
COUNSELLING MICROSKILLS:                         OVERVIEW    IMCT©  

 

 

Skills to be trained 

 

 

• Counselling Microskills I 

 

The Four Corners 

 

Reflection of Feeling and Content 

 

Opening and Closing Questions 

 

5-minute exercise 

 

I-Wish brainstorming 

 

Mind Maps 

 

 

• Counselling Microskills II 

 

Self-disclosure 

 

Advanced Accurate Empathy 

 

Immediacy 

 

     Confrontation 

 

• Counselling Microskills III 

 

 

Summarization 

 

Goal Setting 

 

Therapeutic Alliance 

 

Suicidality and its Assessment 

 

Counselling Checklist 



THE FOUR CORNERS         

 

The Four Corners Of Counselling 

 

First Corner – Clarify & accessing Information 

 

Intention 1- To clarify and to gather information for your own benefit. 

 

Use: Reflection of content/paraphrasing to clarify. Use opening and closing questions and 

summarizations to gather more information. Use minimal prompts, encouragers and reflection 

of feeling. 

 

 

Second Corner- Rapport  & Understanding  

 

Intention 2 - To offer empathy and understanding to the client and build rapport, relationship 

and trust. To encourage emotional release when appropriate. 

 

Use: Reflection of feeling, meaning, warmth, respect, genuiness and congruence.  

 

 

Third Corner- Deepen Understanding & take action 

 

Intention 3- to encourage deeper connections in the client’s view of themselves and their 

world. To see themselves as part of the bigger picture. To encourage them in taking 

responsibility and finally action 

 

Use: Advanced empathy, empathic summarizations, meaning and values clarification, 

immediacy, self-disclosure and goal setting. (Also known as challenging skills.) 

 

 

Fourth Corner- The doorway! Using specific therapies 

 

Intention 4- to encourage opening of defenses and use of other therapeutic regimes and 

skills. To encourage deeper healing, understanding and emotional release and resolution, 

especially past psychological defenses. 

 

Use:  “First 3 corner skills” with specific therapies in mind to target specific thoughts, 

emotions, body experiences and unconscious parts (IMT’s). 

 

 

 

 

 

 



RESPONDING  

 

Skills: Reflection of Feeling and Content/ Responding 

To reflect or respond means to relay to the client in your words an understanding of their 

world. Ideally it elicits the meaning between their literal words. It should be more specific and 

concrete than the clients’ language, serving to grasp the essential meaning in one or two 

coherent phrases.  

To say “I understand” does nothing to add to reality of them feeling understood you need to 

convey this back to them. A practice concept is the “you feel because” format. You may not 

say it that way but reflection of feeling and content is effectively empathy in words. The feeling 

statement picks up the emotional experience they are struggling to express or have and the 

content part is the reason or meaning behind the feeling and this covers the intellectual 

component. You need to convey both where possible. 

It is possible of course to just relay the feeling (reflection of feeling). “You feel exhausted”. 

This is appropriate at times. Similarly it is natural at times to relay the content. “Your week has 

been very full”. 

Hence we now have in effect 3 microskills: 

Reflection of content, Reflection of feeling and Reflection of feeling and content 

 

Attitude of skills: Empathy, respect, genuineness, warmth, and positive regard.  

 

Offer a “climate of regard” to create good rapport. The best single word to convey rapport is 

empathy: Offering understanding for the others experience as if you could picture yourself 

climbing into their world and experiencing their life. That is the precise way to do it. 

1. Imagine or picture yourself in their life situation 

2. Try to imagine how you would feel or an approximation to the circumstance 

3. Compare that with what they are saying 

4. Convey that; respond back with your best understanding of what they experience 

 

Carl Rogers (1961), virtually the father of modern day counselling and one of the best 

exponents of the approach said: 

If I can create a relationship characterized on my part: 

By a genuiness and transparency, in which I am my real feelings; 

By a warm acceptance of and prizing of the other person as a separate individual; 

By a sensitive ability to see his world and himself as he sees them; 

Then the other individual in the relationship: 

Will experience and understand aspects of himself, which previously he has repressed; 

Will find himself becoming better integrated, more able to function effectively; 

Will become more similar to the person he would like to be; 

Will be more self-directing and self-confident 

Will become more of a person, more unique and more self-expressive; 

Will be more understanding, more acceptant of others; 

Will be able to cope with the problems of life more adequately and more comfortably. 

