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PSYCHOTHERAPY SUPERVISION:  

THE EDUCATIONAL PRACTICE OF HOPE,                         

PROMISE AND POSSIBILITY 

WATKINS C. Edward Jr.1 

1Department of Psychology, University of North Texas, USA 

Email: watkinsc@unt.edu 

Abstract 

I subsequently (a) consider three mega-shifts in supervisory thinking — supervision 

as system, supervision as relation, and supervision as developmental process — that 

seemingly have affected all that supervision is and all that supervision will forever 

be, and (b) then identify ever crucial, mega-shift-consistent supervision essentials that 

are eminently and integrally trans-theoretical in nature. These mega-shifts and core 

supervision essentials, which I capture in a generic model of psychotherapy supervision, 

show what I view as supervision’s very best—its boundless hope, immense promise, 

and infinite possibility as an educational practice.  

Key words: generic model, supervision, hope, promise, possibility 

1. PSYCHOTHERAPY SUPERVISION AS EDUCATIONAL PRACTICE  

OF HOPE, PROMISE AND POSSIBILITY 

The purpose of this material is to share with you some of my thoughts about 

psychotherapy supervision. And what an incredible educational creation that we 

do have in psychotherapy supervision! I hope to capture and convey some of what 

I indeed feel is the awe and wonder of supervision, its hope, promise, and 

possibility as an educational practice. 

I actually want to begin by first mentioning just a little bit of the conclusion. 

As one moves forward, I want to work my way toward this endpoint: Presenting 

to you what I will label as the Generic Model of Psychotherapy Supervision or 

GMPS — a trans-theoretical supervision perspective [1], (see Fig. 1). As we think 

about the many and varied supervision perspectives that are represented, and as 

we look at supervision through the respective lenses of those varied perspectives, 

perhaps this Generic Model might serve as a generic, organizing framework 

within which we could fit our varied visions of supervision. That at least would be 

mailto:watkinsc@unt.edu
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my hope. The GMPS is intended to accentuate those most core commonalities that 

bind us all together in what we do as supervisors. But let’s see how that is so as 

we move along. 
 

 

Figure 1. The Generic Model of Psychotherapy Supervision. 

Source: Watkins, C. E., Jr. (2018a). The generic model of psychotherapy supervision:  

An analogized research-informing meta-theory. Journal of Psychotherapy Integration. 
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First, an important starter question to get us going: What can we say about 

psychotherapy supervision? We certainly, unquestionably, find ourselves at a most 

interesting and exciting time in supervision’s evolution. Supervision is now about 

a century strong, with its initial formal beginnings with Max Eitingon at the Berlin 

Policlinic in the early 1920s [2]. And what changes we have seen in psychotherapy 

supervision over the course of this past century! I do believe that we can safely 

and unequivocally, loudly and proudly, say that supervision has substantively 

advanced on a number of crucial fronts --- theoretical, empirical, practical, and 

educational; those advances clearly continue to be the case, and all indications are 

that that will remain strongly so in the years and decades ahead [3], [4]. We surely do 

not lack for promise and progress in psychotherapy supervision. 

2. SUPERVISION AS SYSTEM, AS RELATION, AS PROCESS 

But how have we gotten here? Let me mention three major shifts in thinking 

that seemingly have radically altered all that supervision is and perhaps all that 

supervision will forever be. Those evolving and enduring major shifts, what we 

could also think of as those mega-shifts that matter, are: first, supervision as 

system, next, supervision as relationship and, last, supervision as developmental 

process. Whatever might be our vision of supervision; those three transformative 

shifts appear to loom large in how we think and what we do as supervisors. 

First, supervision is considered to be a system. Contrary to a century ago, 

our viewing supervision as a system now seems to be a readily embraced reality 

across all supervision perspectives. But it used to not be that way. Supervision 

itself was a type of one-person psychology: Focus was exclusively on the patient, 

the relational contribution of supervisee and supervisor was minimized or went 

unrecognized altogether, and the supervisor served more so as a proxy therapist 

essentially telling the therapist/supervisee, what to do in treatment [5]. 

That is so no more. Instead, we have come to increasingly think of 

supervision as a full-fledged triad, involving patient, supervisee, and supervisor—

that each triad party has a psychology that each party’s psychology affects or can 

affect the psychology of the other involved triad parties, and that each party’s 

psychology in turn affects or can affect the supervision space [6]. 

The person and personhood of the patient, supervisee, and supervisor 

matter, and all that is person and personhood affecting matters as well. It all 

counts now, it all intersects, it is all supervision relevant, and all that is triadic and 

triadic affecting is now incorporated into the very fibres and fabric of supervision 

itself. Psychotherapy supervision neither exists nor occurs in an interpersonal 

vacuum. 
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Coming to regard supervision as a system, largely a product of these last  

40 years, appears to be a highly durable and enduring mega-shift that indeed 

monumentally matters conceptually and practically. Let’s label these collective 

system variables as Input—critical pre-existing contributors to the supervision 

experience. And I would ask that you please hold on to this idea of Input, because 

its facets, which you see reflected in the top panel of your Figure, will feature 

prominently in our generic supervision model. 

Next, what about supervision as relation. We have come a long way 

relationally from those early 1920 supervisor-as-proxy-therapist days, where the 

jug-to-mug supervisor role seemingly reigned supreme: Where I as supervisor 

pour from my all-knowing jug into my supervisee’s oh so empty mug [7]. That 

jug to mug role does most certainly have a place in supervision, but effective 

supervisor functioning is so much more than that alone. As Joan Fleming [7] so 

sagely indicated over half a century ago, we sometimes need to function as potters, 

shaping our supervisees as is needed. But in other cases, we need to function 

much more so as gardeners, providing the nutrient-rich soil and growth-enhancing 

conditions within which our supervisees can develop in the ways that best befit 

them [7]. 

Perhaps our most simply stated yet forever unfathomably profound supervision 

realization to emerge down through the decades would be this: We as supervisor 

and supervisee need each other, we truly need to work together as a team (a) for 

anything at all to ever work in supervision itself and (b) for anything at all to ever 

cross over from supervision into the therapeutic situation. Though ever so simple 

sounding, that deceptively powerful realization has vast ramifications for our day-

to-day practice. And research and scholarly opinion surely support that relationship -

as-crucial reality [8], [9], [10]. We as supervisors ideally strive to create a safe 

supervision space, an interval of freedom, within which our supervisees can fully 

engage and maximally learn at every turn. But to do that, we have to place our 

supervisees in front and centre in all of our supervisory efforts. Psychotherapy 

supervision is forever and always most fundamentally about the “we”, not the 

“me”. 

Let’s next label this “we”, the collective variables of relationship, as Process — 

capturing those critical, trans-theoretical relational components of the unfolding 

supervision experience. And again, I would ask that you hold this idea of Process 

in mind, because its facets, which you see reflected in the middle panel of your 

Figure, will also feature prominently in our generic supervision model. 

Last, supervision as developmental process. Although supervision has 

perhaps always been seen as a type of developmental learning experience, 

developmental supervision thinking did not emerge in earnest until the late 1970s 

and early’80s. Since then, this way of thinking has become seamlessly 

incorporated into all that supervision is and has transformed all that supervision is. 
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It’s been said, and let me mention three quotes here, that: “Development is 

endemic to supervision” [11p. 44], that “…supervisee development is considered 

to be an important concept globally…” [3, p. 65], that “…the most powerful idea 

in supervision…comes down to two words: Supervisees develop” [12, p. 207].We 

do supervision because we believe in that very possibility, the high probability of 

supervisee development, and we resolutely and unequivocally believe in the hope 

and promise of supervision to make that development ever more likely. 

But with developmental understanding has also come an expanded view of 

just what supervisee development means. Yes, we strive to stimulate our 

supervisees’ skill or competency development. But we, too, strive to help our 

supervisees establish a therapist identity or sense of Practice Self [13].And in 

helping them do that, we have increasingly come to see our role as being one of 

developmental accommodation. As Michael Carroll [14] puts it, supervisors 

accommodate, not supervisees. So whatever the form of supervision, we all have 

therapist development as our guiding objective, and we all strive to tailor or 

customize supervision to best meet our supervisees’ respective learning needs 

[15]. Psychotherapy supervisors are foremost developmental accommodationists. 

Let’s next label that which we hope to result from supervision as Output— 

capturing those critical outcomes that we hope to trans-theoretically see as the 

supervision experience unfolds. I once more ask you to hold on to this idea of 

Output, because its facets, which you see reflected in the bottom panel of the 

Figure, will again feature prominently in our generic supervision model. 

And now let us turn our full attention to the GMPS figure. Analogized from 

the seminal work of David Orlinsky and Kenneth Howard and their generic 

psychotherapy model [16], [17], [18], what you see there is the generic model of 

psychotherapy supervision [1]. 

The Input part of the model reflects much of the supervision as system 

aspect of supervision, giving particular emphasis to what the supervisor and 

supervisee bring to the supervision situation and other setting and social influences on 

that situation. Input variables largely smooth the way for supervision, or can do 

just the opposite. 

The Process part of the model reflects much of the supervision as 

relationship aspect of supervision. The crucial variables of Process, present across 

all systems of supervision, are: (a) the contract or agreement between supervisee 

and supervisor; (b) supervision operations (or the cycle of intervention that gets 

enacted between supervisee and supervisor); (c) the supervision bond; (d) 

supervisee and supervisor self-relatedness, referring to the openness and non-

defensiveness of the involved parties; (e) in-session impact, referring to supervisory 

session effects; and (f) temporal patterns, recognizing the effect of time itself on 

the supervision experience. For example, how might our earliest supervision 

sessions differ from those that occur much later in the supervision relationship? 
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Temporal patterns are an embedded variable within the model and not visibly 

reflected in the Figure. Process captures the synergistic work of the supervisory 

relationship and intervention in action and is surely the heart of the generic model. 

The Output part of the model reflects much of the supervision as 

developmental process aspect of supervision, giving particular emphasis to 

changes or growth that can happen for both supervisee and supervisor. Output 

largely captures those outcome variables that reflect supervisory impact. 

3. CONCLUSIONS 

Much as Orlinsky and Howard’s [18] generic psychotherapy model has 

helped us to think more completely and more complexly about psychotherapy, 

perhaps this analogized supervision model might similarly help us think more 

completely and more complexly about psychotherapy supervision. That is my 

hope and I present the GMPS to you in that spirit, hoping also that it might 

provide a trans-theoretical framework within which we can cast our different 

visions of supervision during our conference time together. I think that we are all 

fundamentally far, far, far more alike than different in the supervision essentials in 

which we engage, and the GMPS is an effort to show how that may well be so. 
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Abstract 

Supervision represents an important component of the training program in 

psychotherapy. The present study was realized inside an association which offers 

professional training in integrative psychotherapy in Romania. The purpose is to 

evaluate the supervision process, the supervisor’s style and the supervision alliance 

in three educational centres belonging to the association.  

The sample included in this study gathers 46 supervisees and independent therapists, 

who also represent the first graduate specialists of this association, after the concluding 

of the training and the personal development stages (the first three years of study) 

and of the supervision stage (two years after becoming supervisees). 

The objectives of this study were to identify the proper supervision type for all therapist 

found in different training centres; to identify the supervision style appropriate for 

all therapists evaluated and to identify the supervision needs of all therapists who 

agreed to take part in this study. Conclusions are useful for all supervisions 

belonging to this association and to improve the activity of supervision groups. 

Key words: supervision process, supervision style, supervision alliance 

1. INTRODUCTION 

Training in integrative psychotherapy is realized from a theoretical point of 

view according to the curricula of the integrative strategic model of the self [1], 

[2], [3]; but from a methodological point of view, integrative psychotherapy is 

characterized by eclectics (using techniques with origins in different therapeutic 

orientations). Still, the most important diagnosis instrument remains the therapist. 

mailto:loredana.viscu@gmail.com
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The therapeutic relation, as foundation of the integrative psychotherapy, was also 

recognized by peers, as being one of the most important characteristics observed 

during the training program. Another thing mentioned was that supervision is 

different from teaching and counselling. 

Supervision represents a professional road on which a senior accompanies a 

peer at the beginning of the road, a difficult one, filled with personal, social and 

financial problems. But trust, professional modesty, the courage to move forward 

in the beauty of this infinity, of the unknown and of the suffering of the human 

being deserves all the effort realized by the two actors: the supervisee and the 

supervisor. 

2. RESEARCH METHODOLOGY.  

STUDY HYPOTHESES 

 Three questionnaires were applied to supervisees and to independent 

therapist, located in three training centres, these being: The Evaluation process 

within supervision inventory (EPSI) [4], The Supervisory working alliance inventory 

(SWAI) – Supervisee conceived by Efstation, J.F,  Patton, M.J. & Kardash, C.M. 

[5] and the Supervisory Styles Inventory (SSI) [6]. The supervisor also completed 

the Myers-Briggs Test (MBTI) and Supervisory Styles Inventory [6]. 

The hypotheses proposed were: 

1. Are there or not any significant differences in the components of the 

assessment and evaluation process in supervision (goal setting and 

feedback) in the three areas of training and supervision centres (the 

capital, the country centre and the western side). 

2. Are there or not any preferences for the supervisor’s styles or roles (the 

consultant, the counsellor and the professor roles) in the three training 

areas (the capital, the country centre and the western side). 

3. Are there or not any significant differences in the supervision alliance (as 

it is perceived) in the three training areas. 

 

The sample is built of supervisees and independent psychotherapists and 

contains a number of 46 subjects. The results obtained were processed with the 

help of the Statistics Software IBM SPSS Statistics 23. The statistical indications 

used to obtained concrete results were: 
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3. RESULTS INTERPRETATION 

3.1. THE EVALUATION PROCESS  

WITHIN SUPERVISION INVENTORY (EPSI) [4] 

The supervision inventory contains 21 items, being conceived by Lehrman-

Waterman, D. & Ladany, N. [4]. 

An efficient evaluation of the supervision, realised by the supervisee may be 

defined as the process by which objectives and feedback are clear and planned [7].   

The study participants – supervisees and independent therapists, from the 

three areas of the country: Capital (Bucharest), the west side of the country (the 

Timiș County, the city of Timisoara and the Caras-Severin County, the town of 

Resita) and the centre of the country (the Hunedoara County with the localities 

Hunedoara and Deva) evaluated their supervisor from the point of view of their 

supervision needs, as they perceived the supervision process and their supervisor: 

mainly focused on objectives or on the offering of a feedback. 

