sme sa vietci

aj pisomné hodnotenia z dotaznika, ktorf Gcastnici vypiiiali anonymne. We did it, mdZeme si povedat’ spolu
s Chuckom Devonshireom po jednom intenzivnom ststredeni dlhodobého vycviku v PCA.

Takze Les Greenberg priSiel a dva dni prednésal o terapii zameranej na emdcie (Emotional Focused Therapy,
EFT), ktort zalozil a u¢i dnes uz po celom svete. (Ku ndm priSiel z Norska a potom odlietal do Portugalska.)
EFT je integrovany pristup, ktory povodne vychddza z PCA a Gestalt-terapie, ale zapracovdva aj modernd
tedriu emocii, dialekticko-konStruktivistickd metatedriu a prvky narativneho pristupu. Z PCA prevzal zdkladné
tézy, najmd empatiu, ¢o sa tu nazyva empatické naladenie na klienta a z Gestaltu direktivnost’, az uréity tlak na
spristupnenie, vyjadrenie a transformdciu emdécii, ¢o vidno najmi na praci s prazdnou stolickou. Teda presnej-
Sie v rozhovoroch s fyzicky nepritomnou, pre klienta vyznamnou osobou, s ktorou sa klient rozprdva, akoby
tam bola a hovorf jej vSetko, €o je pre neho bolestné a potom si v role tejto osoby aj odpoveda. Chairwork Cize
doraz: v kazdej premietnutej ukdzke z terapeutického sedenia bol takyto rozhovor. Seminér nebol vel'mi inte-
raktivny, o viacerym tcastnikom chybalo, ale tieto videonahravky a ich rozbor ho oZivovali.

Podl'a mojho nazoru je na EFT nové utiSenie, upokojenie samého seba. O regulacii a transformécii eméceii
respektive preZivania hovoria aj iné modely (napriklad model Virginie Satirovej), ale s tvrdenim, Ze ¢lovek sa
mad uteSit’ sdm, ak ho neutesi nikto v jeho okoli, som sa nestretol v Ziadnom inom pristupe. Mam problém sa
s tym uplne stotoznit’. Pripadd mi to tak trochu ako cumlik pre diet’a, ktoré place, ¢ize akési Siditko (napokon
cumlik sa povie po anglicky pacifier a hoci Greenberg pouziva anglosaské slovo self-soothing, Taliani to pre-
kladaji ako autopacificazione, takze je tu aj jazykova stivislost’) alebo ako masturbécia namiesto sexu, ked je
z nejakych dovodov nedostupny partner/ka, nuz ale — oboje sa v Zivote vyuziva. Len ¢i sa to ma povazovat za
reguldrne rieSenie?

Sympdéziu predchddzalo eSte stretnutie tcastnikov v kruhu v stredu podvecer. Zacalo sa to predstavovanim do
kruhu a kym sme presli cely kruh, &as sa naplnil. NuZ, darmo sedelo nds tam do $tyridsat’ a ked kazdy povie len
pér viet o sebe, ako teraz Zije, tak to chvilku trva.

Profesor Greenberg bol hlavnym re¢nikom aj na sympoziu. V hodinovej predndske vo Stvrtok rano zhrnul celd
EFT a tieZ pustil video. Podl’a neho tvoria emdécie zdklad nielen prezivania ¢loveka, ale celej osobnosti a maji
vrodeny adaptivny potencidl. Vo svojej az technickej preciznosti (pdvodne vyStudoval strojné inZinierstvo) —
Vladovi Hambélkovi pripominala pracu chirurga — rozobral pochody a procesy, ktoré na zdkladoch emociondl-
nych schém vybuduji vietky dalsie psychické funkcie aZ po ponatie seba.

Po vstupnej prednaske predniesol svoj prispevok generalny riaditel’ Ustredia prace a rodiny a prezident Intitiitu
psychoterapie a socioterapie MUDr. Ivan Jurd$ o hodnotach a spdsobe vzdeldvania v PCA, aky si vypracovali
u nich. Odvazny titul Mdme odvahu na viac slobody? a odvazne dosledky takych hodnot, ako je sloboda, zod-
povednost’, Cestnost’ a otvorenost’ vzbudili rozruch, pretoZe dospeli k ndzorom (napriklad, Ze profesionalita te-
rapeuta nie je nevyhnutne zavisld od jeho predoslej odbornej orientacie a stupna dosiahnutého vzdelania), ktoré
nie su v stlade so stcasnou politikou v oblasti psychoterapie. Ja vSak oceniujem skuto¢nost’, Ze mal odvahu
prist’ a otvorit’ takuto diskusiu. V praktickom PCA podl’a mdjho pozorovania existuji akési vetvy, alebo pridy,
ktoré medzi sebou - bohuZzial’ a na pocudovanie zdstancov inych pristupov - vel'mi nediskutuji. Aspon to by
sme mohli, aj ked mame na niektoré veci rozne nazory. Som rad, Ze na to bola dlhsia prileZitost’' na podvecernej
encountrovej skupine.

Docent PhDr. Ladislav Timul’dk, PhD hovoril tiez o EFT. Absolvoval vycvik u profesora Greenberga a je touto
terapiou vel'mi zaujaty. Vo svojom prispevku porovnaval proces zmeny v terapii zameranej na emdcie a v kla-
sickej terapii zameranej na cloveka. Vyslo mu, Ze klasickd terapia zamerand na cloveka je autentickd, pomeno-
vava (primdrne) emdcie a potreby v nich chdpe a potvrdzuje, ale nemusi rozoznat’ vyznam ochranného hnevu,
mozZe sa omylom zamerat’ na sekundarne emdcie, mdze sa minit’ s klientom, ktory je zaplaveny emdciami
alebo sa im naopak vyhyba, mdze minit’ klI'i¢ovi emociondlnu bolest” alebo jej vyznam, nemusi to byt” dosta-
tocne skoro, ¢o ohrozi budovanie pracovnej aliancie a nemusi poskytnit’ optimélnu $truktdru, ktord umozni
konsolidovat’ zmeny dosahované v terapii. Nuz, dno, vseli¢o sa nemusi podarit’, pokial’ sa terapeutovi nepodar{
veitit’ sa do klienta a dat’ mu to aj zrozumitel'ne najavo. EFT teda ddva priamejsi ndvod a preciznejsie klice
k ddleZitym veciam v terapii a v Zivote.

PhDr. Zuzana Tatdrova rozpravala o filidlnej terapii ako o aktivnej uicasti rodica v terapii dietata. Jednou
z moznosti aktivnej ucasti rodiCa na terapii svojho dietat’a je prave filidlna terapia — tréning rodi¢ovskych
zrucnosti. Okrem vlastnych skuisenosti hovorila aj o vysledkoch najnovsich stidif filidlnej terapie z USA. Na
video nahravke sme videli mladd americkd mamicku a jej syna, ako sa jej drzi a nepusti vySe dvadsat’ minit,
¢o vyvolalo rozne komentare u pritomnych. Podstatné podl’a mna je, Ze dr. Tatdrova priviezla filidlnu terapiu na
Slovensko a uz aj u nds sa zacina rozvijat’ terapia hrou, ¢o je zrejme jediny mozny spdsob ako sa skutocne pri-
blizit’ diet'at'u v predskolskom a mladSom Skolskom veku, hoci uz Freud sa pokuisal lie¢it’ patro¢ného chlapca.

