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Introduction

Introduction
In the opinion of Dorothea Brandt, author of the famous Becoming a
Writer (1981), all writing is autobiographical in one way or another. Hence
this book may be seen to represent not only something about its topic,
person-centred counselling psychology, but also something about me, as
its author. Certainly, the focus of the book evolved from the disparate
strands of my own career, firstly as an academic psychologist, then, as a
person-centred counsellor, and now as a counselling psychologist. 

During the time I spent in these different professional domains, I
grappled with many questions asking how each related to the other,
and in particular, how the person-centred approach fitted within the
field of contemporary psychology, a field which so often prioritises
empirical methods and scientific expertise in trying to understand and
attend to the human condition. Although, as a counselling psychologist
I was well acquainted with difficulties in reconciling different world
views, what I missed, even from within this setting, was a clear under-
standing of how the person-centred approach could be understood from
a psychological point of view.

The purpose of this book is to address this shortfall by providing a
clear, thorough and up-to-date appraisal of the person-centred approach
as a form of psychology. It offers an exploration of the history, theory,
practice/s and context/s of person-centred therapy from a psychological
perspective, and is written for readers who have an interest in the area
of contemporary counselling psychology but who are perhaps less
familiar with the complexity of person-centred concepts and methods,
as well as the challenges these present and the opportunities they
afford.

Person-centred therapy is often misunderstood and simplified within
contemporary psychology, a process that has had some very significant
consequences over the years. Hence an added intention of the book
is to touch upon the areas of the approach that are often ignored,
misinterpreted, forgotten or neglected (e.g. its research tradition), and
bring these back into focus. However, the book is not a historical nar-
rative. Far too many developments have occurred within the person-
centred framework in recent years to allow for this. Consequently, as
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well as its development, the book highlights the dynamic and evolving
status of the person-centred approach as a contemporary form of psy-
chological therapy, focusing upon its unique contribution to psycholog-
ical theory and practice, as well as the areas of overlap the approach
shares with other psychological traditions and domains. 

Undoubtedly, my account of person-centred therapy will stir a range
of reactions. It is very much a personal reading of the approach which,
for some, will be neglectful and for others, insightful (I prefer to think
that the majority will tend toward the latter!). However, irrespective of
such responses, I hope the book conveys at least some of the excitement
that person-centred therapy often generates among practitioners, as
well as clients, in offering a stance valuing personal experiences above
all else. In the context of contemporary (Western) psychology, the
person-centred approach offers a radical, even revolutionary, stand-
point that, among other things, challenges the individual practitioner
to offer himself to his clients, first and foremost as a person, rather
than as a scientist or ‘expert’ on psychological well being. This is unlike
what is often encouraged within many areas of the therapeutic domain,
a domain where professional rivalries as well as the cultural pressure
to demonstrate scientific status and power can also get in the way.

The person-centred approach offers an alternative point of view which,
in many ways, accords with many of the values underpinning the grow-
ing discipline of counselling psychology. It is the intention of this book
to demonstrate this by providing, for counselling psychologists, students,
trainees and others within the area, a clear marker of how the person-
centred theory and practice is situated within the contemporary psy-
chological domain.

What is counselling psychology?
Counselling psychology is a form of applied psychology. It was formally
welcomed into being in the UK by the British Psychological Society
(BPS) in 1982 via the formation of its Counselling Psychology Section.
Although counselling psychology is now a Division within the BPS,
with equivalent status to areas such as clinical and occupational psy-
chology, what distinguishes it from these and all other forms of applied
psychology are its philosophical standpoint and emphasis on the client’s
subjective experiencing. This translates, in practice, to the following areas
of interest (Strawbridge and Woolfe, 2003: p.9):

• The value basis of practice.
• Subjective experience, feelings and meanings.
• The empathic engagement of the psychologist with the world of the

client.
• The acceptance of the subjective world of the client as meaningful

and valid in its own terms.

2 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Gillon-Introduction.qxd  5/24/2007  10:37 AM  Page 2



• The need to negotiate between perceptions and world-views without
assuming an objectively discoverable ‘truth’.

• The qualitative description of experience.
• The development of insight and the increased capacity for choice.
• The primacy in practice in generating knowledge.