 

Carl Rogers, 1961, On Becoming a Person, Boston: Houghton Mifflin. 

 

 



FEELINGS CHECKLIST 

 

SAD LOST ANGRY CONFUSED ANXIOUS 

 

sorrowful lonely annoyed disappointed nervous 

upset alone frustrated listless panicky 

depressed isolated sullen drained uptight 

down abandoned agitated flat caged 

unhappy alienated bad empty suffocated 

hopeless unaccepted furious numb stiff 

anguished unloved seething tired tense 

distressed deprived enraged exhausted edgy 

sorry petrified hostile impotent uneasy 

bitter scared jealous powerless nauseous 

dismayed fearful put out unsure shaky 

disillusioned afraid resentful incapable trapped 

suicidal threatened murderous helpless troubled 

devastated small bored hesitant disorganised 

mournful insecure obligated silly ashamed 

grieved weak pissed off stupid guilty 

regretful timid irritable worthless bothered 

pained overwhelmed nasty inferior uncomfortable 

melancholy insignificant fed up weary embarrassed 

wretched rejected competitive bewildered crowded 

miserable cast out critical foolish fragile 

desolate hopeless vicious mixed up concerned 

woeful child-like violent foggy apprehensive 

despondent unimportant spiteful undecided worried 

let down vulnerable disenchanted aimless burdened 

defeated godforsaken foul irresponsible keyed up 

 

1. Try to locate the feeling you think approximates the column headers and glance down 

column to find more precise word you may be seeking. 

2. 2. Use checklist to prompt your memory of feelings when nothing comes to mind and 

also to memorize feelings for times when you are not able to use the sheet.



 

QUESTIONS 

 

Skills:  Opening and closing questions:  “What’s your intention?” 

In this course we take departure from the notion of closed and open questions. A closed 

question e.g. “do you like chocolates?” can lead to a yes-no answer. Alternatively it could lead 

to a factual answer e.g. “what is your weight?”  

An open-ended question leads to a gathering of information with a wider range of responses 

e.g. “how are you feeling” or “what sort of a life have you had?” 

However what of the question, “can you tell me a little more about yourself?” Surely this is a 

closed question- they could answer yes. The point is that this remains somehow a very good 

question. Alternatively, the question “is there a way of describing that pain in another phrase”, 

is a closed question. What is ‘ok’ about these questions, even though a technocrat may 

dispense with them as ‘bad’ closed questions?  

The answer is that they have an opening effect. They have a dynamic impact, which 

encourages the client to go in the direction of the desired intention. No one is likely to say 

yes or no to the two questions because it is obvious what is required. However “are you 

unhappy?” does not have an opening effect. The person could easily say yes and stop. 

The point is that we seek an opening or closing effect depending on our intention. 

Opening questions 

Typical opening questions start with “how, what, when, where, can and could”. “How did that 

happen? What were the things that went though your mind? Where did you feel that in your 

body? Could/can you tell me more about your experience?” 

Closing questions 

Of course, closing or closed questions are not ‘bad’! If we want to gain information about the 

knot in the diaphragm of the person we don’t want to say, “What sorts of feelings have you 

had? We want to close down the range of responses to: “Can you tell me how else you could 

describe that knot feeling. For example does it have a shape? What other feelings go with the 

knotted sensation?” Sometimes you may want to get a yes or no answer. “Do you love your 

husband?” or  “What do you do?” These are closed down deliberately or intentionally. 

Hence before asking the question ask your self “what area do I want to open up here, how 

broadly and how much do I want to close this down, specifically”?” The question will follow 

according to your intention and you will be more effective. 

‘Why’ questions 

General principle here is to avoid why questions. Why?! Well they may lead to a defensive 

remark e.g. why are you upset? The person may feel they have to justify the feelings. Instead 

of a why question we could simply respond: “you feel upset, its really making you suffer”.  

Furthermore, ‘why’ questions lead to a ‘head oriented’ or intellectual answer, ‘why’ seeks the 

reason. As a general principle we should seek an emotional experience in the body rather 

than a reason or rationalization in the head. (A defense process commonly used to avoid the 

more painful emotion.) So when we ask why we collude with them to stay immobilized. 