PhDr. Daniela Siffelova rozvijala tému vzfah ako zdkladny aspekt bytia ¢loveka. Autorka knihy o pristupe za-
meranom na ¢loveka v 21. storo¢i je toho nazoru, ze PCA je vzt'ahova terapia, ktora ponika alternativny pohlad
na povahu ¢loveka a rolu vztahu v procese terapie. Poukdzala na vzt'ahy a na potrebu spolupatri¢nosti ako na
jednu zo zdkladnych charakteristik cloveka a poklada vzt'ah za dolezity predpoklad autentického bytia. Novym
jazykom formuluje povodné Rogersove myslienky a zddraznuje tak zasadny potencidl psychoterapie zameranej
na ¢loveka ponidknut terapeutické stretnutie nesmiernej liecive;j sily.

Popoludni sme sa rozisli v mensich skupinkach do workshopov. Sheila Haugh rozvijala tivahy na t€ému kindness,
¢o, samozrejme, robi trochu problémy pri preklade do slovenciny. NieZeby to bolo nezndme slovo, naopak, ale
prave fakt, Ze sa da prelozit’ tak vselijako, prispel k tomu, Ze véhal nielen Vlado Hlavenka ako tlmo¢nik, ale aj
viaceri anglicky hovoriaci pritomni. Napokon sme sa ustdlili na ldskavosti. Ale nech uZ je to trebdrs aj milota,
dobrosrde¢nost’, srde¢nost” alebo ¢okol'vek iné z tohto stidka, vzdy je to o I'udskosti tohto pristupu. Preto mi to
bolo milé a citil som sa byt s nou naladeny na jednej vine, ale to som ocividne nebol iba ja. Akurat sa ukazalo,
7e je este doslednejsia ako ja a veru som sa trochu aj zahanbil, ked sa ukdzalo, Ze ju na supervizii hresia za to,
Ze ponuka svojim klientom ¢aj. Ja neponiknem kaZdého klienta.

PaedDr. Jana Lednickd a Mgr. Lucia Lenicka sa aj vo svojom workshope venovali pristupu zameranom na ¢lo-
veka v praci s det'mi a adolescentmi, tentoraz téme hranice v psychoterapii a poradenstve. Autorky vychadzaji
nielen z literatury, ale aj z vlastnych skisenosti a navrhuju vlastnu definiciu hranic, robia rozdiel medzi ich pre-
kracovanim a ndsilnym narusenim a blizsie sa venovali zaddvaniu hranic v hrovej terapii zameranej na diet’a,
ddvodom, sposobom a situdcidm, v ktorych sa hranice zaddvaji. Na zaver ukdzali moZnosti prace s emdciami
v stivislosti s hranicami a priklady price s hranicami z psychoterapie deti a adolescentov.

Vo svojom prvom workshope PaedDr. Jana Spanikova porovnévala kouding a superviziu v PCA s inymi pri-
stupmi a multikuluturalitou na zdklade svojich skisenosti z dvojroéného medzindrodného projektu Grundtvig,
v ktorom sa okrem rdznych kultdr stetli aj rozne pristupy k psychoterapii: PCA, Gestalt a systemicky. V dru-
hom workshope sa venovala praktickému vyuZitiu dvoch humanistickych pristupov pri sprevadzani rodiny:




PCA a modelu Virginie Satirovej. Prdca s rodinnou mapou umoZznuje odkryvat’ vztahy, priciny sivislosti vy-
voja vlastnej rodiny a mozno ho vyuZit' nielen v individudlnej psychoterapii, ale aj v supervizii a pri vyucbe ¢i
tréningu pomdhajucich profesii.

Motivacné rozhovory boli témou workshopu Mgr. Marty Spalekovej a Mgr. Katariny Karaszovej. Ide o metédu,
ktora vychadza z toho, Ze 'udia sa nachadzajui v roznych Stadidch pripravenosti na zmenu. Podobne ako PCA,
z ktorého Miller a Rollnick vychddzaji, nevnucuje zmeny, ktoré nie su v sulade s aktudlnym emo¢nym nastave-
nim klienta. Expertom je klient a on hl'add v sebe mozné zdroje svojej autonémie: chciet’ zmenu, byt schopny
zmeny, byt pripraveny na zmenu a mat’ silu vykonat’ zmenu.

O encountrovej skupine som sa uz zmienil. Nepatri sa vynasat’ zo skupiny, ale to hddam mdZem prezradit’, Ze
tam prisli dve dievcatd z IPS, behom dvoch minit nasadili tému a td ndm vydrZala az do konca. Bolo to vycviku
a hodnotéch v IPS a bola to diskusia so vietkym, ¢o k tomu patri. Stvrtok sme zakon¢ili spoloenskym vede-
rom, kde sa premietali fotografie z vycvikov, vratane toho prvého, ktorému sa hovorf nulty.

Piatok zacal opit’ vo vel’kej aule a boli to predndsky s kratkymi diskusiami. Rozputala to opét’ Sheila Haugh,
tentoraz to bolo o nddeji. Nadej nepatri medzi nutné a postacujice predpoklady pristupu, ale je to dolezitd vec
v terapii i v Zivote. Spominam si, ako mi utkvelo v pamiti, ze dynamicky zamerany Jozef Hasto zd6raznoval
v niektorom svojom prispevku, Ze terapia musi dat’ pacientovi nadej. A Sheila to dokazala povedat’ opit’ slova-
mi, ktoré chytali za srdce, precitene a I'udsky. Ocerniujem i to, Ze si v§imla, Ze sedime uz druhy den pod krizom
a zahrnula to do svojho vystipenia.

Potom pokracovali PaedDr. Jana Lednickd a Mgr. Lucia Lenickd prispevkom na tému hranice v prdci s det'mi
a adolescentmi. Tu som sa opit’ tesil, Ze to, ¢o som eSte pred tromi rokmi na konferencii o rodinnej terapii
v Portorozi zavidel domacim Slovincom, Ze uZ maju asocidciu terapie hrou, ktort zaloZila jedna mlad4 terape-
utka vycvicend v Anglicku a priddvaju sa k nej dalSie kolegyne pracujtice s detmi v sikromnych i $kolskych
poradniach, sa za¢ina rozvijat’ aj u nds.

Ja som sa svoje uvahy o niektorych pojmoch v PCA snazil vtesnat’ do zostdvajicich desiatich mindt, ¢o som
takmer ihned ol'utoval, pretoZe som o tom nedokdzal hovorit’ tak spontdnne a prirodzene ako trebérs Sheila.
Okrem toho vidim, Ze mdj ndvrh, aby sa bezpodmienecnej pozitivnej akceptdcii hovorilo nepodmieneny pozi-
tivny pohl'ad sa v praxi nepresadzuje. Akurat v IPS uvazili, Ze lepSie je bezpodmienkové pozitivne prijatie nez
bezpodmienecné. Ale pozitivne prijatie ponechali, hoci ja si negativne prijatie neviem predstavit’, to je predsa
odmietnutie. A ak je nieCo pozitivne, potom je to hodnotiace. Na oznaleni materinsky pristup netrvim, to je
napokon iba d'al§ia nalepka. Podstatné si zdkladné Casti, nutné a dostaujiice podmienky a ostatné si kazdy na-
pini a doplnf tak, ako je to jemu prirodzené. Koniec koncov, niekto nemusi byt ani liskavy, len ked je dprimny
a dokéze sa vcitit’ do druhého &loveka, dokdze ho pochopit’ a vidiet’ pozitivne bez narokov na jeho zmenu. Cital
som v ktorejsi ucebnici psychiatrie, Ze Korsakov (podl'a neho sa vold syndrom) bol takyto I'udsky, laskavy
a mily ¢lovek a pacienti na jeho klinike ho mali radi. Jeho zdstupca, ktorého meno uZ ucebnica neuvadzala,
nebol vobec srde¢ny, ani mily a predsa si ho pacienti vel'mi vazili, pretoZe citili, Ze mu na nich zaleZi.