(a) Establishment of objectives 

Specialty literature on the supervision domain offers recommendations for 

the establishment of efficient objectives in supervision that need to be: 

- Specific, clearly mentioned and feasible with the resources, opportunities 

and the abilities of the supervisee; 

- Connected to the establishment of the supervisee’s needs; 

- To be modified in time [7], [8]; 

- Measurable [8]; 

- Hierarchied according to priorities [8]; 

- Established on common grounds [7], [9], [10], [11]; 

- Established in proper time during the supervision relationship [7], [12]. 

The establishment of objectives clarifies what is expected from the 

supervisee and offers a supervision frame. 

 

(b) The feedback process 

Feedback is a process through which the supervisor expresses his/her 

thoughts in a verbal manner, on the supervisee process [13]. In time, feedback 

received two directions:  

- Formative feedback – offered during the supervision relationship [7], [9], 

with the purpose of receiving preliminary information on the supervisee’s 

performance and the possibility of realizing necessary changes [14]; 

- Summative feedback – offered with the purpose of evaluating the 

supervisee’s activity, in taking decisions on the fulfilment of the pre-

established performance standards [7]. Summative feedback appears at 

the middle and at the end of the supervision period. 
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An efficient feedback in supervision should be: 

- Based on time [10]; [15]); 

- Clearly understood and specific [7] [10] [15]. Feed-back is easier to 

accept by the supervisee if there is a balance between positive and 

negative declarations on performance. 

- Based on direct observation (live, audio, video); 

- Includes a summative and a formative component. 

In the study realized, the results of a comparison between the components of 

the Supervision Inventory [4], according to the locality in which the subjects 

develop their activities are presented in table 3 
 

Table 3 

Sample area comparison  

Variable Chi-square χ2 p 

Objectives establishment 5,617 0,050 

Feedback 6,698 0,035 

 

Following the verification of the first hypothesis, significant differences were 

obtained with respect to both components of the evaluation process within the 

supervision inventory (objectives establishment and feedback), according to a 

locality comparison. 

3.1.1. Supervision objectives establishment. The analysis of results obtained 

from the capital, the centre and the west side of the country  

   For the component: objectives establishment, χ2 = 5,617, for a statistical 

significance threshold p ≤ 0,05 (p = 0,05). The descending order of average rates 

is as follows: capital (Bucharest), centre (Deva and Hunedoara) and the west side 

of the country (Timisoara and Resita). 

Supervisees from Bucharest (Bucharest) have expressed their need for 

structure for the material presented during training, since the beginning of the 

psychotherapy training, together with a clear schedule for training meetings. In 

the capital (Bucharest) there is a wide range of options to choose from, referring 

to a training in a therapeutic orientation. As trainees are predominantly psychology 

students, psychology graduates, they begin training or abandon it. Negative or 

positive evaluations of a psychotherapy training course move quickly, students 

recommend one another to the training school. The market resilience of a 

professional training association in psychotherapy, a master’s program, is thus 

determined by respecting promises, setting clear goals and objectives from the 

start. 

Supervision, as a final stage of training in psychotherapy, is on the same 

line. Therefore, the supervisees from Bucharest continued the supervision process 
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within the same association, where the training program started, in the same 

therapeutic orientation (in this case, integrative psychotherapy), because clear and 

firm objectives were proposed, their supervision needs were taken into 

consideration, they received the required structure, they received guidance, advice 

and direction. Thus, it is possible to explain this continuation of studies within an 

association (AIRCP), which comes from another part of the country, to Bucharest, 

where there are numerous professional training associations. Establishing and 

negotiating clear and specific objectives with the supervisees refers to: 

- how training in supervision is realized; 

- how individual and group supervision sessions are developed; 

- which are the association demands; 

- what does the supervisee receive and what does he/she offer; 

- what is asked from the supervisee from the research point of view; 

- what materials are presented at the beginning, during and at the end of 

supervision etc. 

For the supervisor, there is a risk to provide “too much structure” by losing 

sight of objective precisely because of the too much pressure for structure coming 

from the supervisee. Growing flexibility in supervision, from the supervisor to the 

supervisee is essential for the maintaining of a balance. 

The need for clear and stable objectives can also be explained by market 

dominance of some trends in psychotherapy. Simply inspecting the training 

market in psychotherapy, a dominance of cognitive behavioural psychotherapy is 

emphasized, but also a revival of psychoanalysis. 

On the Bucharest training market, one can also observe therapeutic 

orientations promoted by the academic staff, which comes into permanent contact 

with the students. Didactic personnel members are models of therapists for future 

trainees in a certain therapeutic orientation, and if that person is also a trainer with 

a therapeutic school, he/she has a great chance of coalescing students around him 

as future students in the therapeutic school that promoted. 

It seems difficult for an association that offers training in another city, to 

promote courses in a relatively new therapeutic orientation, to increase the 

number of student groups, to start new groups of supervision, even with students 

from other associations of the same therapeutic orientation. However, by meeting 

the students’ need for structure, by setting common and predetermined objectives 

in advance, by cultivating and insisting on a practitioner-student attitude, positive 

results can appear. 

As regards the central area of the country, the situation is explained as 

follows: although many therapeutic orientations have penetrated the training 

market, few have managed to hold their position for various reasons (difficulty in 

trainer’s travels, difficulties in establishing a fixed course program, local trainers, 

etc.). The supervisees’ need in this area refers to “asking for” clear objectives and 

it is understood thought the fear of not failing, as in the case of other courses. The 
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fact that the students continued their supervision in the therapeutic orientation, 

helps integrative psychotherapy to take root in a disadvantaged area (Hunedoara, 

Deva), but also emphasizes the need for structure that has been satisfied. 

This idea is reinforced by the fact that the first group of integrative 

psychotherapy training started training in 2012, with an impressive number of 

trainees, 15 people, and during the course the students started to give up, due to 

financial, personal reasons and the training programs was graduated only by 6 

trainees. The second training group, organized in the same area, but in another 

city, Deva, started the training program with 13 trainees, and for the supervision 

program only 10 graduated, thus proving a lower risk of drop out. 

Therefore, financial difficulties, the difficult mobility of trainers are 

impediments for a training association to penetrate and stay on the market in the 

area. The trainers did not have difficulty any in travelling, the established meetings 

were respected, the established objectives were met, all of which allowed the 

continuation of the supervision program, regardless of financial difficulties. The 

independent and supervised therapists from this disadvantaged area are 

distinguished from the other areas, by the large number of clients in therapy. 

So focusing on objectives during the supervision period keeps the trainees’ 

interest and stimulates the overcoming of obstacles that may lead to courses drop 

out. 

On the third place, in a descending order of the values obtained, the west of 

the country (Timisoara and Resita) maintains its position. The explanation seems 

to be a simple one: most supervisees know the trainer before starting the training 

and supervision courses. Also, the headquarters of the training association is in 

Banat, in Timisoara. Thus, the supervisees’ needs may have been “partially 

satisfied” and leave the supervisor to solve problems, precisely because he/she is 

known by the trainees. Some of the trainees were even the supervisor’s students. 

Also, the first training group was started in the town where the supervisor lived 

for a long time, inter-knowledge between the trainees and the supervisor existed 

for a period of time. The first supervision group lived the “pride” that it also 

represented the first training group of the supervisor. 

In Romania we also have a saying about the west side of the country, stating 

that “Banat is the forehead of the country and the Ardeal is the shoe”. The fact 

that this group was the first to graduate was especially mentioned by peers, and 

when the feedback offered by the supervisor was less positive, it wasn’t received 

with joy. Still, there is no perfect supervision, if there were than I will be a bad 

supervisor! 

If the Banat area is not characterised by too much pressure on objectives, a 

pressure of the reminder that this was “the first” group, with the attributes of merit 

that both the trainees and the trainer or supervisor have “grown together”, can be 

clearly observed. The supervisor has to permanently maintain the role of a 

nurturing mother, fact which was not realized especially during the supervision 
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years, the trainees being assured that they can address the supervisor from the 

position of an Adult Self State. 

3.1.2. Establishment of a feedback in supervision. An analysis of the centre, 

capital and west side of the country areas  

For the component Feedback, χ2 = 6,698, for a statistical significance 

threshold of p ≤ 0,05 (p = 0,035), the descending order of average rates is: the 

country centre (Hunedoara and Deva), Capital (Bucharest) and Banat (Timisoara 

and Resita). 

Feedback was the easiest component to accept by peers in the centre of the 

country (Hunedoara and Deva), even if the group in Hunedoara registered the 

largest drop out. Supervisees, who have decided to continue, have also assumed 

their feedback.  

Another explanation would be that most of them were already working in 

the clinical field as clinical psychologists before starting training in psychotherapy, 

already possessing skills in clinical psychology, some of which also having 

functional private practices. 

The need of a feedback refers to receiving something concrete, an answer to 

questions like “I did this... did I do it right?” or “what else could I have done?” 

Also, some of the trainees were medical high school graduates and had been 

working in hospitals and clinics for over 10 years, being already familiar with 

medical diagnostics, drug treatment, thus they were not “dissatisfied" about the 

feedback.  

But there is the possibility that everyone has perceived the supervisor’s 

positive and negative statements in a balanced manner. It does not mean that there 

were no discussions, yet divergences were analyzed, misunderstandings were 

assumed and overcome. 

In a descending order of averages obtained for the feedback component, 

Bucharest (Bucharest) comes next. For them, it was more important to set goals, 

objectives, feedback from the supervisor being second. Most of supervisees 

opened their private offices some time after their entry into the supervision, an 

impediment being the national problems at the level of the Romanian 

Psychologists’ College. Their entry into supervision was concise with the College 

problems, with the college stopping its activity for almost a year. The interest in 

obtaining feedback from the supervisor is also explained by the diminution of 

uncertainty and anxiety, most of them carry out activities in peers’ offices, which 

have been able to obtain proper authorisation to practice their profession before 

problems appeared at national level. 

On the last “place” regarding the feedback component, the west of the 

country (Timisoara and Resita) is situated. Supervisees and independent 

psychotherapists from this area have opened their offices before problems 
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appeared at the college level, which explains their relaxation when it comes to 

feedback. Observations made in the supervision show that most of the cases 

presented came from the therapists’ workplace, as well as from the private 

practice.  

Supervision was therefore helpful in improving workplace psychology 

practice. Reactions occurred when the assessment criteria for continuous 

professional development established by the Romanian Psychotherapy Federation 

(50 hours of continuous professional training hours) were presented. In this 

situation, the supervisor may have been the perceived as a punitive parent 

(negative transfer); but over time, many of the feedback criteria have been 

accepted and colleagues are now following their professional development path. 

In conclusion, the supervision of supervisees and independent therapists was 

evaluated according to the specificity of the geographical area, of unfortunate 

events within the national professional association responsible for coordination, of 

their previous practice as psychologists, of the multitude of therapeutic 

orientations in the professional training market in psychotherapy and the 

supervisor’s perception. 

3.2. SUPERVISORY STYLES INVENTORY [16] 

Supervisory Styles Inventory [16] contains 33 items or descriptors for the 

supervisor. When talking about the supervisor’s roles, these appear once the 

supervisor has identified and evaluated the supervisee’s abilities in each domain, 

when a role is choose in order to fulfil the supervision objectives. The three roles 

introduce in the inventory are: the professor, counsellor and consultant. 

The results for the average comparison obtained with the help of the SPSS 

software, after the application of the Supervisory Styles Inventory (SSI) are 

presented as summary in table 4. 
 

Table 4  

Results of the Supervisory Styles Inventory (SSI) 

Variable Chi-square χ2 p 

Attractive (consultant role) 12,041 0,002 

Interpersonally sensitive (counsellor role) 13,066 0,001 

Task oriented (professor role) 5,485 0,064 

 

After the verification of the second hypothesis, significant differences were 

obtained when referring to the perception of the supervisor’s role, with an accent 

on consultant and counsellor, compared on geographical areas.  

For the consultant role, χ2 = 12,041, for a statistical significance threshold 

of p ≤ 0,01 (p = 0,002), the descending order of average rates for this role was: the 
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capital (Bucharest), the centre (Hunedoara and Deva) and the west side 

(Timisoara and Resita).  

For the counsellor role, χ2= 13,066, for a statistical significance threshold of 

p ≤ 0,01 (p = 0,001), o the descending order of average rates for this role was: the 

capital (Bucharest), the centre (Hunedoara and Deva) and the west side 

(Timisoara and Resita). 

In the case of the professor role, no significant differences were registered 

when comparing geographic areas, the statistical significance threshold being 

higher than the limit of statistical significance (p=0,064).  

Thus, the second hypothesis is partially confirmed. The analysis of the data 

shows that at the level of the sample of independent therapists and supervisees, 

the supervisor first has to perform the role of counsellor and then consultant one. 

As regards the counsellor role, if we consider the discriminative model 

proposed by Bernard (1977, 1979) by Luke and Bernard (2006), this role is 

required and preferred by all supervisees and independent therapists in the sample 

of this study, because it targets the three points central: intervention skills, 

conceptualization skills and personalization skills. 

Intervention skills are concretized for [7]: 

- the counsellor role – refers to the fact that the supervisor must help 

his/her supervisee in identifying objectives in the session with the client 

and help him/her improve argumentative abilities; 

- the consultant role – refers to the fact that the supervisor must validate 

his/her supervisee, if the latter one has selects or not an appropriate 

technique and how can he/she proceed in the future in order to develop 

that technique. 

 

Conceptualization skills are concretized for: 

- the counsellor role – refers to the fact that the supervisor must help 

his/her supervisee in establishing realist objectives with the client; 

- the consultant role – refers to the fact that the supervisor must help 

his/her supervisee identify on his/her own other modalities of therapeutic 

intervention. 

 

Personalization skills are concretized for: 

-  the counsellor role – refers to the fact that the supervisor must help 

his/her supervisee become aware of parallel processes in therapy and 

supervision, of the transfers and countertransfer with the client and with 

the supervisor; 

- the consultant role – refers to the fact that the supervisor must help 

his/her supervisee identify the category of difficult client and to discover 

the main difficulties appeared in work with different client categories 

(children, elderly, delinquent etc.). 
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The interesting idea is that these roles of the supervisor are all perceived and 

“demanded” by all subjects: the counsellor receiving a first place, being followed 

by the consultant and afterwards by the professor role.  

3.3. THE SUPERVISOR’S SELF-EVALUATION 

a. Supervisory Styles Inventory 

The supervisor applied the same inventory for a self-evaluation, the 

Supervisory Styles Inventory [7], the results in a descending order being: the 

counsellor role (6), the professor role (5,7) and the consultant role (5,42).  

It can thus be observed that the professor role is on the second place from 

the supervisor’s perspective, compared to the results obtained from subjects from 

the study sample, who position this role on the last place.  