Limit questions in general 

Too many questions lead to a style of interviewing rather than counselling. They block the 

experiencing process, make the counsellor do all the work and suggest to the client that this 

is a doctor type interview, “they ask the questions I answer them”. A counselling process 

encourages exploration of feeling and experience. 

 



        THE 5-MINUTE EXERCISE 

This is suitable for clients who have lots of trouble being aware of their feelings and body 

states. It is very suitable for highly verbal, intellectual or “high” sounding clients. 

• Explain to them you are going to do the 5-minute exercise and that all they will 

have to do is express their feelings for 5 minutes. 

• It is insufficient to say this only. You need to make it clear that they will use “one 

word feeling statements and not worry about the whys and wherefores”. In 

addition they should only report feelings they are having now.   

• Commence and see if they have understood. If a person resorts to “head or data 

statements”, interrupt and say: “No, you need to only mention feeling words like 

nervous, self conscious and irritated.”  

• Some clients don’t realize how simple it is, and when they do they usually haven’t 

realized how threatening and ‘naked’ an experience it is. 

• Some trainees, want to rescue the client and engage in dialogue or feel 

concerned if someone says they feel annoyed about the exercise, or it seems 

pointless, simply refer back and say “how does that feel or what feeling does that 

bring up for you now.” 

• Don’t gather themes or interpret until the 5 minutes are up and then thank them 

for doing it and ask how it was for them. Mention that it is a difficult and strange 

thing to do so they’ve done well. 

• Notice how they did it, there are no rights or wrongs but everyone does it in a 

‘signature’ manner and tells you something about their way of reporting feelings 

and their relationship with their body. 

Follow-up themes that have emerged which are usually vital. You may use 

something here as a ‘portal’ to investigate a deeper state or feeling. 

 

 

 

 

 

 

 

 

 



I WISH LISTS 

 

Skills: I wish lists 

 

I wish lists are useful for several reasons: 

1. When a client is at a vague stage where they don’t seem to know what to do or where 

to go or even what their goals are. 

2. If you wish to explore a territory where a little imagination is in order e.g. solution path 

construction 

3. You want the client to open up a little because they are too closed 

4. They encourage divergent or ‘right brained thinking’ when clients often are reluctant 

to explore other possibilities or are too problem focussed or convergent 

5. The encourage the use of your language skills to explore semantics that are hidden 

underneath the clients issues 

 

 

Procedure 

 

Give the client the following instructions 

a. I wish lists are to help you come up with ideas; it’s a brainstorming technique. 

b. We pick a broad topic (or even none at all) and you keep your mind open and just say 

whatever ‘you wish.’ 

c. Try to be open to way out ideas because they encourage your mind to loosen up. 

d. Don’t judge yourself or consider something ‘unwishable’ because it seems 

impractical, often ‘whacky ideas’ lead to other ideas that you wouldn’t have thought of 

normally.  

e. Don’t presume that because one idea sounds similar to a previous one that it wont 

lead to new angles on things, just say it and I will write it up 

f. Sometimes ideas might come to me that seem relevant and I will ‘hitchhike’ or 

piggyback onto your ideas. Ultimately you will choose the ideas you don’t have to 

take on mine. 

 

 

Converging or focusing 

 

Now once the list has been compiled (and encourage the client to come up with more than 

five ideas preferably ten.) 

a. Draw a cube and get the client to choose the major themes emerging. This should be 

explained as choosing folders akin to the computer analogy, or groups (factors) of 

things that go together 

b. Write these up on your rough cube drawing faces of course there will be three major 

themes or even less 

c. Get client to gather the patterns between the faces together and see what emerges 

as a priority or even sequence for them, you may suggest patterns from your 

knowledge of them this is a ‘corner three skill area’ 

d. Focus this now as the goal of future therapy 



MIND MAPPING    

Mind mapping (Buzan (8) helps you to explore concepts, problems, vagaries and emotional 

dilemmas with ease. It helps to turn difficult situations into those of clarity.  

Mind mapping is a technique from the field of creative thinking. Hence, it is a right brain 

technique hoping to move from logical/vertical/rational thought across to figurative, lateral 

thinking. Buzan advocates the use of colour, sketches and symbols when doing a mind map.  

The steps are simple 

1. Use language skills to hear key issues. Eg those that repeat or gain emphasis. 

2. Such emphasis may be from body gestures. If the issue appears important and 

significant gestures occur in parallel, then this would be a good area to mind map. 