Po prestdvke hovorila PhDr. Katarina Karaszovd o PCA v psychotraumatolégii. Mnohi absolventi vycviku PCA
sa posunuli nickam inam, d'alej a rozvijajii dnes nie¢o viac alebo menej pribuzné. Ja som presveddeny, Ze aj
tam zachovévaji zdkladné principy, len ich moZno dopiiiaji o dalie aspekty. Napokon taky nedirektivny a em-
paticky, ako bol Rogers, pravdepodobne nedokaze byt nikto. Napriklad direktivnosti vidim u mnohych viace;j.
Aj v ohrozeni a traume je potrebné poskytovat’ informécie, ucit’, stanovovat’ pravidld a hranice. Ale predsa sa
ceni reSpekt, empatia a zdujem, teda to, co mnohi klienti a pacienti pomenovévaji ako podstatné a dolezité
v kontakte s terapeutom. Nie sme daleko od Rogersa.

Na zaver predviedli Mgr. Hana Celusdkova a Mgr. Maria Kopc¢ikova, ako sa dd a ma spolo¢ne prednésat’ pri-
spevok. Vzorne sa striedali v prednese o podpore procesu stdvania sa rodicom. Vedia o tom nieco, lebo maji
centrum pre rodinu, kde uz 3 roky robia kurzy pre budtcich rodicov, pripravu na pdrod s dulou a poradenstvo
v prvych fazach tohto krasneho a tazkého obdobia v Zivote ¢loveka. Venovali sa tomu, ako posilnit’ obraz
porodu ako jedinecnej udalosti v Zivote Zeny a hovorili o obdobi, ktoré nasleduje po narodeni diet'at’a. Veria
totiZ tomu, Ze matkami sa Zeny nerodia, ale stdvaji a v tomto procese potrebuje rodina facilitdciu rovnako ako
v inych, na prvy pohl'ad mozno kritickejs$ich obdobiach Zivota. Neistota a obavy matky, ¢i vo svoje role nezly-
hava, sa odzrkadl'uju na jej vztahu k diet’at'u, partnerskom spoluziti a atmosfére celej rodiny.

Posedenim v kruhu sme zacali, posedenim v kruhu sme aj skondili. Stary rusky zvyk vraj veli na chvil'u si pred
cestou sadnut’. Iny zvyk je povedat’ si, aké to bolo. Nuz, oboje sme naplnili a mia potesili mnohi dcastnici,
ktori vyslovili spokojnost’. Zda sa tieZ, ze tento format: naplanované prednasky a workshopy mnohym vyho-
vuje. Hoci stretnutie s ostatnymi priatel’'mi z vycviku je tiez dolezité a mne sa zdd dokonca dolezitejSie, ale pri
planovani a rozhodovani, ¢i pojdem na toto sympoézium zavazia mend a témy prispievatel'ov. Ale pocul som
ndvrh zaradit’ viac vol'nych, diskusnych skupin aj uprostred akcie, nielen na jej zaciatok a koniec. UZ napriklad

len kvoli tomu, aby ucastnici mohli lepSie stravit’ informdcie z prednasky, ale aj kvoli podrobnejsej diskusii.
Dnes, ked piSem tito spravu, som uZ aj ja spokojny. Vo chvili ukonéenia, v piatok 17. jina som este nebol.
Vzapiti som si uvedomil, Ze to je kvoli tomu, Ze eSte budeme musiet’ upratat’, nielen stoly a stolicky, ale dat’

na poriadok aj papiere, peniaze a podobne. A okrem toho uZ som sa chystal v duchu rozbehniit’ dalsiu akciu.
Nechcem to zakriknut’, tak nebudem prezradzat’ podrobnosti, ale difam, Ze sa onedlho znovu stretneme.

V Galante dna 16.7. 2011

PhDr. Ivan Valkovi¢
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NAZOV PRISPEVKU: HOPE AS A BASIS FOR PSYCHOTHERAPY

Autorka vo svojej prezentécii kladie doraz na terapeutove/-tkyne postoje, presvedcenia a I'udské tendencie
ako je davat’ a mat’ nadej. Povazuje ich za nevyhnutnu sticast’ pomdhajiceho vztahu, v sicasnosti mozno za-
nedbdvanu kvoli kladeniu dorazu na sledovanie efektivnosti prace, jej profesionalizécii, ¢i r6znym politickym
vplyvom. Nadej navrhuje ako inherentnu v aktualiza¢nej tendencii, zvazuje jej pritomnost’ a vyznam pre zo-
mierajucich, I'udf so samovrazednymi tendenciami, ¢i vo chvil'ach ,,zaseknutia® v préci s klientom. Schopnost’
davat’ nadej v zmysle viery v to, Ze veci sa mdZu zmenit’, mdZu menej boliet’, povazuje za nevyhnutni pre
pricu terapeuta.

Key words: ethical framework, therapeutic relationship, actualising tendency, hope

SHEILA HAUGH, CESKA REPUBLIKA, VELKA BRITANIA, TRAINING FACTORY, SPOL.
S.R.0., SHAUGH@TRAININGFACTORY.ORG

Nazov prispevku: Kindness in the Helping Relationship

Sucasné smerovanie profesiondlnej pripravy odbornikov v pomdhajicich profesiach vo Vel'kej Britanii vedie k
ziskavaniu znalosti tedrie, pristupov, sledovaniu politik a terapeutickych vysledkov. Spolu s tzkost'ou z moz-
nych podani st'aznosti zo strany klientov/-tiek a disciplindrnych konanf tieto okolnosti ¢asto vedd k obrannému
stiahnutiu sa profesiondlov z pomahajicich vztahov a k obavdm prejavovat’ zdujem, starostlivost’, osobni
zaujatost’ vo vztahu ku klientom/-tkam. Autorka proti obvyklému kladeniu dorazu na autonémiu ako dokazu
zdravej osobnosti pontka ako protivahu altruizmus ako prirodzenu charakteristiku 'udskych bytosti, potrebu
bytia vo vzt'ahu s inymi I'udmi. Predpoklad, Ze aby sme mohli robit’ svoju pracu, potrebujeme dostdvat’ i davat’
lasku, starostlivost’, laskavost’, zdujem o druhych, iba vtedy mdzeme byt naplno sami sebou a zit’ naplno svoj
Zivot.

Key words: helping relationship, dependency, separation, kindness

IVAN JURAS, USTREDIE PRACE SOCIALNYCH VECi A RODINY, BRATISLAVA,
IVAN.JURAS@UPSVAR.SK

NAZOV PRISPEVKU: MAME ODVAHU NA VIAC SLOBODY?