On the basis of attributes such as this, it is clear that counselling
psychology assumes a stance which is highly sensitive to the experi-
ences and values of its clients in their own terms, rather than in the
form of empirically derived, ‘objective’ knowledge so commonplace
within psychology more generally. Any reader with some prior expo-
sure to psychology will recognise this as a somewhat humanistic stand-
point (e.g. Maslow, 1954), and as such may conclude that counselling
psychologists are primarily humanistic practitioners. However, this is
an overly simplified view, for counselling psychology promotes a mul-
tiplicity of therapeutic ‘truths’ (Frankland and Walsh, 2005) and values
a wide range of therapeutic approaches located within each of the main
traditions or ‘paradigms’ in psychology: cognitive-behavioural, psycho-
dynamic, existential-phenomenological, as well as humanistic.

Indeed it goes further than this, in actively encouraging practitioners
to work in a way that recognises the impossibility of one therapeutic
‘right’ answer that may be applied to each client in every circumstance.
Hence counselling psychologists attend to different client needs by draw-
ing on a range of therapeutic approaches and methods in a theoretically
and clinically coherent manner. While such a practice may raise a mul-
titude of dilemmas for any therapeutic practitioner with a strong com-
mitment to a single therapeutic approach, these are counteracted by
the intention of counselling psychology as a discipline to locate itself
within a social constructionist framework emphasising the contestability
of psychological knowledge and the multiplicity therapeutic ‘truths’
(i.e. no one approach being ‘right’). As a result counselling psychologists
are constantly invited to reflect on their practice as inevitable series of
contesting possibilities, rather than a series of rights and wrongs. This
invitation is one of the features that often differentiates practitioners
from counsellors and psychotherapists, who often train in, and align
themselves to, a single model of therapy, be it person-centred, cognitive-
behavioural or otherwise. 

As counselling psychology is a discipline that embraces a multiplicity
(or what is often termed a plurality: Goss and Mearns, 1997) of therapeutic
perspectives and approaches, it is important to clarify what is meant by
the term ‘person-centred counselling psychology’, which constitutes
the title of this book. Person-centred counselling psychology, in this
regard, refers to the rightful place of person-centred therapy as an
approach to psychological therapy that is embedded within the counselling
psychology domain, a domain highlighting the psychological basis of
therapeutic theory and practice. It does not, however, imply that it is

INTRODUCTION 3
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possible to become a person-centred counselling psychologist. Such an
identity would conflict with the pluralistic basis of counselling psychology
as a discipline and thus be a contradiction in terms. 

In addition to clarifying such definitions, it is also important to say a
short word about terminology. Throughout the book I have attempted
to represent the many different ways in which the person-centred
approach is utilised by referring, interchangeably, to those applying it
as ‘counsellors’, ‘counselling psychologists’, ‘practitioners’ and ‘thera-
pists’. In doing so I merely mean to avoid assuming a particular stance
promoting any one of these identities over another. Although this book
concerns person-centred therapy as a form of counselling psychology,
not all readers will be counselling psychologists and hence many may
not adhere to the philosophical stance on identity adopted within the
counselling psychology domain. Furthermore, while counselling psy-
chology emphasises no one approach as being ‘right’, person-centred
therapy is not predicated in such terms and thus promotes like most
other therapeutic approaches, its own theory and practice as most ide-
ally suited to working with psychological distress. The tension between
these views is not easily resolved and emerges from different philo-
sophical standpoints on psychological knowledge. Although these
standpoints will be explored in depth in Chapter 8, this tension high-
lights just one of the challenges faced by those wishing to work using
a person-centred approach from a counselling psychology perspective. 

Form and content 
Any author attempting to explore person-centred therapy from a
psychological perspective has available to them an infinite number of
possible avenues for discussion and examination. The content of this
book has therefore been guided by what I have found to be the key
considerations in my own journey toward a clear appreciation of the
complex relationship between person-centred therapy and the field of
psychology. These are firstly the need to gain a clear understanding of the
fundamentals of the theory and practice of person-centred therapy as
contextualised within an appreciation of its historical development,
secondly, the location of the approach within the key theoretical and
practical arenas of contemporary counselling psychology, and thirdly, the
identification of key processes and issues relevant to training and work-
ing as a person-centred practitioner, whether as a counselling psycholo-
gist or otherwise. These considerations provide the three different
themes around which the book is organised. 