3. Ask clients for examples that occurred recently for ‘fuzzy situations’ they are 

discussing. 

4. Go for the emotional jugular. This means look for emotive terms. So go for 

“confrontation” over “work situations” and “insecurity” over “situations I avoid”. 

5. Use the opposite as a way of exploring “semantic space”. So for insecurity you might 

look at “stability” or “security”. Its not always just the reverse of the ‘positive’ concept. 

6. A common device for mind mapping is to ‘spur off’ into sub sections or mini mind 

maps always attempting to group and draw connections quite literally. 

7. Ask client to get you to underline key words/phrases- and gather as a focussed theme. 

The map below is purely exploratory to show how many different ‘directions’ the map 

could take. 

 

Run/hide/exams 

Performance anxiety 

 

Orientation/orient-

eering/confusion 

Ubd/road maps 

driving/4wd/gps/ 

          

           

          Lost/fog 

 

Creative thinking/I wish lists 

Right Brain/Draw pics/symbols 

colour/Debono/free association/Freud 

 

       meaning/purpose/goals 

 

           

           

         

 motivation//push/go/ 

seek/discover/star trek 

solid/rock/granity/known 

flight plan/track/positive bearing 

Reference: Buzan, T. and B., The Mindmap Book, BBC Books, London, 1993. 

 

Fear of    

mapping! 
direction 

Fear/anxiety      

(Opposite)Definite 

Heading 



SELF DISCLOSURE & ADVANCED EMPATHY 

 

Self-Disclosure 

Self-Disclosure is a simple skill that is easy for the counsellor to perform. You simply discuss 

with the client some aspect of your experience that is pertinent to theirs. 

Guidelines are: 

1. Let client know you are mentioning this to help them, not to talk about yourself. 

2. Make sure your responses are relevant to their situation-a metaphor of their situation. 

3. Be careful with the timing, sensitivity is crucial. (Be careful its not your issue!) 

4. Keep disclosures simple and focussed towards the topic at hand. 

5. Don’t disclose too much and don’t overburden the client with material that is too 

heavy or leads them to conclude, “so the situation is hopeless or too hard”!  

Counsellor: “When I was first learning about self-disclosure at Lifeline I was surprised how 

easy it was to use. I thought I would have to practice it a great deal like all the other skills. 

Maybe it will be like that for you?” Simple as that!! 

 

Advanced Accurate Empathy 

Advanced accurate empathy (adv. Empathy), is like a composite skill but very elegant and 

satisfying to use. The intention is to read between the lines. It is a slightly interpretive skill. 

Egan (2002, pp199-205), offers these sub-skill terms: 

1. Helping to make the implied- explicit 

2. Identifying themes in their stories 

3. Making connections that maybe missing at the surface level 

4. Sharing educative hunches based on empathic understanding 

5. Connecting Islands 

6. Drawing conclusions from premises 

(The latter two are from Egan (1986), they are re-included because they add intuitive weight 

to what Adv. Empathy is about). 

 

Adv. Empathy is not about making clever guesses or projecting onto the client of course. It 

should be received readily by the client as interesting and highly plausible, evocative as if you 

are unveiling a truth close to the surface yet not too advanced for them. Steps to take are: 

1. Apply your normal corner 1 and 2 skills and then occasionally ask yourself “so what 

are they trying to say here? What is between the lines, what’s hinted at but not 

spelled out?” 

2. Gather together a statement, which is empathic in effect and not too cerebral. You 

may for example look to ‘identify themes’, (like stringing beads, ‘this goes with that’). 

(From Egan) Trainee: “ I didn’t get there at all… you know, I think I see probes, (skilled 

questions) as challenges… The thread through all this is playing it safe, … because I don’t 

want to damage the client. But now its clear I’m afraid to push.” (Instance of client using adv. 

Empathy from insight into themselves.) 

 

References: Egan, G., 1986, The skilled helper, Brookes/Cole Belmont, Cal. 

Egan, G. (2002).  The skilled helper.  California:  Brooks Cole. 

 

 

 



IMMEDIACY & CONFRONTATION 

 

Immediacy 

Egan, (2002, pp209-213) clarifies Immediacy as Direct Mutual Talk, originally termed by 

Carkhuff (1979). It is also called you-me talk. In essence it is about using the ‘immediate’ 

situation between you and your client to help them learn from the relationship you share 

together. They can then take this ‘safe-zone’ exploration to generalize to other relationship 

situations. Egan emphasizes it is an important tool for managing the working alliance. 