Autor vo svojom prispevku diskutuje o aplikdcii slobody a jej implikdcie — zodpovednosti za seba samého a
voci inym — do odbornej pripravy pomahajicich profesii vratane pripravy psychoterapeutov. Definuje hodno-
ty: osobnostny rast, sloboda, zodpovednost’, Cestnost’ a otvorenost’. Definuje tiez hlavné ciele vzdeldvania v
poradenstve a psychoterapii, ktorymi su zreld osobnost” a profesionalita psychoterapeuta. Predostiera jednu z
moznych koncepcii vzdeldvania v psychoterapii a poradenstve v ramci PCA, ktorej integrdlnou sticastou su
sloboda a otvorenost’, vratane konkrétnych oblasti vzdelavania a konkrétnych podmienok absolvovania progra-
mu. Na zdver diskutuje niektoré otdazky, ktoré st predmetom kontroverzii a polemik: otvorenost’ vycvikovej
skupiny z hl'adiska predchddzajiceho vzdelania dcastnika, trvald otvorenost’ vycvikovej skupiny pre vstup
nového tucastnika, otvorenost’ trvania vycvikového programu pre kazdého tucastnika, otvorenost’ skupiny z
hl'adiska pripustnosti akejkol'vek témy, vratane zmien vzdeldvacieho programu, sloboda a vol'ba pri ziskani
Certifikatu alebo Osvedcenia o absolvovani programu.

MARIA KOPCIKOVA, HANA CELUSAKOVA - CENTRUM PRE RODINU - KVAPKA,
RODICOVSTVO@ GMAIL.COM

NAZOV PRISPEVKU: PODPORA PROCESU STAVANIA SA RODICMI

V naSom prispevku sa budeme venovat’ tomu, ako posilnit’ obraz pérodu ako jedine¢nej udalosti v Zivote Zeny.
Hovorit’ o obdobi, ktoré nasleduje po narodeni dietat’a, o uskaliach, ktoré so sebou mdze prinasat’, ak nemame
dostatok vzorov v rodine.

Verime totiZ, Ze matkami (rodi¢mi) sa nerodime, stivame sa nimi a v tomto procese potrebuje rodina facilitdciu
rovnako intenzivne, ako v inych (na prvy pohl’ad mozno kritickejsich) obdobiach Zivota.

Specifikom nasej prace je jedinenost’ chvile, v ktorej sa s budiicimi rodi¢mi stretdvame, &i uZ je to na kurzoch,
ale hlavne priamo pri sprevddzani (duleni) pri porode a pri poradenstve pri dojceni a starostlivosti o babétko
po pdrode.

Snazime sa budicich rodi¢ov podporovat’, sprevadzat’, aby nasli svoju cestu. Neistota a obavy matky, ¢i vo
svojej role nezlyhdva, sa odzrkadl'uju na jej vztahu k diet'at'u, partnerskom spoluziti, na atmosfére celej rodiny.

Naopak podporujice prostredie, bezpe¢ny vztah obom rodicom umoziuje hlbsie pochopenie a pomenovanie
svojich pocitov a potrieb, zvysenie sebavedomia a spokojnost’ so svojou novou rolou.

TITLE: ASSISTANCE IN THE PROCESS OF BECOMING A PARENT

In our report we will address the image of delivery as a unique occasion in the life of a woman. We will cover
the period, which begins after the birth of a child, discuss the possible problems in case of missing family
models.

We believe, that we are not born as mothers (parents), we are becoming mothers and that during this process the
family needs a facilitation as much as in others (apparently crucial) life stages.

The particularity of our work is in the uniqueness of the moment in which we are meeting the becoming pa-
rents, during our courses, but mostly in accompanying (doulas) by the delivery and in nursing and baby care
counseling.

We try to assist and accompany the parent in finding their own way. The mother’s doubts of her role are mirro-
red in her relationship to her child, her partner and in the atmosphere of the family.

On the other hand, the safe environment is crucial to both parents in the understanding of their new feelings and
needs, in the increasing of self-conscience and satisfaction in their role.




JANA LEDNICKA, LUCIA LENICKA

CENTRUM PEDAGOGICKO-PSYCHOLOGICKEHO PORADENSTVA A PREVENCIE,
HUBENEHO 25, 831 53, BRATISLAVA, SLOVENSKA REPUBLIKA
PORADENSTVO@PSYCHOLOGICKECENTRUM.SK

NAZVOV PRI'SPEVKU’: HRANICE V PSYCHOTERAPII A PORADENSTVE: PRISTUP ZAMERANY
NA CLOVEKA 'V PRACI S DETMI A ADOLESCENTMI

Prispevok sa zameriava na tému hranic v psychoterapii a poradenstve v PCA v praci s detmi a adolescentmi
a zasadzuje ju do SirSieho kontextu prace s hranicami v psychoterapii. Vychddzajic z odbornej literatiry aj
vlastnej praxe autorky navrhujui vlastni definiciu hranic. Prezentuji rozdiel medzi prekracovanim a ndsilnym
naruseniam hranic v psychoterapii a poradenstve. Pontikaji pohl’ad na tému hranic z hl'adiska filozofie PCA a
Specifik prace s detmi a adolescentmi. BliZSie sa venuju zadavaniu hranic v hrovej terapii zameranej na diet’a,
dévodom, sposobom a situdcidm, v ktorych sa hranice zaddvaji. Ddvajd do suvislosti hranice a zachovavanie
dbvernosti pri préci s adolescentmi a ich rodi¢mi. Na zdver ukazuji moZnosti prace s emdciami v suvislosti s
hranicami a priklady prdce z hranicami z psychoterapie deti a adolescentov.

KTtcové slova: hranice, psychoterapia zamerana na ¢loveka, deti a adolescenti, hrova terapia, emdcie

TITLE: BOUNDARIES IN PSYCHOTHERAPY AND COUNSELING:
PERSON-CENTRED APPROACH WITH CHILDREN AND ADOLESCENTS

An article focuses on a boundary issue in psychotherapy and counseling in PCA with children and adolescents
and puts it into the wider context of boundary management in psychotherapy. Based on scientific literature
and own practice, the authors suggest their own definition of boundaries. They present the difference between
boundary crossing and boundary violations in psychotherapy and counseling. They offer a view of boudary
issues from the standpoint of PCA and the specificities of working with children and adolescents. Closely they
look to limit setting in the child-centred play therapy, to reasons, methods and situations, in which the limits
are set. They make connection between boundaries and keeping confidentiality when working with adolescents
and their parents. Finally they show possibilities of working with emotions in regard to the boundaries and the
examples of boundary management in child and adolescent pychotherapy.