The first four chapters of the book focus on person-centred therapy
as an approach to counselling psychology, and explore its historical
development (Chapter 1), theoretical propositions (Chapter 2) and, fol-
lowing on from these, its various methods of working. This latter task
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is conducted in two different ways: firstly via a theoretical outline of
the procedures of the approach (Chapter 3) and secondly in two
example ‘case studies’ written to demonstrate how the approach may
actually work, ‘in-action’ (Chapter 4). Through the combination of
these perspectives, it is intended that the reader is presented with a
more rounded insight than theory alone can offer. 

The second theme of the book broadens our focus to locate the
approach within a contemporary counselling psychology context. This
includes chapters exploring where person-centred therapy is situated
philosophically and practically within the four main paradigms of
counselling psychology (Chapter 5); its position within the contempo-
rary mental health context and, in particular, working with severe
psychological distress (Chapter 6); its standpoint on psychological
research and the contemporary emphasis on the requirement for an
‘evidence-base’ (Chapter 7) for psychological practice; and finally its
relationship to the critiques of the theory and practice of the contem-
porary psychology field made by those from a social constructionist or
critical perspective (Chapter 8). 

The book ends with a chapter (Chapter 9) examining some of the key
issues relevant to anyone with a psychological background wishing to
train in, or work using, person-centred therapy. This third theme is of
vital importance to readers interested in deepening their exposure
to the person-centred perspective, but also one that could provide
sufficient material for a book in itself. Hence the chapter offers only a
whistle-stop tour of relevant considerations and procedures, assuming
interested readers will further avail themselves of the comprehensive
training literature already available in the person-centred, counselling,
and counselling psychology arenas.

So, now I have covered some basic ‘scene-setting’ we shall turn to
Chapter 1 and commence our exploration of the history and development
of the person-centred approach as a form of psychological therapy.

INTRODUCTION 5
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ONE The Histor y and Development
of the Person-centr ed
Approach

Introduction
The person-centred approach to counselling psychology has a long and
complex history. Like any key movement in psychology, it emerged from
a dynamic combination of historical circumstance with extraordinary
human innovation. The circumstances were those of the USA in the early
20th century and the innovative characteristic of one man, Carl Rogers.

There has been much written about Rogers in terms of development of
the person-centred therapy, often focusing on his background and per-
sonality (e.g. Thorne, 1992). Indeed, so closely identified is he with the
theory and practice of the person-centred approach that many call the
approach ‘Rogerian’ rather than use its fuller title. Yet, to understand
person-centred counselling simply in terms of the work of one man is to
do little justice to the diverse, and often radical, nature of the movement
he brought into being. Moreover, it fails to account for the broader polit-
ical circumstances and philosophical undercurrents that played a highly
significant part in fuelling a drive toward a more person-centred form of
psychology. Rogers himself disliked the term ‘Rogerian’, seeing it as inac-
curate and overly constraining for those who wished to work in different
ways to him but remain committed to the broad principles of the
approach. Furthermore, he often acknowledged the role of history in
helping germinate a method of psychological therapy that has become one
of the most popular and influential in the Western world. 

So what was it about this extraordinary man that led him to become
one of the most dominant, but often unacknowledged figures in modern
psychology?

Setting the scene for a new
approach
Carl Rogers: a brief biography

Like many before him, Carl Rogers’ journey into psychology was not
straightforward. Born in 1902, Rogers spent much of his early life on a
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HISTOR Y AND DEVELOPMENT 7

farm helping to raise crops and find ways of harnessing what he felt
were the wonders of the natural world around him. So enthused was
he by his early experiences he decided to enrol at the University of
Wisconsin to study agricultural science. University life was a revela-
tion, and Rogers found himself exposed to many new ideas, areas of
study and people. He developed new passions and viewpoints, none
more so than the discovery of a more compassionate, thoughtful ver-
sion of the Christian faith under whose evangelical, moralising wing he
had been raised. As his horizons broadened so did his perspectives, and he
increasingly questioned his commitment to agriculture as his future voca-
tion, wondering if life had other things to offer him than he had originally
imagined. After a long period of contemplation, and subsequently change,
Rogers ended up graduating with a degree in history. However that was
not all he had gained during his time at university. He had also acquired a
wife, marrying his childhood sweetheart, Helen Elliot, who’d been per-
suaded that he was more certain about his personal aspirations than he
was about his future career! 