The supervisor is a university professor with more than 17 years of 

experience who begun her university career and psychological work in her private 

practice during the same period. Studies have highlighted that academic 

supervisors are predominantly distinguished by the professor role (in their 

evaluation by supervisees), but the present study places the professor role on the 

last place from the perspective of supervisees, and secondly in the self-evaluation 

of the supervisor. 

 

 

Figure 1. The supervisor’s roles in the rankings provided by supervisees (Sample)  

and by the supervisor.  

The supervisor’s role as a professor has put a mark on her training, personal 

development, and to training and supervision therapists she has transmitted: the 

attitude of a practitioner-researcher (stimulating and mobilizing peers to write, 
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study, research); the importance of time management (professional and personal); 

the importance of attending conferences, workshops, roundtables; stimulating the 

organizing of such events in the cities where the training centres in integrative 

psychotherapy were established (the supervisor’s therapeutic orientation). 

The supervisor’s activity from her private practice and later focused on 

psychotherapy has generated the practice of a counsellor role. It seems that the 

psychotherapist practice is the winning one for the supervisor, because it over-

passed the professor role (the supervisor gave up her didactic career for a period 

of 2 years). Still the entire being is composed of a combination of roles: for 

supervisees and for the supervisor the counsellor is the first role chosen, 

counterbalanced by the consultant (role demanded by supervisees) and the 

professor (role resulted from the supervisor’s self-evaluation). 

b. The Mayers-Briggs test (MBTI) 

The second inventory self-applied by the supervisor is the Mayers-Briggs 

test (MBTI) which refers to the following differences: 

- extraversion (E) or concentration of interest on the energy source 

oriented towards the outside world (people and things) versus 

introversion (I) or orientation towards the inner world of ideas; 

- sensing (S) or gathering information based on facts and data, versus 

intuition (N) or gathering information based on intuition to understand 

meanings; 

- feeling (F) or information used in decision-making focused on the 

analysis of subjective feelings versus thinking (T) or searching for 

explanations in facts and objective analysis; 

- judgment (J) or environmental management through structuring and 

regulation, versus perception (P) or adaptation and experience of the 

environment. 

 

The supervisor’s psychological type evaluated with the MBTI test is ISFJ or 

Introvert / Sensitive / Feeling / Judgement. The analysis of the results obtained is 

necessary for the supervisor to adapt her supervision style and practice by 

improving the skills that require changes. From a personal perspective, certain 

skills need to be improved, especially those that are more courageous to address 

conflicts arising in the supervision relationship; the ability to focus on the process, 

not just on goals and on a balance between logic and emotion. 
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3.4. THE SUPERVISORY WORKING ALLIANCE INVENTORY (SWAI) – 

SUPERVISEE [5] 

The Supervisory working alliance inventory (SWAI) – Supervisee was 

conceived by Efstation, J.F, Patton, M.J. & Kardash, C.M. [5], and its role is to 

underline the working alliance in supervision and its impact on learning during 

supervision.  Studies have shown that a strong working alliance is related to the 

supervisee’s increased efficacy [5] and with a positive therapeutic alliance [17]. 

The results of this inventory applied to the sample of composed of supervisees 

and independents therapists are as follows: 
 

Table 5  

Characteristic averages of the Supervisory working alliance inventory (SWAI) – 

Supervisee according to geographic areas 

Variable Chi-square χ2 p 

Relation 5,362 0,068 

Client 4,919 0,085 

 

After the third hypothesis was verified, no significant differences were 

registered when taking into consideration the element: The supervision alliance 

(from the supervisee’s perspective), during a comparison on geographical areas, 

the statistical significance thresholds being higher than the limit of a statistical 

significance.  

Thus, the third hypothesis was not confirmed. 

4. STUDY CONCLUSIONS  

The study was realized with the participation of supervisees and 

independent therapists from the Association of Integrative Research, Counselling 

and Psychotherapy from three different geographic areas of the country: the 

Capital (Bucharest), the west side of the country (Timisoara and Resita) and the 

centre of the country (Hunedoara and Deva). 

By the hypotheses proposed, the study sought to find differences related to 

geographic areas, related to supervisor evaluation and surveillance styles. Of the 

three hypotheses of the study, the first was fully confirmed, the second was partly 

confirmed, and the third was not confirmed. 

Thus, according to the first hypothesis, differences were observed when 

evaluating the supervision (setting objectives and feedback) on geographical 

areas: 



 
29 

• The establishment of objectives component placed in descending order 

the geographic areas studied as follows: Capital (Bucharest), the centre of 

the country (Hunedoara and Deva) and the west of the country (Timisoara 

and Resita); 

• Feedback provided the following decreasing order of averages by 

geographic areas: the centre of the country (Hunedoara and Deva), 

Capital (Bucharest) and the west of the country (Timisoara and Resita). 

 

In explaining the results obtained, the following were taken into 

consideration: the changes and conflicts at the level of the College of 

Psychologists in Romania, the expanding market of training programs, the 

anxieties and dissatisfaction of trainees, and other differences between supervisee, 

in the expression of the training and supervision needs, as well as in the 

evaluation of supervision. 

Even if supervisees and independent therapists operate in different areas, 

even in disadvantaged areas, the people’s need for therapy is present. Supervised 

therapists require feedback during supervision sessions (how to do, how to 

become more productive in working with customers). 

The presence of the supervisor in the vicinity of the supervisee or of the 

independent therapist confers security, stability and the opportunity to participate 

in the activities organized by the supervisor (workshops, open sessions, open 

courses, etc.), unlike the therapists hundreds of kilometres away. The supervisor’s 

role is to stimulate, even in remote centres, the continuous professional training 

activity under the guidance, coordination of the assistant trainers, so that all these 

psychotherapeutic training centres within the association could carry out personal 

development activities. 

According to the second hypothesis of the study, which was partly 

confirmed, the supervisor’s style is perceived by supervisees and independent 

therapists from the three training centres in a similar way. Thus, the counsellor 

style receives the first place, followed by the consultant style and then by the 

professor. There were no statistically significant differences when comparing the 

three geographical areas of the three training centres. Thus, the counsellor 

supervision style prevails regardless of the training centre (Capital, Transylvania, 

and Banat). However, both supervisees and independent therapists have their own 

cognitive style, they have a psychological type, and the supervisor is the one who 

needs to improve her supervision style to become better and to support the 

supervisees’ professional development. In this sense, different abilities can be 

processed by the supervisor, given her personality style. For the supervisor, from 

the personal perspective, the activity at the university, compensated with the 

activity at the private practice, did not allow the underlining of the professor role 

in supervision. However, by applying the Supervisory Styles Inventory, the 

counsellor style is brought to the forefront (as it resulted from the evaluation 
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given by the participants to the research), the professor role gaining the second 

position (as opposed to the results of the participants, who chose the consultant 

role). 

The latter two roles, the consultant and the professor one, with different 

positions depending on the subject under assessment, highlight an interesting 

dynamics in changing role-playing games in supervision. Furthermore, it is 

considered that uninterrupted therapeutic practice keeps the supervisor in touch 

with social reality. For the academic supervisor, private practice brings him/her 

“with his/her feet on the ground”, being constantly preoccupied not to turn 

therapy and supervision into teaching. 

According to the third hypothesis, elements of the Supervision Alliance 

(focus on relationship and client focus) did not show significant differences in the 

three training centres. In other words, if the supervisor builds a relationship -

focused supervision and also focused on the clear establishment of objectives, the 

supervisee recognizes the supervisor’s role in their self-efficacy. 

The limitations of this study refer to the limited number of attending 

subjects, the therapists in the supervision stage. 

The assessment of supervision, of supervision styles, and of the supervisory 

alliance has been realized only for a supervisor within the association. 

In the future, it is suggested to carry out an evaluation of the supervision 

process and activity also in other professional training associations in 

psychotherapy with the involvement of a larger number of supervisors subject to 

evaluation in order to compare the results obtained. 

Does the therapeutic orientation influence the assessment of supervision, the 

supervision styles and the supervision alliance? 
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Abstract 

This piece of work is a succinct analysis of that factor which is common to all the 

psychotherapies regardless of their orientation and that of an overwhelming 

importance; that is the therapy relationship meant to help healing. It is at the same 

time a communication cord for those therapy relations, which subtly and abruptly 

degenerate in non-functional, defective relations, and finally compromise the 

success of the therapeutic process, widening, in this manner, the clients and their 

problems, creating a precedent in the future remedial therapy relations. This paper 

presents, one by one, the characteristics of a functional therapy relation, but also 

dimensions and features of those remedial therapy relations, which passed through 

changes; the decisive factors of such situations and their effects. 

Key words: therapy, relation, supervision. 

1. INTRODUCTION 

Disorders and their afferent behaviours need to be revealed, because these 

have a direct impact on the remedial therapy relations, both from the perspective 

of the therapist and that of the client. Some examples of defective therapy relations 

and of the complex situations are presented, which show up as a consequence of 

some severe disorders, situations that therapists confront with during therapies; 

dangerous, alarming circumstances being included here, which must be avoided 

and specially focused on. 

The paper refers to the extremely important and useful aspect – the 

supervision process. Its role and its components in the learning and evolution 

process are underlined; they are necessary both to the beginner therapists and to 

mailto:mv.mioara@yahoo.com
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the experienced ones. In this section’s content, ways of preventing the 

dysfunctions which occur in the healing therapy process are presented, but also 

settings for those therapy relations, which reached a critical point. 

2. COORDINATES OF A FUNCTIONAL THERAPY  

RELATIONSHIP 

There are a lot of papers on the importance of the therapy relation, especially 

because it is a valuable instrument in the psychotherapeutic process, maybe the 

most valuable tool, unanimously known by the representatives of this field. 

Referring to the therapeutic alliance, which incorporates the therapy relation,  

O. M. Popescu and L. I. Vîşcu, define this as being: “the emotional co-operative 

connection between the client and the clinician who have a common objective, the 

alliance having three components: connection, objectives and tasks” [1]. These 

three components refer to the therapeutic connection itself, which according to the 

same authors, presumes a potentiating and appreciating connection. The task 

represents the agreement and the cooperation during the therapeutic activity and 

the goals taken into account, together with the agreement set by them and the 

common effort of achieving these goals. 

Some of the characteristics of a functional therapy relationship are represented 

both by the existence of these three components and by: the incorporation in this 

connection of the empathy, warmth and authenticity proposed by Rogers [2], the 

creation of a safe and acceptable environment and of course, the determining of an 

affective connection between the two of them. A functional therapy relationship 

also implies, from the therapist, the awareness of transfers and counter-transfers, 

the setting of some limits which have a role and place in therapy and all these 

must be explained to the client, together with the identification and the admission 

of mistakes when these are produced. 

3. DYSFUNCTIONAL THERAPY RELATIONS.  

TYPICAL MANIFESTATIONS. CAUSES AND EXAMPLES. 

3.1. THERAPIST-CLIENT COMPATIBILITY 

A first remark in the beginning of any therapy refers to the therapist-client 

compatibility, and this is first of all related to the contact at the emotional level 

between the two of them (the emotional compatibility), to the therapist’s ability to 

empathize with the client in his/her problem and in a direct connection with the 

client’s capacity to feel/perceive this fact. One can talk also about the 
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compatibility at the cognitive level, that of understanding and explaining the 

problem and, for sure, a compatibility at the personality level between therapist 

and client. Also, the therapist-client compatibility refers to the attitudes and values 

to which the two of them retrospect to and in this way, the differences favourably 

influence the client’s positive changes as shown in a series of studies realized by 

Bert van Luyn and collaborators [3]. 

Other authors conclude that it is a big help, in a first stage, to identify the 

type of client attachment, the client had with the parental figures, an attachment 

which will be mirrored in the client-therapist relationship [4]. 

The compatibility chances in a client-therapist couple are greater if there are 

more common elements in their lives, for instance: age, social identity, a similar 

life line, similar experiences and perceptions, etc. There are situations during 

therapy when the therapist, finds the relationship with the client incompatible. The 

most efficient way of setting the compatibility between the two participants 

during therapy consists in the therapist’s ability to analyze his/her own feelings, 

perceptions, emotions, to understand and give them a meaning. [5] 

3.2. FACTORS WHICH NEGATIVELY INFLUENCE THE THERAPEUTIC 

RELATION. EXAMPLES OF DYSFUNCTIONAL RELATIONS 

As in the case of any other human relations, the therapeutic relationship is 

also a delicate connection between two people, which can be – sometimes – very 

different; that’s why this type of relationship needs tender and discreet borders 

designed between human universes, found in a common agreed duality. A great 

variety of new situations can show up on this fragile territory, provocative ones 

that can affect, in a greater or a less extent, the therapeutic relationship and the 

greater the frequency of these situations, the more direct referral is made towards 

the transfer phenomenon and its echo the counter-transfer. 

Similar to the therapeutic relation, the transfer is also a valuable tool in the 

therapeutic process. But it can become, for the inexperienced therapist and not 

only for him/her, a blockage or an unstable field, when it reacts in countertransfer 

and interrupts the process; this way he/her loses the opportunity of using transfer 

in the benefit of therapy. In these situations, the countertransfer or the counter-

resistance can generate tacit conflicts between the two participants to the 

therapeutic process, fact that can seriously affect the therapeutic relation. It is 

sufficient to remind here that the expression of fury by the therapist, a 

disinclination or repulsion to client’s behaviour can generate conflicts which 

smoulder along the entire period of therapy, intensely affecting the relationship 

and the therapeutic process. 

Empathy is an essential feature that a therapist must have. If this lacks or it 

is given away in the favour of some regular and rigid working skills, then the 

therapist can ”lose contact with the reality of his/her patient” [6]. In this 
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circumstance, the area of client’s emotions, moods and feelings is ignored and the 

client can’t find his/her role or place, feeling abandoned, fact that can determine 

the frustration or revolt, with a direct echo on the therapeutic relation. 

The therapeutic relationship sometimes degenerates because of an 

unconscious feeling of guilt, which is constantly felt by the client and due to it 

he/she has the tendency to disturb the therapy by “negative therapeutic reactions” 

becoming non-coopering and symptomatic [6]. 

In psychic disorders where the patient is often Borderline, this continuous 

fight between the idealization and the negation of the therapist, this unfavourable 

fact reverberates on the therapeutic relation. 

Also, behaviour patterns of some personality disorders often include the 

tendency or the person/client’s need to self-sabotage, disturbing therapy, turning 

this against him/her. He/she accumulates fury, which he/she will try to vent on the 

persons who injured him/her and who recreated in the person of the therapist now, 

in therapy [3]. 