There are 3 types of Immediacy: 

1.  Overall relationship Immediacy: 

Counsellor: “We seem to have developed a good relationship here. I feel we respect each 

other. I have been able to make demands on you, and you have made demands on me. 

There has been a great deal of give-and-take in our relationship. You’ve gotten angry with 

me, and I’ve gotten impatient with you at times, but we’ve worked it out. I’m wondering what 

our relationship has that is missing in your relationship with your supervisor.” (From Egan) 

2.  Event Focussed Immediacy i.e. an immediate event that has occurred 

“Counsellor: Well, our conversation today started out quite lively, and now it seems rather 

subdued. I’ve noticed that the muscles in my shoulders have become tense. I sometimes 

tense up that way when I feel that I might have said something wrong. It could be just me, but 

I sense that things are a bit strained between us right now”. (Egan) 

3.  Self-Involving statements 

Counsellor: “I feel really good when you spell out your exact feeling, its like a confirmation for 

me but also says you feel comfortable to correct me and that’s more accurate therapy for you 

then.” 

As you can see these are very similar in effect and it’s not important to worry too much about 

learning all three. In earlier texts, Egan pointed out quite helpfully that Immediacy involved 

three skills: a partial self-disclosure advanced empathy and an impact of confrontation. 

 

Confrontation 

Egan(2002) is not as clear on this topic, however confrontation is done in the following 

manner: 

1. It is in the interests of the client’s development not our own frustration. 

2. It is done in relativity with the underlying strength of the relationship you share. 

3. It is done in the ‘spirit of advanced accurate empathy’. 

Hence it is still helpful to use Ivey’s (1999) application of the term. He uses the analogy of “on 

one hand you feel you don’t think you can master advanced accurate empathy skills, yet on 

the other hand you were surprised recently that you felt the same way about immediacy and 

did really well. I wonder if this is an anxiety you often go through before you triumph and 

surprise yourself?” 

So Ivey’s idea is to use the “on one hand, but on the other hand” technique to compare 

discrepancies in the client’s story, yet ‘on the other hand’ use it to their advantage! 

Egan (1986, pp219-228) states that there are ‘potpourri areas’ (akin to adv. Empathy) that 

one may consider here: We can challenge discrepancies, distortions, self-defeating internal 

experiences, behaviours, games, smoke screens and excuses. 

Carkhuff, R.R., & Anthony, W.A., 1979, The skills of helping, Human Resource Dev. Press, 

Amherst, Mass. 

Ivey, A. E., 1999, Intentional Interviewing and Counseling, Brooks/Cole, Belmont California. 

 



GOAL SETTING 

 

Definition of skill- Goal setting (Outcome analysis and Action plans) 

 

Outcome analysis is about helping clients to form a structured picture of a solution, it is a 

solution-focussed skill. Amazingly, when you ask most clients to visualize a goal they are very 

poor at anything concrete whatsoever. They have been problem focussed only. If you have 

severe anxiety, sure you will say you want to be relaxed, happy, back to normal and so forth 

but most people will actually be preoccupied with their anxiety- the problem only. 

It is very hard for the mind to concentrate on or gather impetus to a goal achievement unless 

there is a clear picture of what’s required.  

You want to clean up the backyard but what does that mean? What tools will you require, how 

long will it take, what’s realistic today? What overall time commitment is necessary, would it 

be better to pay someone to do it instead? What are the costs what are the benefits? This is 

solution-focused thinking but we still don’t have a plan or a conviction of what we will do. 

More likely than not we are problem focused “I must clean up the backyard, one day” but we 

are only visualizing the mess not the stepping-stones in the solution path. 

 

Facilitative Steps to an Action Plan 

1. Use corner one skills to enquire about the clients’ broad goals.  

2. If they fail to articulate clear outcome oriented statements, explain the need for the mind 
to have clear images in order to make the steps to a solution. 

3. Ask them to imagine they awaken the next morning and a miracle has occurred. “In this 
miracle what if all your dreams had come true. Ask them what would be different?” 

4. To assist them use the following checklist to stimulate their thoughts. 

 

Miraculous changes Checklist:  

What changes would be apparent amongst?  