Key words: boundaries, person-centred psychotherapy, children and adolescents, play therapy, emotions

PHDR. DANIELA SIFFELOVA ,
KATEDRA PSYCHOLOGIE, FF UK PRAHA , JANSKEHO 2193/78, 155 00 PRAHA 5
DANIELA.SIFFELOVA@SEZNAM.CZ

NAZOV PRISPEVKU: VZTAH JAKO ZAKLADN{ ASPEKT BYTi CLOVEKEM

V piispévku predstavuji rozvijejici se koncepci PCA jako tzv. vztahové terapie, ktera nabizi alternativni pohled
na povahu ¢lovéka a roli vztahu v procesu terapie. Poukazuje na vztahovost a potfebu soundleZitosti jako na
jednu ze zdkladnich charakteristik ¢lov€ka a vnima vztah jako dilezity pfedpoklad autentického byti. Tato kon-
cepce nepredstavuje novy terapeuticky pristup ¢i nové metody terapeutické prace, ale pomaha 1épe porozumét
dynamice a sloZitosti lidské povahy. Novym jazykem formuluje piivodni Rogersovy myslenky a zdtraziiuje tak
zasadni potencidl na ¢lovéka zaméfené psychoterapie nabidnout terapeutické setkani nesmirné 1é¢ivé kvality.
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KTIicové slova: povaha Clovéka, setkani, terapeuticky vztah, vztahovost, vztahova terapie

TITLE: RELATIONSHIP AS THE BASIC ASPECT OF BEING A PERSON

The paper presents the relational therapy as a new concept in the PCA that offers an alternative view on human
nature and the role of the relationship in the process of therapy. It shows the need for relating and engagement
as one of the basic characteristics of a person, and it sees the relationship as an important condition for authen-
tic being. This concept doesn’t introduce a new therapeutic approach or new methods of therapy, but it helps
to understand better the dynamics and complexity of human nature. It formulates Rogers’s original ideas in a
new way and thus emphasizes the potential of the person-centred therapy to offer a special healing encounter.

Key words: Human nature, encounter, therapeutic relationship, relational therapy

MGR. MARTA SPALEKOVA, SUKROMNA PRAX, SPALEKOVA.MARTAGGMAIL.COM,
MGR. KATARINA KARASZOVA, SUKROMNA PRAX, INFO@PSYCHOTERAPIA-EMDR.SK

NAZOV PRISPEVKU: MOTIVACNE ROZHOVORY

Motivaéné rozhovory sa zameriavaji na explorovanie a rieSenie ambivalencie. Ide o metédu, ktord vychddza
z toho, e I'udia sa nachddzaji v rdznych §tadidch pripravenosti na zmenu. Specifikom tejto metédy je, 7e ne-
dostdva klienta do zbyto¢nych intrapersondlnych rozporov, pretoZe nevnucuje zmeny, ktoré nie su v sulade s
aktudlnym emoc¢nym nastavenim klienta. Motiva¢né rozhovory vychddzaju z toho, Ze expertom je klient a on
hl'add v sebe mozné zdroje k svojej autonémii. Prispevok sa venuje zlozkdm motivacie — chciet’ zmenu, byt
schopny spravit’ zmenu, byt pripraveny na zmenu a mat’ silu vykonat’ zmenu. TaktieZ sa v prispevku venujeme
odporu, jeho véasnej diagnostike a technikdm, ako s nim nardbat’, ak je pritomny u klienta.

KTicové slova: motivacia, ambivalencia, zmena, odpor, konfrontécia.

THE TITLE OF THE PRESENTATION: MOTIVATIONAL INTERVIEWING

Motivational interviewing is aimed at exploration and resolution of the client’s ambivalence. This method as-
sumes that people are at different stages of readiness for change. Motivational interviewing helps the client not
to get into unnecessary intrapersonal conflicts as it avoids imposing changes externally that are not in accor-
dance with the client’s actual inner state. In motivational interviewing the client is considered as an expert on
his/her life and he/she is accompanied by the therapist while using his/her own resources in searching for his/
hers autonomous solutions. The article discusses several aspects of the client’s motivation such as: “I want to
change”, “I am able to change”, “I am ready for change” and “I am strong enough to implement the change”.
In addition the paper is also devoted to the issue of the client’s resistance, its early diagnostics and techniques
of how to handle it.

Key words: motivation, ambivalence, change, resistance, confrontation.
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NAZOV PRISPEVKU: KAUCING A SUPERVIZIAV PCA, POROVNANIE S INYMI PRISTUPMI A
MULTIKULTURALITOU

Supervizia a kaucing napomdha k rozvoju osobného a pracovného potencidlu ¢loveka, v pomdhajicich ¢i
riadiacich profesidch predstavuje systematické sprevddzanie, podporu, faciliticiu, vzdeldvanie. Autorka v
prispevku poskytne skisenost’ z dvojro¢ného medzinarodného Grundtvig projektu ESCME v rokoch 20009
-20011 (Vzdeldvanie supervizorov a kaucov pre multikultirnu Eurépu) v ktorom bol stred réznych kultdr sa
zaroven stret rozliénych psychoterapeutické pristupy (PCA- Getstalt- Systemicky).

Klicové slova: profesiondlna podpora, supervizia, kaué¢ing, mutikultirne projektové partnerstvo, rozdielnost’
pristupov.

THE TITLE OF THE PRESENTATION: PCA COACHING AND SUPERVISION, COMPARISON
WITH OTHER APPROACHES AND MULTICULTURALITY

Supervision and coaching is helpful in development of personal and working potential in human being, and it
involves systematic guidance and support in helping or managing professions, facilitation of education, as well.
Author offers her experience from two years long international Grundtvig project ESCME during 2009 — 2011
(Education of supervisors and coaches for multicultural Europe), in which various cultures and various psycho-
therapeutic approaches met together (PCA- Gestalt- Systemic).

Key words: professional support, supervision, coaching, multicultural project partnership, difference among
apporaches.
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NAZOV PRISPEVKU: HUMANISTIKCKY PRISTUP K RODINE AV TERAPI

Prispevok sa zaoberd eklektickym vyuZitim dvoch humanistickych pristupov pri sprevddzani rodiny - pri-
stupom PCA a pristupom Rodinnej terapie V.Satirovej. Praca na rodinnej mape umoziuje odkryvat’ vztahy,
priciny a suvislosti vyvoja vlastnej rodiny. Tento pristup ma vyuzitie v individudlnej psychoterapii, v supervizii
ale aj pri vyucbe €i tréningu poméhajicich profesii.

Klicové slova: rodinnd mapa, humanistické pristupy, liecebnd pedagogika, rodinny Zivotny cyklus, tvorba
mapy a moznosti vyuZitia

THE TITLE OF THE PRESENTATION: WORK WITH A FAMILY MAP

This paper addresses eclectic use of two humanistic approaches to guiding families- the Person-Centered Ap-
proach and Virginia Satir Model. The work with the family maps allows to discover relationships, reasons of
realations in the development in the family of origin. This approach is useful in individual psychotherapy, in

supervision, and also in teaching or training in helping professions.

Key words: humanistic approaches, treatment pedagogy, life cycle in the family, creating the maps and possi-

bilities of their use

MGR. ZUZANA TATAROVA - SUKROMNA ANGLICKA SKOLKA BENJAMIN PEZINOK,
ZUZI_PT@YAH0O0.COM

NAZOV PRISPEVKU: FILIALNA TERAPIA - AKTIVNA UCAST RODICA V TERAPII DIETATA.

Vo svojej prispevku by som sa chcela zamerat’ na dolezitost’ zapojenia rodic¢a do terapie dietat’a. Jedna z moz-
nosti aktivnej ucasti rodi¢a na terapii svojho diet’at’a je filidlna terapia — tréning rodi¢ovskych zruénosti. Okrem
vlastnych skisenosti z vyuzivania filidlnej terapii na Slovensku, chcem v stru¢nosti spomenit’ aj vysledky
niekol’kych najnovsich $tidii v oblasti filidlnej terapii z USA. V diskusii by som rada otvorila tému potrebného
vzdelania pre vykondvanie filidlnej terapie so skupinami rodi¢ov, ale aj robenie vycvikov pre dal§ich odborni-
kov v danej téme.