Other clients, who suffered abandonment, will virulently react towards the 

therapist when this one decides and announces them s/he will take a short holiday. 

The remedial therapeutic relationship is threatened in this case and quite 

frequently such clients interrupt therapy [7]. 

Other ways by which both client and therapist can determine – with or 

without their will – a tensioned relationship in therapy, by an impercipient 

communication, non-concordant to the requests of therapy, can have many aspects 

as such: a kind of the therapist’s inability of understanding the client in his/her 

problems and needs or an insufficient understanding of the problem; the lack of 

therapist authenticity or a discrepancy at the attachment level both therapist and 

client; the identification in the client – by the therapist – of some past figures, 

without being aware of this, followed by an attitude according to the one that the 

therapist had it towards that figure; the therapist’s judgements and prejudices - 

also not being aware of them, but put in the therapy frame can provoke the client, 

affecting both the relationship and the therapeutic process; a  non-understanding 

or ignoring of the client’s immediate needs or directions that can affect these 

needs, an insufficient patience in listening and embracing the client; a wrong 

approach, non-adequate to the client’s problem, in the therapeutic intervention or 

one that can’t reverberate with the inside universe of the client; the fact of not 

setting the limits from therapist side, by prolonging the relationship from the 

therapeutic frame out of the private office’s door, reducing this way the therapy’s 

efficiency and transforming the therapeutic relationship in a different one; the 

therapist’s manipulation by the client. An alteration of therapist-client connection 

can be also linked to ethic, deontological, social aspects, which were neglected or 

ignored; the lack of a certain therapist authority towards the client, letting the 

therapeutic process at the client’s will; defective modalities of connecting or 

communication between the two. 
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Beyond all of these causes which refer in a great extent to the therapist, a 

large range of disorders brought by the clients in therapy can become major 

causes of the therapeutic relation’s dysfunction with these clients. 

The clients’ inner universe with major disorders can significantly affect the 

therapeutic relationship 

Clients with severe personality disorders and implicitly behaviour ones, will 

create and recreate during therapies, multiple crisis situations and the relations 

between the two of them, therapist and client will suffer a lot, often being 

interrupted or questioned during these challenges. Borderline personality disorder 

(BPD) is for sure the best example in this direction. 

First of all, these clients are very unease in their universe and the dominant 

feature is the ambivalence, which will determine contradictory attitudes on the 

client’s side, that the therapist -it is necessary to know / to be able to premeditate 

and to face them. So, these clients severely confront a strong, emotional 

instability, intense emotions and among them fury is prevalent, always being on 

the verge of threatening the therapeutic relationship or to interrupt therapy. 

Therapists who work with such clients live a continuous challenge. 

The coordinators of the paper work named “Severe Personality Disorders”- 

B. van Luyn, S. Akhtar, W. J. Livesley mention that these clients “generate strong 

transfer reactions” [3]. Therapists become related to these clients, accusers and, 

not being objective anymore, they re-put these ones in a contact with the old 

negative patterns of their life [8]. 

The mentioned authors refer to the fact that the patients with borderline 

disorders generate the same countertransfer reactions in their therapists, regardless 

of the therapeutic approach and that’s why many therapists avoid this category of 

clients, proving strong negative feelings of fear, repulsion and resentments. This 

fact is often underlined by the suicide inclination of these clients or by holding 

over with suicide [9]. 

In the same frame of severe disorders we meet the narcissist personality 

disorder (NPD). The therapeutic relationship is a difficult one, also in their case; 

they have an aggressive and even violent potential when their dissatisfaction 

reaches a high rate. First of all, the attitude of these clients is a reluctant one, the 

one which opposes to change. Working with them means to face the ambivalence 

and their „fight for power” also. Most patients “doubt the therapist’s quality, they 

are arrogant or expect a preferential treatment” [10]. 

The therapist will set and hardly maintain an emotional connection and this 

fact can generate anxiety in the therapist, which will reflect in the relationship 

between the two of them. The patients’ behaviours of the with a passive-

aggressive (negative) personality disorder is or can also be a challenge for many 

therapists, as this is characterized, among others, by a conflict with the authority, 

the therapist being in this case „the authority”. 
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Esentially he/she is quite similar to the BPD and NPD patients, their 
behaviours being: ambivalence, negativism, and resistance, refuse to respect the 
authority. In the therapy process these clients gather dissatisfaction and fury towards 
the therapist and they reach to the point when they change the therapist [11]. 

This category of severe disorders, where the therapeutic relationship suffers 
or can be threatened, can also contain: the paranoid disorder and the antisocial 
one. For instance, in the antisocial personality disorder one can observe „a pattern 
of disrespect and violation of others’ rights” [12]. 

Various authors frame the therapy of antisocial personality disorder’s 
patients in the category of the most difficult therapeutic interventions. Otherwise, 
most of the time, the efficiency of these persons’ therapy is limited to tiny 
behaviour modifications. Therapists that treat clients with this disorder face often 
„huff, dissociation, insincerity and relating difficulties, which can be found often 
in the context of an unstable profitable alliance” [10]. The remedial therapeutic 
relationship is difficult also in the case of patients with an avoiding disorder, as it 
is with all the relations of these patients. 

Al these disorders, to which others are added, too (disorders of dissociation, 
posttraumatic stress disorders, unsolved traumas where the people are stuck and 
they continuously live them) characterized by dissociation, are based on an 
improbable attachment, of a type that can't be recognized. Clients with such 
disorders cover a long and hard way in therapy and for them the therapy itself 
means the therapeutic relation. Wallin states that these clients re-live  past 
experiences in a reiterative way, as they are not able to remember them and these 
mutually penetrate the therapeutic relationship [7]. 

In an unconscious manner, they recreate, with the therapist the old relation, 
that of a complete incertitude and in this broil, the therapist is „invited to enter”, 
frequently facing the client’s fury, anxiety or confusion, transfers, alongside with 
the ambivalent behaviour, that can profoundly and severely affect the therapeutic 
relationship and even the therapeutic process itself. 

The examples given in this section represent just a part of the numerous 
examples of causes and manifestations of some dysfunctional therapeutic 
relations, and some of these examples – especially those which refer to the 
therapist’s skills and his/her training – can be prevented, if prevention measures 
are taken into account. 

4. THREATENING THERAPEUTIC RELATIONS 

It is estimated that 1% of world population (in some communities the rate 
being higher than in other ones) suffers of a severe type of psychopathy [13]. This 
means the inability of having human relations of any kind and more than this there 
is an aggressive potential, even a dangerous one for the people around. 
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Contact of any kind with these individuals, who one way or another can 

arrive in the therapist’s private office, can have real risks, sometimes fatal. 

Because of this, the psychological profile of such cases with a dangerous potential, 

and the grossness of the respective disorders must be known and recognised by 

the therapists who work with such persons, in order to revert the danger to which 

the therapist can be exposed. J. Reid Meloy & James A. Reavis [14], draw 

attention on the existence of an illusion of a therapeutic alliance with these 

clients/patients considered to be a mix of „clinician’s desires projections” with the 

ability to imitate of the patient, named by Meloy (1988) „malignant pseudo 

identification” [15]. He suggests that such therapeutic alliance must be seen with 

scepticism, the more severe the client pathology is. Bursten (1973) describes for 

the patients with psychopathy a behaviour which „deceives successfully the other 

person and then feels a disrespectable satisfaction” and he calls this behaviour „a 

manipulative cycle” [16]. 

The countertransfer lived by the therapist can take various forms, from the 

therapeutic nihilism until the sexual fascination, passing through hate and desire 

of destroy, deception and guilt according to the authors: Lion [17], Symington 

[18], Strasburger [19], Meloy [15], [20] and Gabbard [21]. That is why, Meloy 

and Reavis [14] draw attention to the countertransfer phenomenon, to which the 

therapist must pay attention and also to the fact that in reality, psychopathy is an 

immutable feature and that the entire responsibility of the treatment must 

consciously be assumed by the clinician, as the psychopath will always consider 

he/she doesn’t have any responsibility. [14] 

5. THE ROLE OF SUPERVISION IN THE CORRECT MANAGEMENT 

OF THE THERAPEUTIC RELATION. PREVENTING AND SOLVING 

THE BREAKING OF THE THERAPEUTIC RELATIONSHIP 

For inexperienced therapists, understanding the importance of essential 

factors for the therapeutic process represents a key-element in their professional 

training. By all means, the connection to the client (maintaining and developing 

this connection) represents a goal and, in the same time, one of the factors the 

therapist in the initial training is necessary to focus on, to know its importance and 

role and to gain the necessary skills for a correct management. In this 

circumstance, supervision comes as a necessary and valuable aid. It is also „a 

unique practice of gaining the therapeutic aptitudes” [22]. 

The relationship between the beginner therapist and his/her supervisor is, in 

its turn, the symbol of the therapeutic relation. Similar to the relationship which 

develops between the parental figure and the child and which reflects in his/her 

further relations, the relationship of the therapist with his/her supervisor reflects in 
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the therapist’s relationship with his/her clients. Noticing and bringing adjustments 

to the therapeutic process and in an implicit way – to the therapeutic relationship – 

the supervisor intensifies the connexion between the therapist and his/her client. 

The supervision process is „a professional guideline” for the barely initiated 

therapist and for the experienced one is as useful as necessary when the therapist 

faces new situations or delicate ones or to more special cases. So, the cases 

brought into discussion in the supervision process will be - in a way - seen and 

analyzed from different angles and perspectives. From this point of view, new 

information can reveal, aspects that weren’t noticed or were ignored and we can 

find solutions to the client’s problems. At the same time, a focus is both on the 

therapist’s and the supervisor‘s ability to be flexible - an essential skill for the 

therapeutic process and the collaboration between the two of them [22]. 

Showing his/her cases to the supervisor, the therapist can be helped be 

aware of the transfers and counter-transfers and this way correctly manage them 

and use them in the benefit of the therapeutic process. A supervisor could notice 

in time, when a therapeutic relationship is on the verge of deteriorating or of 

becoming inefficient, intervening and making the relationship functional. Also, a 

supervisor is a sharp observer of the cases where the therapist-client connection is 

not natural or unprofessional. The supervisor will be, for sure, more objective 

when the therapist becomes subjective to his/her client. The same supervisor can 

remind us the authenticity and the transparency, noticing the presence or the 

absence of these therapist’s qualities because psychotherapy „gains a lot by 

completely revealing the process and the reason of treatment” [23]. 

As regards the prevention of a therapy relation breaking a collaborative 

communication is necessary and also the initiation of an active repair when the 

breakages show up. Using our empathy, authenticity and deliberate self-revealing 

or interpretation, we can reset the balance in the therapeutic couple [7]. 

Also for preventing the misrepresentation of therapeutic relationship A. 

Beck and partners warn on the setting of limits concerning the therapist’s and 

client’s behaviours inclusive the fact that it is necessary for the therapist to focus 

on the transfer behaviours of the client and on his/her own reactions and emotions 

[10]. The same authors – speaking about patients with avoiding personality 

disorder – recommend for the therapist to encourage and to help them in the 

identification and testing of the dysfunctional thoughts, essential in a collaborative 

relation, which is representative for the other relations of the client. 

Thus, all these causes (presented in the previous section) could be prevented 

or set solving when they suffered reversible modifications, by the supervisor’s 

aid. The supervision process is for sure an important and valuable help, both in the 

forming process of the therapeutic relationship and later in its evolution. 
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6. CONCLUSIONS 

The therapeutic relationship is an essential factor in the therapeutic process; 

both the quality of therapy and its goal (its success and failure) depend on it. It is 

important for this therapeutic factor to permanently be under the focus of the 

therapist and his/her supervisor. The therapist can notice in time the changes from 

his/her collaboration with the client and to put again the therapeutic relationship 

on the coordinates of its functionality, by permanently monitoring this therapy 

component. 

For this, a careful and vigilant participation on the therapist’s part is 

necessary; one that can prevent dysfunctional results. And it is also necessary for 

the therapist to prove realism and objectivity, to permanently take into account all 

that’s important in a therapeutic relation, adapting and continuously redefining the 

content of meetings and his/her connection to the client and to the changes 

occurred. In this direction, the role of supervision and of the therapist-supervisor 

relationship must be underlined. 

It is important and necessary to remember that the echoes of the relationship 

with the client goes on in his/her life beyond the private office door, in the 

relations of the client with all the others he interacts on, becoming a relating 

model in the therapy period and further on. 

Beyond the didactic definitions given to the therapeutic relation, I think it is 

a mechanism, a construct realised together by the therapist and client, by 

involvement and devotion, in a common effort to bring the change in client’s life. 

The therapeutic relationship is an ability; the therapists’ ability to understand and 

make this connection to be a „common foundation”, but not „an undermined 

field” where they meet clients. 
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Abstract 

When a certain situation overwhelms us so much as we can’t face it then we’ll have 
stored inside a trauma. Trauma received many descriptions in time, being a serious 
issue to be taken into consideration by psychologists worldwide. Suffering is a 
universal experience which affects everyone, and traumas are the constitutive part of 
a becoming mature process of the human being. Thus, the need to identify traumatic 
processes is crucial for the healing process, and a proper knowledge in this matter is 
also underlined. 

Key-words: trauma, research, innovation, psychotherapy, supervision 

1. INTRODUCTION 

Even no one wants to suffer, most of the people do. Suffering is a universal 
experience which affects everyone, and traumas are the constitutive part of a 
becoming mature process of the human being. Not any suffering can be a trauma, 
even it is the foundation of any trauma. 

In the psychology dictionary and in the psychiatry one trauma is defined by 
the connotation synonym of trauma; as being a violent impulse capable of starting 
some somatisation or psychic disorders. Freud calls „trauma” any event which 
disturbs the emotional balance of a person and it causes the start of his/her 
defence mechanisms. Trying to stop the invading of the psychic device with huge 
amounts of excitations, the organism protects itself by closing in front of any 
supplementary stimulus, by swoon, pseudo characteristic, pseudo-deafness, etc. It 
will also force itself to keep them, and then to get their progressive discharging, 
by especially using of the repetition automatisms [1]. 

Thus one can say that when a certain situation overwhelms us so much as 
we can’t face it then we’ll have stored inside a trauma. There are two fundamental 
types of trauma: brutal and subtle ones. 
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Brutal traumas are overwhelming, suddenly occurred ones. A serious disease in 

the family, a broken love relationship, a rape or a violent aggression, a separation 

or a decease are all common brutal traumas, to which the self-treatment solution is 

often enough. But the terrible experiences registered to an early age, as the incest, 

the rape, the abuses, the abandonment can produce brutal traumas both in the 

childhood and at the adult age. In such situations, the competent assistance isn’t 

just necessary, but also recommended [2]. 