1. Moods 

2. Feelings 

3. Thinking/attitudes 

4. Behaviours e.g. diet, drug taking, eating, social activities, exercise, courses 

undertaken, dress, grooming, sexuality 

5. General or specific life skills 

6. Communication with others 

7. Relationships with others 

8. Values that are effected or change 

9. Meanings that are shifted 

10. Place of living, e.g. structural changes, lifestyle changes 

 

Sketching the Action Plan 

1. Write down the points that they can visualize changing often clients find this difficult and 
may not have many. Use your second and third corner skills to assist with patterns and 
meanings as they emerge.  Flesh out any goal that emerges.  

2. Sketch out on paper or white board, the concrete steps that would be necessary to reach 
such a goal. 

3. Write down the gaps in skill or capacity that would become obstacles to a positive 
outcome. (E.g. “I would need to communicate better but I’m too shy”- Implicit sub-goal is 
a need to develop better communication skills). 

 



THERAPEUTIC ALLIANCE 

 

Therapeutic Alliance 

The therapeutic alliance (TA), or the relationship formed when the professional and 

the client are working together cooperatively in the best interest of the client, has been shown 

in a number studies to be an important part of the therapy process. This relationship begins 

from the moment the client and the therapist first make contact and is less concerned with the 

skill of the therapist than with the attitudes and the relationship between the therapist and the 

client. This relationship comes out of the creation of a safe environment conducive to 

communication and trust. 

 The actual effect of the TA is unclear. It may have a direct effect, where the solid 

relationship and unconditional positive regard has, in and of itself, corrective interpersonal 

therapeutic effect. Alternatively, it may have an indirect effect and mediates the efficacy of 

interventions. It has also been suggested that a successful intervention results in a good TA, 

rather than the other way around. Clearly though, the cultivation of a strong TA with clients 

can only be conducive to successful therapy.  

 

Bergin & Garfield’s Handbook of Psychotherapy and Behaviour Change identified a number 

of predictive aspects of a good TA.  

 

• Personal Role Investment 
o The level of personal engagement shown by both the therapist and the client 

in their typical interactions 
o The level of motivation and the credibility (genuineness) of their role 

enactment 
o The patient’s motivation to change 
 

• Interactive Coordination 
o The level to which the relationship is a collaboration between the two parties 

including; 
o The consultation with the client on the therapy, as opposed to the direction by 

the therapist 
o The degree to which the client collaborates as opposed to attempt to control 

the process 
o Agreement between the therapist on client on both goals and the tasks 

presented 
 

• Expressive Attunement 
o The level of personal rapport between the therapist and the client – therapist 

empathic understanding 
o The ability of the client to express themselves clearly, leading to higher 

quality of communication 
o Patient empathic understanding and agreement with therapist’s techniques 
o The level of communication between the two parties 
 

• Affective Attitude 
o Level of therapist’s affirmation of client, as opposed to negation 
o Level of patient’s affirmation of therapist, as opposed to negation 

• Experiential Congruence 
The extent to which the client and therapist are not only in agreement on tasks 
and goals, but the extent to which they have similar experiences of the therapy 
and related tasks. 
 
 

 



 
 

• Self-Relatedness 
o Patient characteristics 
o Openness 
o Ability to experience therapy 
o Acceptance of feeling 
o Felt Autonomy 
o Defense maturity 
o Modelled self-care 

 

• Therapist characteristics 
o Openness 
o Genuineness 
o Ability to self-evaluate critically 

 

The process of trajectory of therapy can also impact on the therapeutic alliance in a number 

of ways. For example, if a client feels that therapy is progressing too quickly, they are likely to 

become threatened by this, resulting in a breakdown of the alliance. Alternatively, if a client 

feels that nothing is happening in the session and they are not progressing, they are likely to 

lose faith in the process, and thus lose faith in their therapist.  

 

One Model of the process has been divided up into the following stages.  