KTicové slova: filidlna terapia, rodi¢, diet’a, terapia hrou, vztah

TITLE: FILIAL THERAPY - PARENT'S ACTIVE PARTICIPATION IN CHILD’'S THERAPY.

In my contribution, I would like to focus on the importance of involving parent into the child’s therapy. Filial
therapy — Child Parent Relationship Therapy is one of the options of parent’s active participation in his/ her
child’s therapy. I would like to talk about my own experience from using filial therapy in Slovakia and briefly
mention also outcomes of current studies in the field of filial therapy in USA. Finally I want to discuss opinions
about the minimum education and training needed for doing filial therapy with group of parents but also for
educating other professionals in this area.

Keywords: filial therapy, parent, child, play therapy, relationship

PHDR. IVAN VALKOVIC - UPSVAR BRATISLAVA, IVAN.VALKOVICQUPSVAR.SK

NAZOV PRI’SPEVKL}: NEPODMIENENY POZITIVNY POHLAD
A HODNOTIACI PRISTUP V PCA

V prispevku sa zaoberam 1) prekladom pojmu unconditional positive regard a niektorym dosledkom, ktoré z
uvah o tomto pojme vyplyvaji: 2) ako je nemoznost’ nehodnotit’, ale moznost’ hodnotit’ pozitivne a 3) charak-
teristike takto ponatého pristupu k psychoterapii a l'udom vdbec.

TITLE: UNCONDITIONAL POSITIVE REAGARD AND JUDGEMENTAL APPROACH IN PCA

I discuss 1) translation of the term Unconditional Positive Regard into SLlovak language and several implica-
tions of considerations on this concept: 2) as impossibility not to judge, but possibility to have a positive regard
and 3) quality of such understood approach to psychotherapy and to people generally.
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Process Facilitation
*The therapist is seen as expert in:
1) being present to the other
2) in methods that help clients to fake a next
step that will lead them get closer to their own
experience.

*Clients are viewed as experts on their own
experience.

* Therapist is not an expert on what the client is
experiencing

Overview of Therapy Process
Process:
*Presence and Empathic Attunement to
clients’ emotional meanings or feelings
sCommunication of PC relational attitudes
eFacilitation of particular modes of
emotional processing and meaning
creations at particular times
Goal:
*Self-reorganization of emotion schemes
and personal meaning

EFT Style of Responding

1)Emotion and meaning are responded to empathically.
e T.“Soits like you feel .....( Empathic Following)

2)The client is guided in how to take next steps in processing
emotional experience with process directives.

o T. Trythis..... (Process Directive) Can you pay attention
inside...

If your father was here what would you want to say to him

Can you give me a specific situation where you felt this...

Development of EFT/ PE

Within the core conditions framework we looked at:
*\What therapists attend to that they see as important

*This identified particular recurring client in-therapy states
and different ways of responding to these states.

*This led to concept of client markers which were seen as
opportunities for different types of facilitative responses.

*Therapist then is viewed as engaging in a form of “process
diagnosis” which leads to responding differentially at
different points to facilitate client next steps.

Empathy-Based Tasks
Task Marker Intervention Process End State

Problem- Empathic New meaning
Relevant Exploration or clear marker,
Experience explicated

(e.q., interesting,

troubling,

puzzling)

Vulnerability = Empathic Self-

(Painful Affirmation affirmation
emotion/shame (feels understood,
related to self) hopeful, stronger)




Reprocessing Tasks

Task Marker

Intervention Process End State

Trauma Narrative Trauma

(internal pressure to tell Retelling
difficult life stories,

e.g., trauma)

Meaning Protest (life Meaning
event violates Work

cherished belief)

Problematic Reaction Systematic

Point (puzzling over-
reaction to specific
situation)

Evocative
Unfolding

Relief,

restoration of
narrative gaps

Revision of

cherished belief

New view of

self in-the-
world-
functioning

Enactment tasks

Task Marker Intervention Process End State

Self-Evaluative Two-Chair Self acceptance

Split (Self- Dialogue Integration
criticism, tornness)
Self-Interruption Two-Chair Self-expression
Split (Blocked Enactment Empowerment
feelings,
resignation)
Unfinished Empty Let go of
Business Chair Work resentments, unmet
(Lin_gering bad needs affirm self;
feeling re: understand or hold

significant other)

other accountable

Unfolding Problematic Reactions

Vividly Re-
Enters
Scene
Problematic
Reaction

Search for
salience in
stimulus

Meaning

L

—» Emotional —
Reaction

Subjective J

Construal
of the
Stimulus

Examine

Bridge [ Modes of
Functions

Model of Resolution of Self Criticism

Self
Critical
Marker

Role | || Harsh Specific | —  \alues )
Play criticism criticisms standards Softening
Critic T

't t I T

Experiencer reaction

Roleplay || Affective| |Differentiated gmerging Wants

feelings  lelexperiences and

Secondary  Maladaptive Adaptive

needs

Negotiation

Integration

i

Experiencing tasks

Task Marker _Intervention Process End State

Attentional
Focus Difficulty
(confused,
overwhelmed)

Unclear Feeling

Clearing a Space

Experiential

(vague, external or Focusing

abstract)

Difficulties
expressing
feelings (avoiding
feelings, difficulty
answering feeling
questions)

Allowing and
Expressing
Emotion (also
Focusing,
Unfolding,
Chairwork)

Work
productively
with
experiencing
(working distance)

Symbolization

of felt

sense,carrying
forward, felt shift
Appropriate
expression of
emotion to
therapist and
others

Resolution of Unfinished Business

Negative Specific 4.‘Change in view of othel
Negative

Client experiences|
lingering
unresolved
feelings

|

Client expresses
blame, complain
or hurt

aspects

Dysfunctional
Belief

Intense | \Mobilizatio

Resolution
Self-affirmation
Self-assertion

*New view of others
«Understands other

-Foraivgfomer

= express_io_n* expression
of specific| |ynmet need

I

emaotion

Episodic Self interruption
memor’ i i

Optional Tetting
0 of unmet nee




Emotions: Fundamentally Adaptive

» Emotions tell us what is personally important
& whether things are going our way (information)

« Emotions help us to survive by providing an
efficient, automatic way of responding rapidly to
important situations

< Emotions prepare us for action:

+ Emotions involve wishes/needs, which generate
action

 Emotions integrate experience; give us meaning,
value & direction

« Basic concepts: Emotion Schemes; Affect regulation,
Creation of meaning.

Emotion Assessment
Adaptive
1. Primary
Maladaptive

2. Secondary

3. Instrumental

Emotion Generation

Emotion results from automatic appraisals of
situations in relation to needs/goals/concerns

«Appraisal of features e.g. size speed not
thoughts
*Emotion is adaptive, not rational or irrational

Variety of Levels
Neurochemical
¥} Physiological
{¥] Muscular
{¥] Cognitive
Social

Differential Intervention

Primary Adaptive  Access for good

information
Primary Access in order to
Maladaptive transform
Secondary Explore to get to more

primary emotion

Instrumental Awareness of the aim

Emotion and the Wisdom of the Organism

e The organismic valuing process at the center of Rogers
theory of actualization was always a mystery construct.

eEmotion now can be seen as being a scientifically based
process at the center of the organismic valuing process
which guides the growth /actualizing tendency

SIX MAJOR EMOTIONAL CHANGE PROCESSES
A)Accessing Emotion

1. Increase Emotional Awareness & Symbolization in the
Context of Salient Personal Stories.

Symbolizing emotional experience in awareness in order
to make sense of one’s experience. What am |
feeling?