Subtle traumas occur in a subtle and insidious way during the growing up 

period of the child and even from the moment of conceiving. They can be caused 

by the living together with a parent who was himself/herself affected by a trauma, 

fact that reflects upon the child by parent’s behaviour: abusive, full of cruelty, 

lonely, sarcastic, distant or showing sadness. To be slapped, to be left crying by 

him/herself, to be punished, not to be caressed, hugged; all of these being repeated 

can become major traumas for the little child, making him/her to finally pass 

subconsciously into a defensive position- in order to face the moments when 

he/she feels is not loved and no one cares him/her. These subtle traumas represent 

the cause which stays to the foundation of our further incapacity to pass through 

more serious traumas. 

The two types of trauma, the subtle and the brutal one, are actually one and 

the same thing. An apparent subtle trauma can be felt as a brutal one by a child 

with a more sensitive, more vulnerable nature. The subtle trauma undermines the 

self esteem of the child, making him less capable to face the life’s difficulties, so 

that the brutal traumas have a bigger and bigger effect, being impossible to the 

child to overcome them. 

Generally speaking, when we confront a trauma we can face it either by on 

our own or with the help of family or friends, social services- which consist in 

what we generic call a social support. But as on our times it seems that the social 

structure disintegrates, becoming frivolous, superficial, disrupted; as we can see 

that the great united and solid families split and their members communicate less 

and especially by phone, the long life friendships disappear lost in a society which 

has the money as a main goal – often people have no one to talk to. 

2. TRAUMA AND PROCESS OF MATURING 

Traumas have some certain stages of occurring and healing. There is a 

dynamics of trauma which varies from an individual to another, depending on the 

self esteem, the previous traumatising experiences etc. There are some well 

determined and understandable models of traumas; for instance, those described 

in Elisabeth Kubler Ross papers, referred to death, those of Alice Miller and other 

authors, concerning violence and ill-treatment. The healing of wounds caused by a 
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trauma involves processes which often pass more stages: denial, fear, terror, 

suffering, shock, anger, isolation, weeping, separation, fury, loss, joy, acceptance. 

Every individual will stuck in the mud in a certain place and everyone will follow 

a certain path, depending on the way the recent events overlap on a background 

which was outlined by the personal traumas history [3]. 

In the trauma dynamics some stages are registered: of denial, pain, guilty 

feeling, depression, acceptance and in the end, reintegration in life in an optimistic 

way. For some persons this process of healing can be a physical disease or an 

emotional pain; for others- just a little annoyance. 

In the case of a disease the signs and the symptoms of it do not represent the 

illness itself. They only show that something is wrong. The symptoms are a reflection 

of the immune system’s reaction, which does as much as it can to solve the 

problem. Hiding the symptoms is – in a way – a negation of the fact that 

something could be wrong; this way the application of a healing strategy is late. 

It’s like telling to the immune system of the body that it is wrong, by this 

disturbing its activity and pushing the pathological process towards more and 

more serious states [4]. 

Healing a trauma is made by expressing the feelings, which are - in most of 

the cases- negative, followed then by awareness, by the acceptance and finding of 

some new motivations to live and love. That’s the moment when broken 

relationships are re-linked, they leave those that hurt them, they choose new ways 

of life, they accept the situations the way they are, they take important decisions 

or they just relax, enjoying what they have. The entire process can be passed 

many times until the complete healing. 

Healing after a trauma- either in the moment of occurrence, or later on - can 

be also done naturally. Tears, discussions, curses, laughter, jokes, sobs, yawn, 

sighs and tremble, all of them, represent ways that can contribute to recover after 

an older or newer trauma. On the other side, to make in a repeatedly way, any of 

these things (a permanent smile, a continuous giggle, frequent sighs, etc) can 

signify the blocking in the rigid frame of a trauma. And when a trauma blocks 

inside of you, it will repeat again and again, involving much more accumulation 

of suffering. 

So, any crisis that comes in your life contains the seeds of our complete 

healing. So, that’s why it is so important to give our full attention and to 

appreciate to the real value and meaning- to every moment of crisis or major life 

event. 

Until recently, the stress and coping literature focused, almost exclusively, 

on the negative consequences of stressing situations. A new trend in this literature 

is represented by the inclusion of reports about the positive results or the growing 

up resulted from the coping efforts. Accidental data indicate the fact that people 

mention they reached positive results as a result of facing the stressing situations 

or that they “grew up” by coping experience. In fact, some people who suffered 
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diseases that threatened their life or other traumatizing experiences mentioned that 

the stress factor was very positive or even that “it was the best thing that ever 

happened to me”. The more rigorously empirical researches, even rare ones, also 

showed that many people experienced the growing up which was induced by 

stress and they progressed in many ways as a result of some extremely stressing 

situations, such as: mourning, cancer, infarct, political detention and shipwreck. 

Of course, not everyone speaks about experiences as the growth. In fact it is 

important that if there are positive changes or areas where people progress this 

doesn’t mean that they didn’t suffer or that they evolved in all the domains of 

their life. On the other hand many studies offered convincing proofs that many 

people have success for real, in many ways and they quite experience an authentic 

growing up as a consequence of some stressing situations. The challenge for this 

new development in the research of stress and coping is to determine why some 

people succeed or have as an experience a great personal growth as a consequence 

of the stressing events and others succeed less or at all [3]. 

People’s characteristics – including their personalities, beliefs, resources, 

knowledge and behaviours resulted along coping process- are considered- by 

many researchers- to be among the most powerful determiners of the way the 

individuals face their physical health, and the psychological one – when they have 

to confront to some stressing experiences. These characteristics together with 

situational factors can also determine the degree the people succeed or grow by 

their response to the traumatising and stressing situation [3]. 

Due to the news of this conceptual development, the studies focused on the 

positive results of stressing experiences used different terminologies in order to 

describe these phenomena and a standard lexicon hasn’t been developed [6]. In 

this article, the growth refers to any number of positive modifications that a 

person mentions or says that he/she experiences as a consequence of some 

stressing experiences; as it was described by diverse authors – these positive 

modifications can be connected to coping abilities or life philosophy, values and 

goals. On the other hand, the post-trauma success refers to a higher level of 

functioning in some fields of life, as a consequence of a confrontation to a stress 

factor. Positive modifications reflected in reports of the growth connected to 

stress, which is very possible to go to an evolution, but the empirical connections 

haven’t been settled yet. Until now most part of empirical research- from this area 

of positive changes as a consequence of the stressing life events- focused on the 

growth induced by stress [6]. 

The study of coping traumas and other stressing experiences is focused on 

the person’s responses to these circumstances, meaning the trials they do, both for 

diminishing the suffering and the solving of their problematic conditions, which 

diminish or overpass their resources. So, there are theories that say the interpretations 

people give to an event determine the way they respond, linked to emotional 
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reactions and efforts to cope. On the other hand people’s interpretations depend 

both on the personal and social resources and on the stressing experiences [7]. 

What kind of personal characteristics and other psycho-social resources are 

the closest to the comments that reflect the growth and the post-trauma success? 

Carver notes that many of the characteristics and resources- which was found that 

lead to better results when we talk about the suffering of the stress factors- are 

also possible candidates for the prediction of growth induced by stress and of the 

post-trauma evolution. Until now, even just a small part of the personal 

characteristics was tested as specific predictors or simultaneously correlated of the 

stress induced growth and post-trauma evolution [6]. 

- the most consistent correlations were found with high level of optimism 

and hope. The persons who manifest the mood for waiting positive results 

and those who believe they have abilities to reach their goals have the 

greatest chances to experience growth after a strong stress. These 

connections were discovered both in the study of consequences of 

different life stress factors and in the studies which focused on specific 

stress factors, as marrow, mourning, chronic fibromyalgia pains. 

- strong correlations were found between the growth induced by stress and 

religiousness, inwardness, religious participation. 

- the extravert persons tend to mention that they benefit from the adverse 

events, comparing to the introvert ones. 

- women report post-trauma earnings more often than men, even not all the 

studies found a difference between the two genders. 

- other individual differences sporadic occurred or just the assumed ones 

refer to aspects as self-control, disappointment, solidity, self-efficiency, 

safe adult attachments, coping abilities focused on emotions or problems, 

person cognitive processes as the perceiving of trauma situation as 

challenge versus threat. All of these are connected to the continuous 

efforts of the person to resist or grow up (or their opposite, the abdication, 

which at least- directly leads to the absence of the post-trauma benefits, if 

not- quite to the failure)[6]. 

 

For sure, all these researches offer just suggestions, many other studies 

being necessary for clearing these new psychological areas. More than this, some 

kind of people as those very optimistic or who have a strong religious believe can 

be inclined to note, to identify or to experience positive modifications and to talk 

about post-trauma success. 

These types of influences could be a direct effect of personal characteristics 

upon the growth or evolution degree after some stressing experiences. Even such 

direct experiences can exist, it’s very likely that many of personal resources- 

identified as being connected by post-trauma growth and evolution- to indirectly 

operate; otherwise, their effects are mediated by the coping process variables, 
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meaning the diverse types of evaluation and coping activities. For instance, the 

different systems of beliefs and religious orientations can determine the individuals 

who confront the stress factors to evaluate these factors and to respond in particular 

ways, which lead them further towards particular levels of growth and evolution 

[3]. 

Research suggests that the social resources, the social support which was 

considered satisfying by the person play also an important role in the prediction of 

growth and post-trauma success. It’s more likely that the individuals who confront 

to stressing circumstances to be able to experience the growth and the evolution 

induced by stress, if they have relatively strong social resources and current life 

situations. For instance, Park and their partners found that the social support and 

especially the satisfaction of the individuals towards their social support correlate 

positively but moderate – the growth. More than this, the experience of much 

more positive life events in the same six months period when took place also the 

stressing life events – predicted a greater stress induced growth after the negative 

events [8]. 

As we mentioned earlier, coping can be considered a process between 

individuals and their background; it implies evaluations, meaning the fact that the 

situation or the event represents a threat, a challenge or a loss and also implies 

evaluations of what can be done. Once a person decides what can be done, coping 

strategies are implemented. The research on the coping process is usually focused 

on coping activities, even there are some surveys which stopped on the 

evaluations. Just a small part of these surveys focused on the growth associated to 

stress as a result of coping process. 

The evaluations of diverse types of stress factors can be correlated to 

growth. These include the primary evaluations (the control degree of the event, 

the extent to which the event violates the person’s beliefs, his/her expectations 

and goals and the extent to which the event is assessed as threatening versus 

challenging) and secondary evaluations (the extent to which the individuals feel 

they have necessary resources for managing the stressing situation). 

Until now the links between the primary evaluations and growth and the 

evolution associated to stress are- in a great extent- accidental. The evaluation as a 

challenge, which involves the interpretation of situations leading probably to a 

result as a success, so likely even with some earnings- were theorized as leading 

both to a better coping and to the experiencing of more positive results. The 

obvious theoretical link between the evaluations as challenge and growth and the 

evaluation associated to stress indicates the fact that this could be an important 

research field. 

The evaluation of the individual concerning the extent to which an event or 

a situation violates the beliefs, the expectations and his/her goals- is- the 

evaluation of the degree of stress produced by that event, done by the person 

himself/herself There are some suggestions that the high evaluations of the stress 



 
49 

degree of an event would be connected by more frequent mentions of the growth 

associated to stress. The evaluations concerning the capacity of controlling the 

moment of event occurrence were also found in a correlation to mentions of the 

induced stress mentions, even the correlations aren’t consistent [5]. 

The secondary evaluations as: the perception of coping processes efficiency 

leads to a better adaptation, meaning a lower distress, but the relations between 

the secondary evaluations and the growth and post-trauma evolution weren’t 

measured. 

Coping activities presume: 

- strategies focused on emotions, which allow to the individuals to manage 

the distress and to focus on a more productive coping; 

- coping strategies focused on problem, which presume active efforts of 

changing difficult circumstances 

- creating a meaning or cognitive coping which allows to the person to 

change the meaning of the stress factors that can’t be altered. 

 

Many researchers proposed models in order to explain the processes through 

the stress induced growth and the evolution can be produced. Generally speaking 

these theories suggest that in extremely stressing situations the initial answer of 

people is of anxiety, distress and confusion. 

According to the most significant patterns, the most stressing experiences 

offer more opportunities for experiencing growth and evolution due to their 

greater impact on breaking the person’s global system of meanings. It is believed 

that to offer a meaning or the cognitive coping could be a critical aspect of 

recovery and growth or evolution after stressing events or evolutions. 

This type of coping contains the trials of the individuals to assimilate or to 

find a connection between the occurrence of the stressing experience and their 

beliefs before the crisis, such as the belief in a better or right world and the beliefs 

in his/her own invulnerability. When a situation is evaluated as a violation, people 

can change the aspects of the global meaning (e.g. they make changes in their life 

to prevent future similar occurrence) or they can change the situational meaning 

(e.g. they identify benefits which will lead to a low dislike). To make changes 

both in the situational meaning and in the global one can lead to reports of results 

which presume positive modifications. 

To find the stress induced growth is just one of the ways through which a 

meaning is built (e.g. the discrepancy is reduced). Other modalities of building a 

meaning include the achieving of assignations and re-assignations (the trial to find 

some less serious and different causes for the stressing situation) and the 

achieving of positive evaluations (the trial of perceiving the situation from a more 

positive perspective). 

The mentions referring to the stress induced growth and evolution can 

reflect exact mentions of positive changes, which were noticed by the person who 
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passed through stress or trauma. On the other hand such mentions can be part of 

the trial of the traumatised or stressed individual to cope to the stressing factor. 

Such coping can lead to the growth by the opening of these possibilities for person 

[5]. 

The empirical research on coping and growth and evolution induced by 

stress is short. There were just few studies which identified coping strategies, 

which lead to the growth and evolution induced by stress. In the study on students 

who confronted a recent stress factor there were identified some activities of 

coping, which correlate to the mentions of a higher stress induced growth, including 

positive reinterpretations and- but with a lower correlation- the acceptance and the 

emotional social support. 

The religious coping can correlate especially to the growth and evolution. 

Some studies showed a strong correlation between the religious coping and the 

stress induced growth. The religious coping is complex. Specific types of religious 

coping can correlate in a specific way to stress induced growth and evolution, and 

this religious coping can be important for some groups. A study on church 

members who passed through different life events found that the best predictors of 

stress induced growth were two types of religious coping [8]: 

- religious coping based on inwardness (they received emotional reassuring 

and guidance from God); 

- coping by achieving good deeds (to live a better, more religious life) 

 

How do the personal resources influence the growth in an indirect way by 

these types of cognitive and behavioural coping responses, which seem to lead to 

stress induced growth and evolution? 