• Orientation phase – where client and therapist meet and connections are formed.  
1. Rapport and trust are established 
2. The relationship and connection are paramount 
3. Client helps to identify the problem and goals and become a collaborative 

member in the process 

• Identification phase  
4. Clarifying goals and expectations in and for the relationship 
5. Further getting to know and understand each other 

• Working phase – both parties are committed to the relationship and client is involved 
in own self-help 

6. Client must know and believe that therapist is on their side, supportive and 
caring when dealing with difficult issues 

7. Care must be taken not to enter working phase before relationship is 
established as painful and difficult issues may arise 

• Resolution Phase – Client has gained all that is needed and is ready to leave 
8. Met stated goals and resolved crises 
9. Be aware of fears of abandonment or need for closure 
 

 

How to Work on Establishing a Strong Therapeutic Alliance 

• Fostering a strong connection with the client in the early stages of counselling is vital 
to establishing a strong TA. There are a number of ways that this can be done 

1. Creating a therapeutic climate 
o A therapeutic climate arises from firstly, unconditional positive regard 

from the therapist 
o Making the expectations of both therapy, and from the client 

themselves, clear from the outset 
o Talking to the client about confidentiality, and the trust that they can 

feel confident in having in you 
o Working collaboratively with the client on their goals and ensuring 

their satisfaction with the path ahead 
 

 



2. Considering the client’s world 
o The therapist must be able to consider the client’s world as if it were their 

own, walk in their shoes, if you like. 
o This includes the client’s gender, age, socio-economic background, 

cultural beliefs, religious beliefs and the family context from which they 
come.  

 

3. Ensuring the client’s needs are paramount 
o Too often, therapist’s have their own ideas of where a problem is coming 

from, or what is happening with the client. Whether or not these 
assumptions are correct is redundant if the client has not yet made these 
connections 

o The client’s views and concerns must always be the issues dealt with, 
whether the therapist agrees with these or not. 

 

There are some behaviours that can be engaged in to help with the initial development of 
a therapeutic alliance 

o Actively listening and understanding clients 
o Suspension of critical judgement 
o Expressing appropriate warmth and acceptance 
o Communicating that you understand their world as they experience it 
o Providing a combination of support and challenge 
o Assisting clients in cultivating their inner resources for change 
o Helping clients take the specific steps needed to bring about change 

 

Final Definition 

The therapeutic alliance is a construct that many researchers have begun to address, and 

consequently, definitions are abundant. For the most part however, there are four core 

components to this. 

 

1. Communication/Rapport – the affective relationship or bond between the 
therapist and their client. From this, the client can develop trust, respect and faith 
in therapy, without which therapy will not be successful. Important concepts 
included in this are confidentiality, consistency and boundary setting 

2. Unconditional positive regard – Many clients are not able to feel respect or 
dignity, or unconditional positive regard in other areas of their life. In order to feel 
safe enough in therapy to work, they must feel confident that they are not being 
judged whatever their actions may be. Genuineness is a vital aspect of this 
component 

3. Empathy and understanding – A client must feel that they are being understood 
and that their perceptions are being reflected by the therapist to further help them 
understand. 

4. The Patient/Therapist collaboration – For a good alliance to develop, the client 
must feel that they are indeed part of the decision making process and that they 
have some control over their therapeutic path.  

 

As a new therapist, it is important to remember that often it is not WHAT you do, but HOW 

you do it that is going to make all the difference to your clients. To be a good therapist, the 

best starting point is to be present, to attend, to understand and to provide that unconditional 

positive regard. With that as a starting point, your client’s will have faith in the process, and in 

you, and be more likely to succeed in the therapy and techniques you provide them with.  

 

Ref: Bergin and Garfield’s Handbook of Psychotherapy and Behaviour Change, Lambert, MJ 

editor, 2004, Wiley and Sons NY  

(Paper prepared by Alex Foster as clinical placement project work at FPU Highbury, 

2006) 



Focus Condition: Suicidality 

 

Management and Assessment of Suicidal Persons Guidelines and Essentials: 

 

1. Counsel and use appropriate therapy to acknowledge the feelings and thoughts that the 

person is having. Remember that empathy is therapeutic. 

a.  A common mistake is to not hear that many of the statements (eg I want to 

end it or what’s the point of going on, are feelings of despair, hopelessness, 

meaninglessness or worthlessness. So reflect these.) 

b. Spend considerable time ‘being with’ your client and allow that they may be 

at the bottom of a trough and if you hang in with them they may rise to the 

surface emotionally. This does not feel comfortable on the way through! 

c. Try paradoxically agreeing with them that indeed feeling the way they do 

must feel sensible to want it to end but “I wonder whether you have the 

feelings mixed up with your life here? Perhaps you want to kill the lifestyle 

and not the life?” 

d. From here you could ask what things about their life they most want to 

change even if it seems impossible right now to them. 