2. Express Emotion.

Expressing changes the self and changes interactions
both by mobilizing and revealing self. Overcome
control and inhibition. Completion of expression.
Neuro-chemical changes.




B) Modulating & Understanding

Accessing Alternate Emotion

3. Enhance Emotion Regulation 0. E;f_lpathic relationship bdomi

Explicit regulation. Use deliberate cerebral capacities to elﬁnso t:‘;tna“e"m" to present subdominant

contair_1 and regulate maladaptive amyg_dgla reaction§ 2. Access adaptive need/goal and

(especially fear, rage and shame). Implicit self soothing. associated emotion

Allowing, tolerating, accepting and soothing. 3. Expressive enactment of alternate
emotion

4. Reflect on Emotion. 4. Imagery to evoke emotion

Making sense of experience. Dis-embeding. Creation of :n%‘t’i%';e emotion memory of alternate

new meaning. Insight. Seeing patterns, understanding in 6. Mood induction via music

a new way. New narrative construction 7. Humour

8. Cognitive creation of new meaning
9.Therapist expresses emotion for client
10. Relationship evokes new emotion

C) Transforming Emaotion

5) Change Emotion with Emotion. An alternate self- Basic Change Process
organization, set of emotion schematic memories, or
“voices” in the personality based on primary emotions are .
accessed. The maladaptive emotional response is synthesized Secondary Distress
with, or transformed by, more adaptive emotional response. |

Primary Maladaptive

6. Change Emotion with New Interpersonal Experience.

New lived experience with another provides a corrective NEED
emotional experience. Disconfirms pathogenic beliefs. |
Provides interpersonal soothing. New (success) experience

Primary Adaptive
changes emotion. y P

g
3

Transforming Emotion
1.Completion/Detachment/Habituation/ Extinction

Global
Distress

eriv. Model of

OzZzo0o0Omw

Low! -
Blocked ) MAL Emotional
Needs to be unblocked. % Rejecting —— Fear/ -
Let it run it’s course g Anger Shame Processi ng
Arising & passing away % / \ Pascual-Leone & Greenberg 2007
Letting go L% Need Negative
Desensitizing/Exposure 5 €ed ' <==— Evaluation
2. Changing Emotion with Emotion g PosiIIVEIEvaluation
Undomg Assertive Grief /
enerating Novelt igh Anger / Self- | 4—— PRIM.AD
Soothing Hurt
v l AP
- . Acceptance,
Synthesis letting go




Outcome Research

Growing evidence of effectiveness of emotion-
focused treatments

*Emotion- focused therapy of depression
*Emotion- focused therapy of trauma

«Emotionally Focused couples therapy

Empathy & the Working Alliance in OISE Study
(Watson & Geller 2005)
¢ This study investigated the relation among clients’ ratings of
the relationship conditions (Relationship Inventory),
outcome, and working alliance (Working Alliance Inventory)
in both Cognitive-behavioural and Emotion-focused therapy.

eThe RI was predictive of treatment outcome on 4 different
measures, (eg: accounting for 10% of variance on BDI)

¢ The impact of the relationship conditions was mediated by
the WAI on 3 of 4 measures of outcome (13%)

oEFT therapists were rated as more highly positively
regarding of their clients (p= .02) than cognitive/behavioral
therapists with a trend to higher empathy (p= .08).

Relating Process to Outcome:

EFT has the strongest evidence base on
the process of change of all approaches
to treatment

eHierarchical linear regression showed that /ate
emotional processing both mediated the relationship
between clients' early emotional processing capacity
and outcome, and was the sole emotional processing
variable that independently predicted improvement
(21%).

e After controlling for emotional processing, the early
working alliance added an independent contribution
(8%) to explaining improvement in reported
symptomology.

Correlation between the working
alliance and outcome

BDI 1P RSE GSI
WAI -.35* -.24 37* -.20
Session 3
* *p< .05
*  N=38

Beginning, Alliance & Depth of Experiencing
Capacities, and Outcome (pos, 2006)

WAI LO

HI Best Good

LO Good Worst




Path Analysis of Alliance & Emotional Processing
Across 3 Phases of Therapy & Outcome (N=74)

(Pos,Greenberg, Warwar 2010)
eBoth Alliance and Emotional Processing increased
significantly across phases of therapy.

eBeginning therapy alliance (measured after session one)
directly predicted all outcomes.

o Working phase emotional processing was found to directly &
best predict symptomatic change while only beginning therapy
process predicted reductions in interpersonal problems.

e\Within working and termination phases of therapy, the
alliance significantly contributed to emotional processing and
indirectly contributed to outcome.

Process Outcome Link.

Depth of Experience
/\
++ . +++ .
T.EXP Deepening Reduction

Experiencing in Symptoms

Increase in Experiencing on Core themes
related signif. to outcome (Goldman et al 2005)

Increase in Experiencing on Emotion Episodes
related signif. to outcome ( Pos et al 2003)

Experiencing Scale

1. Objective and intellectual, giving no evidence of
the personal significance of events they describe.

2. Personal but detached; no explicit reference to
feelings, reactions, or internal states.

3. Reactions to external events begin to appear.

4. Marked shift inward with a focus on exploration of
feelings and internal experiences. At Level 4 clients
are in direct contact with their fluid experience and
speak 'from' it as opposed to ‘about' it.

Emotional Arousal

* Deepening experiencing may be a
core ingredients of change for many
therapy approaches but the role of
emotional arousal is still unclear.

5. Questions about experience and the self are
raised and explored from an internal perspective.

6. Newly realized feelings and experiences are
integrated and explored to produce personally
meaningful constructions and resolve issues.

7. Shifts and new understandings in one particular
area of experience are broadened to a wider range
of experiences giving clarity and meaning.

Client Emotional Arousal Scale-I11
1.Person does not express emotions.
Voice or gestures do not disclose any emotional arousal
2. Acknowledgement but very little arousal in voice
or body. Almost completely restricted
3. Person acknowledges emotions.
Arousal is mild in voice and body
4. Arousal is moderate in voice and body
Emotional voice is present, arousal still somewhat restricted

5. Arousal is fairly intense in voice and body
Speech patterns deviate markedly from the client’s baseline
6. Arousal is very intense and extremely full

Freely expressing emotion, with voice and body.

7. Arousal is extremely intense and full
Complete disruption of speech, uncontrollable




Hypothesis: Making sense of aroused emotion
predicts outcome

1)Emotional arousal in the middle phase of
therapy would predict final outcome.

2)High levels of Experiencing in the middle
and late phases of therapy would substantially
increase the outcome variance predicted by
arousal(Warwar & Greenberg 2003)

Frequency of Emotional Arousal

¢ The absolute deviation from a frequency of 25% for ratings
of 5 or more correlated significantly (p<.01). with outcome
on BDI (r = .504) & GSI (r = .484)

¢Clients who expressed high levels of emotional arousal for
moderate amounts of time (approximately 25% of the total
time in therapy over the three sessions) had the most relief of
depressive symptoms.