Even the researches which examine the comprehensive models of personal 

resources, coping processes and stress induced growth and evolution are rare, 

there are reasons to believe that the future researches, based on such models, will 

offer a full perspective on the mechanisms, through which the growth will be 

produced than what the current survey – based on simple model- offered. Literature 

about stress induced growth and evolution is full of promising hypothesis. For 

instance, the value of characteristics for hope and optimism and religious faith can 

help people to persevere in their efforts of coping severe difficulties. The religious 

beliefs can offer an explanatory frame, which help the individuals to evaluate the 

potential threatening situations, as being less threatening and more challenging 

and maybe revealing possible qualities and positive results that can be derived 

from suffering [2]. 

In a similar way the links between social resources, such as satisfaction 

towards the social support and growth and evolution suggest that the social 

resources allow people to interpret the stressing situations as being less 

threatening due to the positive context they are in. The social support can also 

offer opportunities for individuals to discuss and think to the event, diminishing 
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the adversative and possible potential, allowing people to give a meaning and to 

identify the positive aspects. 

3. CONCLUSIONS 

A full understanding - of the links between the personal resources and 

cognitive and behavioural coping and the stress induced growth and evolution  

suggests numerous potential implications and applications for the improvement of 

people’s life and of the society. 

First of all until now researchers suggest that stress induced growth and 

evolution can be results that deserve to be encouraged, as the effect on their 

individual life can be that one that reduces in a great extent the adversative 

experiences in a long term of the people who passed through stressing and 

traumatising factors. It’s essential for us not to underestimate the pain, the despair, 

the suffering and the loss that people can have duet o the stressing factors. 

Nevertheless it is important to offer the survivors the idea that by a successful 

coping de success there is hope for transforming the difficult experiences and of 

the most horrible ones; that people have some choices to make on the ways they 

can follow for recovery and that the identification of the positive aspects of the 

stressing experiences can be a viable option. Helping people to identify and 

develop their positive resources and aspects of self after traumas and loss- there 

can be found healing modalities of some of the long term sufferings or of the 

severe ones they can have. 

How can society encourage the stress induced growth and evolution? A part 

of this change of paradigm implies the modification of cultural expectations, 

creating some awareness that after traumas there isn’t just pain and suffering, but 

also the opportunity of transformation and growth. This can be obtained by the 

developing of a language and conceptual frame, by the developing of a research 

foundation in order to better understand these phenomena and especially by 

connecting the current concepts and the empiric research to the idea of 

transformation and growth, which existed for ages in our culture as different 

religious, mythological and philosophical traditions. 

Services and persons involved in giving help can also develop these 

conditions to stimulate stress induced growth and evolution. A clearer 

understanding of the way the moods, the resources and the efforts of coping of 

people influences the growth and the evolution after the stressing experiences can 

lead to a better offer of adequate resources as well as of interventions from those 

who work in helping services. Stress induced growth and evolution can also be 

promoted in the psychotherapy processes and post-trauma interventions. 
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It’s important to take into account that the individual differences and the 

coping processes are strongly connected to the context of expectations and 

cultural beliefs referring to the right answers to the stressing experiences. 
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Abstract 

The case study I will be talking about in the present paper has been approached and 
treated using Strategic Integrative Psychotherapy, a variant of Integrative Psychotherapy 
which uses the Strategic Integrative Model of the Self, a model that uses four major 
domains of the Self (Basic Self, Central Self, Plastic Self and External Self). These 
domains are intersected with six psychological axes (the Biological Axis, the 
Cognitive Axis, the Emotional Axis, the Psychodynamic Axis, the Existential Axis 
and the Family Axis). The reasons why my client looked for my help were the following: 
her wish to speak to a specialist about what had happened to her so that she would 
no longer feel “dirty”, guilty and responsible for the three rapes she was a victim to; 
an attempt to get rid of the feelings of anger she had towards both of her parents; 
solving her insomnia and improve the overall quality of her sleep; a decrease in her 
states of agitation, as well as her headaches and stomach cramps she has every time 
she tries to speak with any of her parents; building a trust in her own forces and gain 
self-control; the discovery of her strong traits, of her qualities and last but not least 
eliminating the drug treatment. The goal of the therapy was to obtain an overall 
good feeling, physical as well as emotional; in other words, a better functioning of 
the client on all sides: emotional, cognitive, social, cultural and spiritual. 

 Key words: Emotional Trauma, Post-Traumatic Stress Disorder (PTSD), Strategic 
Integrative Psychotherapy, Strategic Integrative Model of the Self, Case 
Study. 

1. INTRODUCTION 

Strategic Integrative Psychotherapy is based on four domains of the Self 
which are modeled at a non-verbal and verbal level starting from childhood and 
all the way through adult life: biological, cognitive, emotional, existential, 
psychodynamic, cultural and attachment (or familial) factors. This model 
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incorporates all the major theories of the Self found in psychotherapy: the 
psychodynamic approach, the client-centered approach, the behavioral approach, 
the cognitive approach, family therapy, gestalt-therapy, body psychotherapy, the 
theory of object relations, transactional analysis and psychoanalysis, theories that 
are based on neurobiology of the human brain: the interaction between the two 
hemispheres of the brain, neuronal plasticity and the way in which neural 
networks map information [1]. 

Formulating the case using Strategic Integrative Psychotherapy is based on 

the model of the Self and ten basic principles of strategic psychotherapy that also 

includes a cohesive meta-model of common factors in psychotherapy that 

synthesize common models found in present-day psychotherapy. The main 

element of psychotherapeutic progress is the therapeutic relationship and in the 

center of this relationship we have the two variables of the client and of the 

psychotherapist [1]. 

Gottfried Fischer and Peter Riedesser have defined in their book of psycho-

traumathology an traumatic experience as being: “…a discrepancy between 

threatening situations and personal means of overcoming them that results in 

feelings of helplessness and defenselessness and thus determine a long-term 

deterioration in the understanding of oneself and the world” [2]. 

At the present moment there are different attempts to classify trauma. One 

of the more frequent one is presented by Leonore Terr which differentiates 

between two types of trauma [3] type 1 is about short-term events that are sudden 

and unexpected and contain a life-threatening element; and type 2 that is about 

states of overload, weakness and helplessness that are long lasting and repeating. 

Examples for type 1 are: work accidents, serious car crashes, crimes (like burglary, 

rape) and natural catastrophes (like hurricanes, floods, avalanches). Examples for 

type 2 are: torture, imprisonment, prolonged mistreatment, sexual or physical 

abuse and harassment. Thus, if for type 1 the traumatic experience occurs only 

once and is of short duration, for type 2 it can last for a long period of time, even 

years; for example: when a child is sexually abused in his/her family or a child is 

bullied at school [4]. 

Ruppert differentiates traumas by their sources, which result at a psychic 

and spiritual level in different coping mechanisms and specific symptoms of 

psychic wounds. Every kind of trauma requires its specific cure. So, we have four 

types of trauma: existential trauma; loss trauma; attachment trauma and attachment 

system trauma [5]. 

Post-Traumatic Stress Disorder (PTSD) is a psychological disorder 

characterized by intrusive thoughts and memories, repeating nightmares, 

flashbacks, avoidance behavior, hyperactivity of the vegetative system and mood 

swings; symptoms that appear after an intense, life threatening psycho-traumatic 

experience [6]. 
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A close attention is paid to behavioral symptoms, which are divided in DSM 

V [7] in four groups, as opposed to three groups in DSM-IV-TR [8] 

• Trauma recollection: intrusive and involuntary thoughts and memories; 

repeating and quasi-real nightmares with content related to the traumatic 

experience; flashbacks; intense psychological discomfort when exposed to 

stimuli that remind of the trauma. 

• Persistent avoidance of trauma related stimuli: efforts to avoid memories, 

thoughts, feelings and external factors like places, people, objects, 

situations that can remind of the psycho-traumatic event. 

• Memory, thoughts and mood disorders: loss of memory regarding certain 

moments from the traumatic event; thoughts with negative connotations 

about oneself or the others; failure to see the future in an optimistic 

manner; self-accusation or accusation of others; negative emotions: fear, 

horror, anger, shame, excessive guilt; low interest for activities that were 

pleasant before the traumatic event; detachment, indifference; decrease in 

the capacity to feel positive emotions. 

• Increased psychological tension and activation of the vegetative nervous 

system (“hyperarousal”): excitability, fits of anger, violent outbursts; 

self-destructive behavior; hyper-vigilance; twitching; concentration 

disorder; difficulty sleeping, disturbed or restless sleep. 

 

In the first month after a life-threatening psycho-traumatic experience, 

serious injury or the loss of a closed one an acute stress reaction can occur (ASR). 

Some of the acute post-traumatic symptoms are: relieving of the experience, 

flashbacks, nightmares, dissociative symptoms (amnesia, de-realization, and 

depersonalization), avoidance of trauma-related factors and increased neuro-

vegetative activity. The duration of ASR symptoms is between three days and 

four weeks [9]. 

If the duration of the symptoms exceeds four weeks we can start to take in 

consideration PTSD. Unfortunately, a large proportion of patients that exhibit 

ASR symptoms develop afterwards PTSD. About 50% of the people with PTSD 

had ASR before. Usually PTSD occurs three months after the traumatic event. 

There are some forms with late onset, which occur six months after the event. 

PTSD can be diagnosed at any age, including in children who are greater than one 

[9]. 

According to Stiuriuc [10], the evolution of PTSD can be classified in: acute 

(symptoms last fewer than three months), chronic (symptoms last longer than 

three months), late (it manifests after six months of the traumatic event) and 

intermittent. 50% of patients with PTSD are completely restored in an interval of 

maximum three months. The rest can have persistent symptoms more than twelve 

months or can develop a chronic or recurrent form of the disorder. 
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2. CASE STUDY 

The client whose life story I decided to study and analyze in this paper is 

A.G.F. and is 17 years old. She is enlisted in the 2016-2017 school year in the 

tenth grade (sophomore year) vocational study at the Technical College “Ion I. C. 

Brătianu”, Timisoara; with the specialization of Manufacturing of Textile Products. 

The first two years of high school, A.G.F. had different colleagues because 

she attended the day courses of the same educational unit, with the profile of 

Services and the specialization of Technician in Administration. 

I mentioned these facts because they represent, in my opinion, a very 

important detail, A.G.F. being forced to quit the day courses because of the 

traumatic event she suffered during the last school year. The event caused her to 

miss school a lot, therefore she was unable to obtain all the grades she needed in 

order to graduate the tenth grade, finding herself in the position to repeat the year 

or even quit school entirely. By transferring from the day course to the vocational 

study, A.G.F. was not forced to come to school daily. Vocational study is divided 

as follows: two days of study at school and three days of practice at economic 

agents. Because of this, the girl was also able to take a part-time job and to 

financially support herself. 

A.G.F. comes from a family in which her parents got divorced when she 

was 10. After the divorce she stayed with her mother in the village of Giroc, in the 

same house they lived together until then. Her father moved into his parents’ 

house in the village of Cenei where he continues to reside. Her parents’ divorce 

had a strong emotional impact on the girl resulting in her distancing from both of 

her parents, but especially from her father whom she considered the main culprit 

of the separation. 

After her parents’ divorce A.G.F. sought support in the young people of her 

age, coming in contact with other children she met at the school she attended. 

Most of these children were seen as “problem children”, children with obvious 

behavioral problems. Some of them were older than her and some of the same age 

and the group was made up of both boys and girls. 

A.G.F. told me that she felt that only they understood her and that only 

through them she could find a place and a meaning for her. Along with this group 

she started skipping school, smoking cigarettes and occasionally drinking alcohol. 

During several weekends she attended all sort of parties where large quantities of 

alcohol were being consumed. Her mother tried to stop her, to forbid her to spend 

a lot of time with them, but in order for her to meet them, she would often run 

away from home. 

There were several occasions in which she would not return home to sleep, 

but rather stay at one of her friends from this group. A.G.F. told me that her 

mother stopped showing any interest in her, in her schooling and in the people she 
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was hanging out with when she turned 11. This moment coincides with the 

moment when Gelu came into her mother’s life, her future husband. From that 

moment, for her mother this man was the only thing that existed. A.G.F. felt more 

alone than ever. Her mother married Gelu when she was 12, and after the 

marriage Gelu moved in with them. A.G.F. developed a somewhat close 

relationship with Gelu in the following years, managing to communicate with him 

much better than with her own mother. 

At this age, A.G.F. considers that her life changed radically when she lived, 

by her own saying, her first traumatic experience that will mark her forever: the 

first rape. Stirring through her painful memories, the student told me what had 

happened: she was at a party with her group of friends. The party was held at a 

house in Giroc by some older boys she only knew out of sight. Here, everything 

was alright until a certain moment after which she no longer remembers anything, 

just that she woke up alone in a room with her clothes thrown by the bedside and 

a very bad headache. 

Five months had passed after that terrible day until she found out exactly 

what had happened to her that night at the party: she was drugged, someone 

spiked her juice and the boy she most talked with, the same boy that organized the 

party was the one that took advantage of her. 

Even though she did not call the cops, because of the time that had passed 

since the event, and because of feelings of fear, shame and the terror of being 

questioned, A.G.F. decided at least to tell her mother what had happened. Her 

mother did not believe what her daughter told her, she did not believe that her 

daughter went through this traumatic event. Even more, her mother told her that 

she believed that she invented all of that just to explain all her problems at school. 

Hearing the things her mother said and thought, A.G.F. felt, for the second 

time in her life, betrayed by the person that gave birth to her, that brought her into 

this world. Because of this in the next two years her relationship with her mother 

had cooled even more from an emotional point of view, the two of them behaving 

like two complete strangers, the person who established the communication 

between them being Gelu. 

Over time, in their home in Giroc, in which A.G.F. lived with her mother 

and Gelu, moved, for a period of time Emil, Gelu’s brother who was 20 years old. 

His intention was to live with them for a couple of months until he would manage 

to find table work in Timisoara, so he could save some money and move alone in 

a rented apartment. From the moment Emil moved in with them, the problems for 

A.G.F. began to appear. 

She felt and saw that she was always being followed by Emil, she met him 

everywhere (even in places she frequented with her friends), he would sneak into 

her room and she began to fear to be left alone with him in the same room. 

Because she only talked the bare minimum with her mother, A.G.F. did not 
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mention any of this to her, keeping everything hidden, preferring to keep her 

distance as much as possible from Emil. 