 

2. Check the status of suicidality at the end of your therapy session.  

 

a) Is this person still thinking of a plan to commit suicide? A clear plan is a bad sign. 

However, suicidal ideation alone is not so bad. The most reassuring statement here is “I 

feel that way but I would never do anything about it.” 

b)  If there is a plan, what level of specificity is there? The clearer the plan the more 

dangerous the reality. 

c) Have they tried suicide before especially in the last month or so? 

d) Are they going home to an empty house? 

e) Are there other social supports? 

f) Would it be useful to diminish the time before next appointment? Provide contact 

numbers that they can use in emergency? 

g) What worldly contacts keep them from suicide e.g. children, spouse etc?  

h) Would it be useful to engage them in a no-suicide contract verbal or written? How 

convincing were they if they agreed?  

 

3. Are you still unhappy that they are at risk? Certainly a clear plan with poor social supports 

is not worth the risk. They may well take their own life.  

 

4. Ring ACIS 131-465 and discuss situation. They can assess with a view to 

hospitalization. ACIS (Assessment and Crisis Intervention Service) is the 

Government 24 hr Mental Health Service, staffed by professionals specializing in 

this service. 

 

 

 

 

 



Suicidality (from Mhapkit (C) An assessment procedure. 

 

 

 

  

Suicidality Assessment 

 

 

Indications 

 

To assess the likelihood of suicide. 

To distinguish between ideation and intention. 
 

 

Limitations 

 

Cannot detect masked depression or patients who will not report 
intentions honestly. 
 

 

Scoring Tips 

 
Risk higher with increasing ‘yes’ answers. 
 

 

Cut-Off Scores 

 

N/A 
 

 

Comments 

 

Questions 2, 3, 4, 5 are more indicative of suicidal risk. 

Based on the last month. 

Doctor to assess. 

 

 

Reference 

 

 

Written by Dr Cate Howell and Brian Williams, (2000). Adapted from 

the Mini International Neuropsychiatric Interview (M.I.N.I.), Sheehan, 

D., Janavs, J., Baker, R., et al. University of South Florida – Tampa. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



SA 

 

Name: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .       Date: . . . . . . . . . . . . . . .  
 

 

To assist in assessing suicidal risk ask the following questions of the patient: 

 

 

 

With respect to the last month… YES NO 

 

1. Do you want to harm yourself? � � 

 

2. Have you thought about suicide? � � 

 

3. Have you made any plans to take your own life? � � 

   (If yes ask for specific details) 

 

4. Have you attempted suicide? � � 

 

 AND at any time if life… 

 

5. Have you ever attempted suicide? � � 

 

 SA = � 

 

 

 

It is generally regarded that questions 2, 3, 4 & 5 are more strongly indicative of suicidal 

risk.   

Suicidal risk accelerates with an increasing number of ‘YES’ responses. 

 

However, if the patient responds with yes to any of the questions, then it is vital to carefully 

assess the suicidal risk and organise psychiatric involvement (eg ACIS) if necessary. 

 

From MHAP KIT Williams, B., Howell, C., Rayner, C & Hart, M, 2003. 

 

 

 

 



Counselling Checklist –Summary 

 

 

1. Listen and reflect- remember the person and not the problem 

      (It is a process not a question answer routine) 

 

 

2. Summarize External problem to make it clear you have the right direction 
(gather as a ‘nut shell’ statement from the client) 

 

 

3. Emphasize feelings and move to the Inside Problem-Negative Problem 
Focus  

 

4. Leave space and time for your client to process ideas and feelings          (try 
to ‘be’ with the client, be aware of their body language and less of your own 
skills!) 

 

 

5.  Use your questions sparingly and with intention to keep focus  

 

 

6. After you have some idea of the Inside problem, gain an indication of the 
Positive-Solution focus axis to gain a sense of what is ideal 

 

 

7. Use challenging skills for the deeper Inside Problem 

 

8. Guide your process to emphasise collaboration and working together 
(Working Alliance factors) 

 

 

9. Finish with a positive clear plan for next weeks session 

 

 

10. Try to remain hopeful and optimistic 

(Hope is important in therapy but so also is genuiness) 

 

Crucial pervasive therapeutic “common factors” (To all therapies) are: 

Genuiness 

Respect 

Warmth 

Unconditional positive regard 

Humour 

Working Alliance 