«Clients having both higher and lower frequencies of high
emotional arousal achieved worse outcomes.

eToo much or too little high arousal emotion is a predictor of
poorer outcomes

Perceptual Processing
Hypothesis: Making sense of aroused emotion
predicts outcome

1)Emotional arousal in the middle phase of
therapy would predict final outcome.

2) High levels of Client Perceptual Processing
in the middle phases of therapy would
substantially increase the outcome variance
predicted by arousal (Missirilian et al 2005).

Relationship Between Deviation from a Frequency of 25% for Ratings of 5 or
More on the Expressed Emotional Arousal Scale and Outcome

Frequency of high
Arousal >4

50%

25%

0%

Poor Med Good
Outcome

Levels of Client Perceptual Processing (LCPP)
(1) Recognition
(1) Elaboration
(I1)Externally focused differentiation
(IV)Analytic differentiation
(V) Internally focused differentiation
(VI)Re-evaluation
(VI Integration.

Levels I-111 are representative of automated, or a non-
reflective mode of processing.

Levels IV-VII represent deliberate or controlled and
reflective manners of processing.

Results
eWorking alliance correlated significantly with the
Beck Depression Inventory (-.38)

eModerate frequency of heightened emotional
arousal added significantly to the prediction of
outcome variance (14%).

¢ This combination predicted 42% of outcome
variance on BDI and 51% on GSI.

eModerate amounts of heightened emotional arousal
improve predictions of therapeutic outcome.




Emotional Productivity

g Emotional productivity refers to productive
emotional processing

¢ Emotional processing refers to the process
of how clients deal most effectively with
their emotion in therapy

© Auszra, Greenberg,
Herrmann, 2008

Emotional Productivity

Emotional Productivity

Manner of Processing

Emotion Type

Emotional Activation

Auszra, Greenberg & Herrmann, 46

Emotional Productivity

An emotional expression is
considered therapeutically
productive if a client experiences
a primary emotion

in such a way that ...

© Auszra, Greenberg,
Herrmann, 2008

Manner of Processing

‘ Contactfully Aware H

Attending H——{ Symbolization H

—l

Congruence H——{ Acceptance

—l

Agency H——{ Regulation

Differentiation Hf

© Auszra, Greenberg,
Herrmann, 2008

Emotional Productivity

An emotional expression is considered therapeutically
productive if a client experiences a primary emotion
in such a way that ...

a. aclient can extract the useful information
inherent in an adaptive emotion
(Emotion Utilization)

b. amaladaptive emotion has the potential to be

transformed into a more adaptive emotional
experience (EmotionTransformation)

© Auszra, Greenberg,
Herrmann, 2008
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Negative and Positive Emotions

Conclusion

g Emotional Productivity is a therapeutic process
variable that changes over time

g Productive emotional processing seems to go beyond
the mere activation and expression of emotional
experience.

g It seems to be the increase in the ability to process
activated primary emotion in a specific manner that is
associated with successful psychotherapy outcome

%)
C -
S Overall vs productive
£00-
3 Poor Good =
8 80' % of negative
% emotions
= 60+ s
[ % of productive
= 40- negative
= -
(=] emotions
=
520 -
AN % of_positive
- N= emotions
78e 440e 423c407c 418e412e 413c 415c =
H % of productive
CI Ient number positive emotions
Process variable Total Changes F Change Df Beta
R2 in R2
Step 1
EP beginning phase 119 .119 9.70 1.72 -.345%*
Step 2
EP* beginning phase -.299%**
Working alliance .198 .80 8.79 1.71 -.286**
Step 3
EP beginning phase -.300**
Working alliance -.268*
HA* working phase .204 .005 5.98 1.70 -.076
Step 4
EP beginning phase -.090
Working alliance -.088
HA* working phase -.054
EP *working phase .657 454 33.11 1.69 -.756%*

*HA High Arousal > 3; EP Emotional Productivity

Types of Emotion

Hypotheses
In samples of chair dialogue across treatment:

1. Proportion of, and increase in Secondary
Emotions will predict outcome

2. Proportion of, and increase in Primary
Adaptive Emotions will predict outcome

3. Proportion of Primary Maladaptive
Emotions will predict outcome

Percentages of Specific Types of
Productive Emotion

69.9 Unpleasant/Negative:

70 i Pain/Hurt, Sadness,
Hopelessness/Helplessness,

60 Loneliness, Fear/Anxiety,
Unspecified Bad, Anger and

50 Sadness

40

15.4 14.8 Anger:

30 Anger/Resentment, Contempt/
Disgust

20

10 Pleasant/Positive:
Contentment, Calm, Relief,

0 Joy/Excitement, Pride/Self-

Negative Anger  Positive confidence, Pride and Anger

Emotional Sequences
Hypotheses

4. The Sequence of Primary Maladaptive
Emotion followed by Primary Adaptive
Emotion will predict outcome.

5. The Sequence of Secondary Emotion
followed Primary Maladaptive followed by
Primary Adaptive Emotion will predict
outcome.




Sampling

wN = 30 of EFT Clients

w3 sessions were coded:
First chair work session; (approx. 4th
session)
Best chair work session according to the
degrees of resolution scale (DRS);

Better of two sessions preceeding the best
chair work session (according to DRS);

Summary of Results

e The effect of Primary Maladaptive Emotions
in the first session is fully mediated by the
proportion of Primary Adaptive emotions.

e The Sequence Primary Maladaptive to
Primary Adaptive predicts outcome.

Summary of Results

« Activation overall and in the first session
predicts outcome.

 The effect of activation is partially mediated
by the proportion of Secondary/Instrumental
Emotions and fully mediated by the
proportion of Primary Adaptive Emotions.

Conclusion

What seems central for good therapy outcome:
wEmotional activation is important
wSecondary Emotions have to be reduced

wPrimary Adaptive emotions have to be worked
towards

wClients have to work through Primary
Maladaptive emotions, which involves leaving
Primary Maladaptive emotions and entering
Primary Adaptive emotions.

Summary of Results

Increase in Primary Adaptive from session one to
best session predicts outcome*“the more the better*

Proportion of Primary Adaptive Emotions overall
fully mediates the effect of Secondary Emotions
and of activation on outcome.

Proportion of Primary Maladaptive Emotions in
first session predicts outcome.

Increase in Primary Maladaptive emotions, or the
amount in middle or best sessions, does not predict
outcome.

Percentage of Negative, Anger-, and Positive
Primary Adaptive Emotions

407
351
30+
25+
20+
151
10+

Negative Anger Positive




Emotionally Focused Intervention

1) Bond
2) Evoke: Seconday

3) Access Deeper Emotion Scheme

Adaptive Maladaptive

|

Guide «————— Transform

4) Narrative Reconstruction

Features of Process Facilitation

* Follow the client’s experiential track as it
evolves from moment to moment

* Notice opportunities for differential facilitation
* Guide the process in productive directions

*Throughout recognize the client as an authentic
source of experience

*Prize the client’s efforts to make sense of his or
her experience.

PRILOHA - FOTOSPOMIENKY

Non Imposing Manner

*The therapist is a process guide who knows something
about how to traverse subjective terrains and emotional
processes

*Therapists offer their expertise tentatively

*Not impose, directly or indirectly, notions about what a
client should be talking about, or what their experience
means.

* Attitude of curiosity vs goal directed aim.




(C) FOTOSPOMIENKY
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