Her attempts failed one evening when she found herself alone with him at 

home, as her mother and Gelu were at a wedding. Emil burst into her room, beat 

her up badly, tore up her clothes and then raped her, there, in her own room. After 

that he ran away from home. A.G.F. managed to reach for her mobile phone and 

call one of her girlfriends to ask her to come and help her. Her friend came over 

with her boyfriend who brought her there in his car. 

When they saw the state in which A.G.F. was, they both got really scared, 

her friend put some clothes on A.G.F. and decided to take her to the County 

Hospital in Timisoara. After they got to the hospital, A.G.F. was hospitalized as 

an emergency, her health being quite precarious. Not knowing what to tell the 

medics about what had happened and seeing the state A.G.F. was in, her friend 

decided to call A.G.F.’s mother and Gelu. 

A.G.F.’s mother arrived as soon as she could and gave her approval so that 

A.G.F. could go into surgery due to her hemorrhage. A.G.F. continued telling me 

that she only remembers that she woke up the next morning, after the anesthesia 

wore off, and in the saloon, there were her mother and Gelu. 

She said them weeping what had happened the previous night and she was 

shocked to see her mother’s reaction, that she didn’t believe her this time either, 

even more she blamed her for making it up and trying to create a pretext to 

generate problems between her and Gelu, because she wishes to see her mother 

unhappy and wants for her and Gelu to get separated. From that moment on 

A.G.F. refused to talk with her mother for many months. 

Hearing what A.G.F. said, Gelu did not have any reaction for the moment, 

but, after the shock passed, he told her that he would support her in whatever she 

decided to do moving forward, he would support her if she wanted to go to the 

Police and press charges and he would be by her side and wait for his brother to 

pay for his crime. In that moment, in which she experienced her second rape, 

A.G.F. was only 14 years old, and she was but a simple teenager who was enlisted 

in gymnasium school in her village of Giroc. 

What happened this time, the fact the she was raped by Emil and she could 

not do anything to protect herself left very deep scars in the girl’s souls, and 

because of the guilt she felt A.G.F. started drinking frequently and taking drugs. 

She also started smoking ethno-botanical drugs, and even sniffing some coke. As 

if these things were not enough she also started to cut herself on her hands and 

face, continuing with walks through the graveyard and culminating in suicidal 

thoughts, to end her life, a life she considered is not worth living, a life that for her 

had no value. 

From the moment she was discharged from the hospital, after the second 

rape, A.G.F. decided she could no longer live in the same house as her mother, a 
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house that reminded her constantly of the things that had happened there, a reason 

for which she moved in with her grandparents from her mother’s side. 

These grandparents lived in the village of Chisoda, which was very close to 

Giroc. A.G.F. continues to live with her grandparents and she did not go to her 

mother’s house since then. Neither this time A.G.F. did not have any attitude, did 

not take any action against the person that raped her, preferring, as stated before, 

to drown her sorrow in alcohol and drugs. In spite of all that, however, she 

accepted her step-father’s request to take a polygraph test to show the sincerity of 

her declarations. 

The test showed that the girl was sincere, that she was in fact raped by Emil, 

Gelu’s brother. With this information Gelu sent his brother to their mother in 

Germany and threatened him that if he would ever come back to Romania he 

himself would hand him to the police with the evidence he had (the report from 

the hospital and the polygraph test) and for his act he would spend a lot of time in 

prison. 

With the move to her mother’s parents, seeing the huge gap that was created 

between them, A.G.F. decided to resume the connection with her father, someone 

she has not seen or talked to for more than four years, from the moment her 

parents got a divorce. Unfortunately, due to his alcohol consumption, the girl’s 

father had all sort of problems, he had debts all over the village and had developed 

several health issues. Having re-established contact with her daughter, A.G.F.’s 

father got used to ask for her help whenever he didn’t feel well or he had a 

problem he felt he couldn’t solve or manage on his own. The girl ended up 

visiting him weekly; in every weekend she would go to Cenei to check up on him, 

to cook for him and to help him manage his household. 

Seeing the miserable state of her father and his health problems caused by 

alcohol consumption, A.G.F. decided to quit drinking and any legal drugs, like 

ethno-botanical drugs. She did not manage to stop smoking pot, marijuana, seeing 

this as her last and only way to relax and to forget, at least for a short period of 

time, the terrible moments she went through. 

As I said previously, once she left her mother’s home for her grandparents 

she developed this goal to help her father. This goal also helped her with her 

alcohol and drug consumption. As if all she had been through until now was not 

enough, the series of tragic events does not stop here as the girl would go through 

another traumatic event two years later (when she was 16): the third rape. 

This happened in the village in which her father lived, Cenei, where the 

child was visiting her father for the weekend. Hearing that her father was dead 

drunk at the local bar, A.G.F. went there to take him home. As she went on foot, 

late at night, through the village to the bar, that was located near the village exit, a 

masked man, with a ski-mask on, jumped her, put his hand over her mouth to stop 

her from screaming and dragged her to a nearby field where he raped her and fled 

the scene afterwards. 
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A.G.F. told me that even if he hadn’t covered her mouth she wouldn’t have 

screamed or have any reaction because she felt as if her entire body had paralyzed, 

she couldn’t control her hands or feet and she wouldn’t have been capable of 

speaking and her look was blocked, waiting for everything to finish as soon as 

possible. After what happened the girl went on foot back home and waited for the 

morning and for her father to come back. When her father came back, after 

spending the night at the bar and at one of his drinking buddies, A.G.F. asked him 

to take her back home to Chisoda. 

Being alone in her grandparents’ house, as they were at Sunday service, 

A.G.F. looked through her grandmother’s medicines and took a handful of 

sleeping pills in an attempt to kill herself. 

Fortunately, the grandparents arrived home in time, they found her 

unconscious, and they panicked and called the emergency line for the medics 

which took her immediately to the child hospital “Louis Țurcanu” in Timisoara. 

Here they treated her with stomach washings and then hospitalized her. She 

stayed in the hospital for one week after which she was transferred to the section 

of Infantile Neuropsychiatry in the same hospital where she benefited from 

psychiatric treatment and psychological counseling for two months after which 

she was externalized and went back home in Chisoda. 

At the present moment, A.G.F. is 17 years and 5 months old and continues 

to live with her grandparents in Chisoda. Next to her, in her life, came Cristi - her 

lover with whom she forms a couple for seven months, a young man which, 

according to the girl, knows her entire story and a person with whom she wishes 

to create a future. A.G.F. says that Cristi is her emotional and financial support, 

the man that changed her life and the man for whom she gave up even smoking 

marijuana. Since he appeared in her life she never again thought of committing 

suicide, she learned to live as much as possible with her miserable past, and even 

more she regained her motivation to live and to continue trying to make her life 

more beautiful. 

Together with Cristi, A.G.F. takes care of David, her half-brother, the child 

of Gelu and her mother, a two years old boy which she and Cristi started looking 

over after Gelu left for work abroad and her mother brought him to her parents for 

them to take care of under the pretext that no one can look over him because she 

is at work all day long and comes home very late. A.G.F.’s mother visits David 

one every two weeks, during the weekend. The little boy started calling A.G.F. 

“mother” and Cristi “father”. A.G.F. claims that if her mother would one day 

come and try to take the boy back home she would fight her legally to make sure 

that she continues to take care of the child which she loves as her own. 
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3. THE CASE IMPACT ON THE PSYCHOTHERAPIST 

Many times working with clients, especially during the first meetings, we 

often appeal to expressions like: ”I am here for you and I want to hear your story”, 

”I will listen to you and you will see that we will find a solution together”, ”When 

no one hears your scream for help, I am here to listen to you”, ”When you fall and 

want to lift yourself up, I am here to help, to encourage and to guide you”. 

But what happens when at the end of the first meeting with the client, the 

psychotherapist is completely unmoved emotionally, feels that there is no 

connection between him/her and the client and even more feels that he/she cannot 

empathize with the client? Whose fault is it: the client’s or the psychotherapist’s? 

Is the word fault correctly used here? Does it have its place in this narrative? What 

is actually happening? I propose to answer all these questions in the following 

pages, tackling a well-known and frequent phenomenon encountered in psychology 

offices. 

I am referring of course to the identification with the client, in other words 

the emotional or rational blockage the psychotherapist faces because something 

from the client’s story touched a certain vulnerability/sensibility that is not 

completely solved and that the psychotherapists continues to have. 

These types of blockages if they are not realized in time, if they are not 

brought to light and discussed during the supervision meetings (individual or 

group meetings) held with the supervisor, can greatly hamper the therapeutic 

process. Thus, the client will not have his/her problem solved and the 

psychotherapist could get so caught in his/her client’s story that he/she would be 

incapable of having and resemblance of objectivity regarding the case. 

With the recognition, with the help of the supervisor, of these difficulties 

that may prevent or slow down the therapeutic process, the psychotherapist will 

be far more careful from that moment on not to get anchored in his/her client’s 

life story, taking all the necessary precautions in order to remain focused on the 

case and to help the client along the psychotherapeutic process, to help the client 

develop him/herself, this development comes with accepting the problem, a 

cognitive restructure and building a secure attachment style. 

I will continue by speaking strictly about the way in which the presented 

case managed to involuntary trigger in me certain reactions, emotions, sensitivities. I 

admit that I would not have been able to work at an emotional and cognitive level 

on this case, if I as a psychotherapist wouldn’t have had the courage to admit that 

there is a problem and that this case, at least at its start, overwhelmed me and I 

couldn’t handle. 

A question I had at the end of the first meeting with the teenage girl and an 

alarm signal, a question that sounded like this: “What is the reason for which I, as 

a psychotherapist, cannot relate at all with this person?” This question had a 
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powerful effect over me for the next couple of days and it confirmed my belief 

that this case needed to be supervised as soon as possible. I immediately realized 

that it was not about the fact that I didn’t feel qualified enough from a 

professional point of view and I realized that it had to do with something I was not 

aware of, and this thing had to be brought up into the light. 

The impediment had to be exposed also because the case itself was 

extremely complex and required the work with a severe trauma, caused by the 

three rapes the girl went through over the course of four years. Bringing the case 

into supervision and analyzing my reactions, emotions and thoughts with great 

care I was able, with the help of the supervisor, to get many answers to the 

question mentioned above, answers that I will continue to present further in this 

paper. 

The first insight I had regarding this case started with the reason why A.G.F. 

sought out specialized help, the three rapes she was a victim to, which left deep 

scars not only at an emotional level, but also over her whole personality. The 

insight I had is about the fact that I couldn’t empathize with the client’s problem, 

the sexual abuses because it would require me to become aware of the following 

fact: that I myself am at the present moment the victim of three “rapes”. The big 

difference being that in my case I myself am the aggressor. I call them “rapes” 

because at an emotional level they exercise a great deal of pressure over me; they 

occupy a large portion of my time and generate a huge quantity of stress. These 

three rapes are represented by: the high school I work with the teenager every day, 

work that although manages to charge me with positive energy because of the 

results of my work, it overexerts me from a physical point of view due to the 

increased workload; the personal office where I consume a large quantity of 

energy because I want to bring it to a very high level and last but not least the 

Formation in Integrative Psychotherapy, because of the demands I have from 

myself (the dissertation paper, the theoretic exam, the practical exam, etc.) and the 

standards I impose are totally unrealistic. All of these lead to a physical as well as 

psychological exhaustion. 

Another revealing insight I had when I looked into the significance of the 

number 3 and the significance of the number 2, both for me and for my client. As 

far as my client is concerned 3 represents the exact number of sexual abuses she 

has been subjected at three different time moments (12, 14 and 16 years old), and 

also the number of the aggressors (the young boy at the party, Emil - Gelu’s 

brother and the man with a hood). 

As far as I am concerned, at the present moment, at the beginning of this 

school year I turned three years at this educational unit, three years in which I 

aggrieve myself through the huge workload (a very large number of cases and 

many hours of school counseling) I impose on myself as a school counselor. 

Analyzing the importance of the number 2, when it comes to my client the 

number has two important meanings: the first is the number of years between each 
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of the three rapes and the age of “her child”, her half-brother David she adores 

and she takes care of together with her boyfriend Cristi and sees as her own child 

and cannot live without. 

As for me the number 2 represent the number of years I have been married, 

as well as the period in time that had to pass between me obtaining the first degree 

in education, which is also the moment I applied to get the second degree and the 

moment I obtained it. I applied for my second degree in 2013, and after all the 

inspections and all the written exams I obtained my second degree in 2015, which 

represents the shortest amount of time in which a person may obtain this degree. 

However, for me, the most important significance for the number two is 

represented by the age of my “child” - My Individual Psychological Cabinet, 

which fulfills me a lot from a professional point of view and which I see as a 

result of my work and perseverance from the moment I finished college and it 

represents for me one of the things that, as my client puts it, “I could not live 

without”. 

Another strong resemblance between me and this teenage girl is the fact that 

A.G.F. would “fight”, if necessary, from a legal point of view (in court) with her 

mother in order to continue to take care of her brother David, while I continue to 

“fight” me on a mental level. Here are taking place some very intense fights, 

because I do not want to give up my child, the cabinet, in the case in which in my 

real life a real baby would appear as I am aware of the fact that in this case I 

would need to put my work at the cabinet on a secondary level. 

The resemblance is explained through the use of a “fight” for a certain 

“child” and also the need to have a very strong contact with this “child” on a daily 

basis and the inability to give it up. Interesting to mention in this context is the 

fact that A.G.F. frequently allows her mother to be one of her aggressor (because 

in this way she obtains David, wins time and develops her relationship with him) 

and I allow my workplace to be my aggressor through the high amount of work I 

do and through the difficult cases, because I get the benefit of professional and 

personal growth, which helps me a lot in the practice with the clients I meet in my 

personal cabinet. 

My identification with this client continues with our inability to take a 

position, to react against our aggressors, the abusers in our life. The girl did not do 

anything neither after the first, nor after the second rape, when she clearly knew 

the culprit. She did not try to make him pay legally for his crime, and now when 

she faces with her parents, these constant aggressors in her life and she is aware 

of, she cannot establish, she cannot impose any limits in order to try and stop their 

emotional assault. On the other hand, I continue this attack on my own person,  

I offer my interior aggressor unlimited power because I do not want and am 

unable to change my standards and I do not try to change the pattern. 

But mainly because I do not take responsibility once and for all regarding 

the prioritization of the three most important aspects in my life: the work I do at 
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school, the work I do at my cabinet and the standards I impose myself regarding 

the profession of psychotherapist. Besides these there is lately also the desire to 

become a mother myself, to have a child. Therefore, one can clearly see also in 

my case, an inability to draw clear borders, to establish some real limits. 

This is probably because on the Cognitive axis, at a cognitive level I have 

inoculated as a central belief that the lowering of the standards and prioritization 

of assumed tasks will lead to a decrease in my level as a professional in my field 

and would represent a failure, proving to myself that I am unable to realize 

everything at the highest standard and therefore not fulfilling my true potential. 

The case shown here is a complex one, the approach used was itself 

extremely complex, it demanded a lot emotionally due to the fact that it touched 

on certain vulnerabilities, sensitivities also referring to the concept of femininity, 

sacrifice and self-giving. Feelings of anger and revolt towards the attitude of the 

girl’s parents were also observed. 

I suppressed these emotions during my time with the client not to influence 

or destroy the therapeutic process. The close therapeutic relationship established 

with the child had an essential role from my point of view to ensure the good 

course of the psychotherapy. 

The techniques and the therapeutic methods I used during our meetings 

were always chosen in relation to the resources and the needs of the client. 

Working on this case I had the courage to become aware of my own blockages 

and vulnerabilities, the support of the supervisor (psychotherapist Loredana Ileana 

Vîșcu) being instrumental and needed in this period. 

Without this support it is very likely that certain issues would not have been 

discovered in time. That being said, I think that using a Strategic Integrative 

Psychotherapy approach with the client was the best. It touched on all six 

psychological axes (Biological, Cognitive, Emotional, Psychodynamic, Existential 

and Family) and it verified the four domains of the Self (basic, central, plastic and 

external) allowing me to realize a novel and complex “radiography” of the case. 

This form of psychotherapy always encourages our development, the client’s 

development as well as the development of the relations established by the client 

with others and with the society at large. 

As a conclusion for this chapter in which I tried to present the impact the 

case had over me as a psychotherapist, I find it extremely relevant to note the 

following fragment from Angela Ionescu’s book “Psychotherapy, Introductory 

Notions”. This fragment refers to the respect we, as formed and personally 

developed people, should have towards the people we work with: “The client 

needs to be treated as the psychotherapist wishes to be treated him/herself: with 

respect, honesty, attention and acceptance. 

The psychotherapist has the obligation to be aware of his/her own value 

system and attitude, not trying to impose them on his/her patient and to respect the 

client’s values and beliefs. It is important that the psychotherapist is centered on 
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the needs and the wellbeing of the client and to avoid focusing on irrelevant 

details in the detriment of the client’s feelings and ideas. 

The psychotherapist has the obligation to always be aware of the fact that 

psychotherapy has as its objective the wellbeing of the patient, finding appropriate 

solutions for their problem and not satisfying their own curiosity. 

Also, the psychotherapist has the duty to continuously ask the client to 

assume responsibility his/her own life and for the healing process, without 

developing a dependency to the psychotherapist” [11]. 
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Abstract 

This paper proposes an analysis of the therapist’s reflection, an analysis of him/her 

self, of the client and of his/her relation with the supervisor. The therapist’s 

reflection takes into consideration the impact of therapist-client relations, this being 

the reason for analyzing the relation established with a client, who, during the first 

therapy session, generated resistances and blockages in the therapist. This issue was 

reflected on and discussed during supervision sessions. 

Keywords: reflection, supervision, supervisor, therapist. 

1. INTRODUCTION. THEORETICAL FRAME 

The verb “to reflect” has its origins in the Latin term animum reflectere 

which means “directing thoughts towards something”. The term to reflect is also a 

synonym to thinking about, to taking into consideration, to trouble him/her self. 

This capacity of self-observation helps therapists during supervision to obtain a 

necessary distance from therapy and to analyse any existing personal conflicts 

regarding the relation with oneself or with the client. It also represents a superior 

form of the therapist’s intellectual activity, necessary in an orientation towards an 

individual content of concepts, with the tendency to critically analyse, to establish 

new connections and to insure a term validity of one’s mental construction. 

The lack of reflections leads to the lack of creation, elaboration and 

knowledge. It is strongly connected to intelligence and to the power of 

anticipating; it represents an authentic “interiorised form of human intelligence”. 

Through a personal case reflection, the therapist focuses on his/her interest and 

focalises one’s thought on problems which are sensed in a therapist-client relation, 

through an interiorised dialogue on that specific situation (a communication with 

the self, with the interior world, with possessed anxieties and challenges). 
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Through a therapist-client relation, according to Freud’s belief on conscious 

and unconscious psychic life, the therapist may resurface profound desires, in a 

transvestite shape and, which at one point in life came into conflict to moral 

convictions and were casted in the subconscious, or these desires may intervene 

with the therapeutic relation and the therapeutic process. 

During the analysis realized in supervision therapists ask a series of 

questions as: what do I feel? Which are the feelings rising inside? What sensations 

does the client arise? Why do memories come to mind about similar situations 

from my life? Would I prefer to embrace this moment or to run away? Which is 

my state of mind? Am I absent, lucid or disorientated? 

After these questions are answered, the therapist may analyse his/her 

thoughts about the situation, the conclusions which may be reached and which 

steps should be taken next. These reflections help therapist in finding their own 

answers and the most appropriate solutions to their problems, when meeting 

clients who may cause blockages and who may demand analysis during the 

supervision sessions. 

In Romanian, the term “supervision”, from a psychological point of view, 

doesn’t have a definition in the dictionary. It only appears with the meaning: “to 

see a show, a film, to read a text in order to observe its qualities and to 

recommend it for acquisition, representation, publication it” [1]. 

Supervision is a practice of acquiring therapeutic aptitudes [2] and an 

activity of continuous professional learning or professional training. 

It offers a qualitative gaining to therapists by reflection on their activity, on 

preventing professional de-motivation or on overcoming conflict situation which 

may appear in their personal or professional lives, in the development of 

professional competencies, in establishing objectives and strategies etc. 

In a restrictive meaning, in psychotherapy, according to a specific 

therapeutic orientation, the supervision process contains training modules, which 

include learning, evaluation, therapy planning, and the discovery of key issues, 

contractual condition, and parallel process and supervision models. Through 

supervision, the therapist will gradually accumulate positive changes and will 

evolve through lived experiences in an independent practitioner, with a high 

feeling of trust, which will replace the initial state of discomfort and anxiety, lived 

at the beginning of one’s career [3]. 

Supervisors and supervisees are professionals with experience and with high 

professional degrees, with training (practical and theoretical) in this activity, their 

supervision qualities being correlated with professional experience. They are 

oriented towards “working” with the supervisee’s activity and attitude and 

towards those tasks that will be processed, reviewed and discussed. 

Facts, feelings and emotions are verified by supervisors, on the background 

of certain concepts and theories in order to understand what therapists live and the 

situations that are presented during supervision sessions. The supervisor is 
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considered to be more of a mentor. He/she is an experienced adult, not just a 

teacher; supervision is apprenticeship, a stage during which therapists learn to be 

professional adults. 

Supervision sessions are more often shaped by people involved 

(psychotherapist, supervisor, client, colleagues) and by the environment in which 

these take place. Discussions on the supervisee’s work, about his clients, with 

who he/she faces problems in the psychotherapeutic process, are involved in the 

supervision process. No one is perfect in all situations, but by knowing one’s 

straight or weakness, the therapist may work on these, may understand oneself, 

and may develop the knowledge of one self and others. 

Keeping in mind the therapist relation with the client and the therapeutic 

process, as related at the beginning of this paper, in the next section the need for 

supervision is analysed in a case involving a challenging client. Clients and 

therapists have their own history which can be brought in the therapeutic process, 

certain patterns may be reactivated in certain situations with certain clients, and 

thus the need to solve one’s issues is inevitable. 

2. CASE STUDY 

The case presented involves the client S., who accepted to become an 

example in this paper. The case is treated from the integrative strategic 

perspective of the therapist-client relation, with all the difficulties met during 

therapy, which determined a complex self/analysis and in the presentation of this 

case to the supervisor. 

Miss S., aged 18, came to therapy at the recommendation of her parents, 

mentioning some states of “finding oneself”, fear of people, of the harm people 

around us may cause and the fact that she didn’t know how to react, because she 

lacked trust in herself and her decisions, and with a desire to love herself more. 

Her parents’ divorces when she was 5, she being left in her mother’s care. After 

her mother decided to remarry, a baby brother was born, whom she loved very 

much. 

S. is a pupil in the final high school year and is preparing for her final exams 

and for her application to the psychology faculty. 

During the first session and the next ones, she presented herself as being 

well raised, appropriately dressed, but shy and with a great need for affection. She 

was coherent in expressing her thoughts and emotions. She communicated little 

with her father, who also got remarried, but she felt the need, as she had 

mentioned to talk more to him, to receive more affection. Her relation with the 

mother was not a very close one, she being more at work when S. was at home. 
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By corroborating all information available it resulted that the client’s 

motivation for change was high, because she wanted to “be someone”, to earn 

money in order to be financially independent, the family present situation not 

being so good. 

The purpose of therapy was the obtaining of a general wellbeing state, the 

increase of self-esteem and the removal of anxiety states. It was commonly agreed 

that the client had all resources needed (what she already knew being educated 

and smart) and that she had all the solutions to the problems presented during the 

first session. Both participants in this relations decided to consolidate trust, to help 

her better manage her emotions, to use certain relaxation techniques and more 

efficient communication methods, her being a person who didn’t express her point 

of view, unless she was certain to be right, a characteristic of her low self-esteem. 

The cause of this low self-esteem came from a deficit in the support and 

encouragement offered by her parents, who each followed his/her road not 

including the client’s, who was always left alone at home. This also resulted from 

the lack of her step-father in her rising. 

But why did this case block the therapist and brought difficulties from the 

first session? The client was an adolescent in need of affection, who feared her 

future and lack trust in herself. The therapist is also a mother of two adolescents, a 

19 years old boy, already a faculty student, with a high self-esteem level, who 

passed numerous hours of “family therapy” on order to become the person he is 

today, but by overcoming challenges from his early adolescent life. The second 

adolescent in the family is a girl, almost 18 years old who was also getting ready 

for her faculty life and who is facing different “problems” specific for her age, 

being in a full process of development and changes in her life. Also being a 

professional athlete, she is now facing medical problems, which force her to 

interrupt her training, fact which led to anxiety. In addition, during her first three 

year of life she was in the care of my mother–in-law and I saw her only during 

weekends, so the time spent together was limited. 

Psychotherapy may facilitate wounds from the past and now the therapist 

faced an adolescent which overlapped her emotions to the therapist’s experiences 

connected to her daughter, the adolescent in the family. After reflecting on 

feelings and after exposing the case during supervision, the source of blockages 

faced with the client was discovered. 

On a biological axis, of the integrative strategic model of the self [2], 

questions on the manner in which the anxiety of the daughter was held by the 

therapist were raised and thus the conclusion that both girls were preoccupied 

with their image, of the fact that they were weak and that they needed to fit the 

norms of today’s society was underlined. In addition, the challenge of maintaining 

a certain standard, a high one in the therapist’s life, not only in the present but also 

in the past, always being of an optimum weight, not being strong bodied and 

“accepted”, all this led to becoming aware that this problem on this axis was not 
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solved and that the a positive counter-transfer behaviour should be avoided. This 

referred to being extremely careful with the client and not offer an excessive 

support or avoid too much self-disclosure regarding the daughter and her 

“problems” and the mother’s regarding her body image. 

The biological axis is always connected to the emotional one, where the 

client feels an acute need for attention and love, need also found in the therapist’s 

experiences. In psychotherapy, the psychotherapist represents an attachment figure 

for the client and a secure base which allow the client to safely attend therapy and 

explore painful experiences. Thus, psychotherapist must offer encouragement, 

comfort and harden the client’s qualities and potential. This is the point in which 

it was realized that the blockage resulted from the question “did I succeed in 

offering support to my daughter?”, “will I succeed in doing the same with the client?” 

On the family axis, a reflection on the subject of family problems 

management and of the role the therapist had in transmitting family values, as for 

example the body image, was demanded. Thus, the types of values transmitted 

from her origin family were discussed with the client, and how these influenced 

her life. It was no surprise that she described the same values, her mother 

transmitted, as those received by the therapist during her adolescence. As a result 

of these reflections, during therapy hours the therapist managed a parenthesis and 

eliminated all blockages with the client. 

A final reflection needed in this case, was on the cognitive axis, where a 

certain degree of perfectionism and control was felt in S. This problem was also 

mentioned by her mother and it also surfaced the therapist’s daughter image and 

her perfectionism and the therapist’s in every day’s life. This point is important to 

all characters involved (the therapist, the daughter and the client, because all of 

them faced a low self-esteem. This low self-esteem is seen today in many 

adolescents due to multiple influences from their entourages. 

Aspects of the therapist’s childhood and adolescence were re-analysed, the 

relations established between the therapist and her children, and even with her 

parents, types of attachment gained and transmitted and automatic thoughts that 

still appear and that need more careful “work”. In this therapeutic process the role 

of “good parent” was also taken, but by succeeding after a self-analysis to use 

parentheses and to investigate more before each session with this adolescent, in 

order to eliminate all blockages appear in the case of S. 

This choice of becoming a psychotherapist also offered the occasion to 

reflect, to meditate on the self together with each client, to grow and develop and 

to consolidate a professional functioning. 

The fact that the case of S. was presented in supervision represented a 

healing experience for the therapist and insured a secure basis of self-disclosure 

and a containing space. The fact that both the therapist and the supervisor belong 

to the same therapeutic field, integrative strategic psychotherapy, this relation is a 

beneficial one and it represents a fruitful collaboration for optimum results in the 
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development as therapist and in the management of problems presented by the 

client S. in therapy, through an analysis of experiences in the therapist-client 

relation, on the six psychological axes of the integrative strategic model of the self 

[2]. 

3. CONCLUSIONS 

This paper offered an ensemble view on the basis of supervision, has 

defined and described theories that implicate supervision in the integrative 

strategic psychotherapy and others. The case presented represented an opportunity 

to purify and become a better psychotherapist in the work with adolescents, with 

an appropriate empathy in the building of a rapport and of a working alliance with 

adolescents. 

Through these self-reflections and reflections in general, psychotherapists 

contribute in their personal development, thus becoming more aware of 

themselves, their self-esteem is developed, the gain trust and patience with 

themselves and with clients, they learn to deeply listen to the client’s messages, 

thus succeeding in understanding and “leaving at the door” of their offices, their 

own conflicts, values and problems. 

By reflecting, a psychotherapist will succeed in developing and maintaining 

favourable relations with secure attachments for the clients that need therapy. 

He/she will develop his/her understanding level, his/her empathy and authenticity 

and will manage to establish stable therapeutic alliances with persons who come 

to their offices. 
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