Following his graduation, Rogers again changed course to train as a
Minister of Religion, enrolling at the Union Theological Seminary in New
York. He spent two years at the Union, a time which he never regretted,
but one which convinced him that the constraints of religious doctrine
were just too great for his evolving interests. He left just before qualifying,
now greatly interested in psychology, a subject with which he had become
well acquainted over two years of night classes. There seemed, to Rogers,
a lot of overlap between the caring work of the applied psychologist and
that of the Minister he had set out to become. Hence he decided to change
direction once again, this time signing up for professional training in
Clinical and Educational Psychology. Following a successful period as a
Fellow at the Institute of Child Guidance and the completion of his doc-
toral research (developing a personality test for children), he secured his
first formal post. It was 1928 and at last he was a professional psychologist
working in the Child Study Department of the Rochester Society for the
Prevention of Cruelty to Children. It was here he was to remain for the
next 12 years.

Although the position at Rochester was by no means ideal, being both
under-paid and professionally isolated, it provided an opportunity to work
with a diverse range of children as well as with their parents. The practi-
cal difficulties of working with many children experiencing often unimag-
inable levels of social deprivation required a pragmatic approach, and
Rogers did what he could in the circumstances around him. During this
time he encountered a range of different ideas on how best to conduct
psychological work, many of which called into question the ‘advice-
giving’ models of the time. Added to these were his own therapeutic expe-
riences which increasingly pointed toward an approach in which the
client’s needs and motivations were placed centre stage. He recounted
one particular episode while at the Child Study Department that typified
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8 PERSON-CENTRED COUNSELLING PSYCHOLOGY

this learning (Rogers, 1961: pp.11–12), describing a conversation with one
mother he worked with:

The problem was clearly her early r ejection of the boy , but over many inter-
views I could not help her to this insight ... Then she tur ned and asked ‘do
you ever take adults for counselling her e?’ When I r eplied in the af firma-
tive she said ‘well, I would like some’ ... and began to pour out her despair
about her mar riage, her tr oubled relationship with her husband, her sense
of failur e and confusion, all ver y dif ferent fr om the sterile ‘case histor y’
she had given befor e. Real therapy began then, and ultimately it was ver y
successful. This incident was one of a number which helped me to experi-
ence the fact that it is the client who knows what hur ts, what dir ections to
go, what pr oblems ar e cr ucial and what experiences have been deeply
buried. It began to occur to me that unless I had a need to demonstrate
my own clever ness and lear ning I would do better to r ely upon the client
for the dir ection of movement in the pr ocess.

Practical experiences such as that recounted above profoundly influ-
enced Rogers and, combined with his growing awareness of alternative
psychological approaches to those in which he was trained, provided
the basis for a new approach centred around the experiences of the
client, and not the expertise of the therapist. His ideas were further
cemented by the nature of American Psychology at that time, a disci-
pline riven by professional rivalries but also filled with excitement at
the thought of new possibilities ahead. 

Psychology in 1920s and
1930s America

During Rogers’ work in the Child Study Department, psychology was an
enormously popular professional activity and psychologists worked in
areas as diverse as improving performance in the workplace and assisting
family functioning (Leahey, 1991). The focus of much psychological work
at that time was often upon the application of the principles of natural sci-
ence within a social context. This generally translated into the widespread
application of standardised psychological ‘tests’ through which the human
mind, and human behaviour, could be scientifically understood and man-
aged. The utility of such tests had been fuelled by America’s involvement
in the First World War (1914–18), during which time psychologists had
found themselves playing a pivotal role in selecting men to serve in the
army. This role, and its many opportunities, had demonstrated the signifi-
cant role psychology could play in matters of national importance, and
highlighted the value of applying scientific principles to the realm of
human behaviour.

The pre-eminence of psychological testing at that time was strongly
informed by the principles of behaviourism, (e.g. Watson, 1917), which
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concerned itself entirely with observable (and measurable) manifestations
of human activity. This approach was attractive in both its adherence
to positivist, scientific methods (i.e. searching for general ‘laws’ of
behaviour) which accorded the discipline its much sought after scien-
tific status, as well as the possibilities it presented for addressing a wide
range of social and individual problems. The behaviourist proposition
that human activity could be understood (and managed) in terms of the
scientific linking of particular, extrinsic stimuli (e.g. the encouragement
of aggression in childhood) to certain behavioural responses (e.g. adult
violence), seemed to offer a tremendous way forward in developing a sci-
entifically reputable, as well as socially useful, psychological discipline. Its
only real competitor at that time was the psychoanalytic approach, intro-
duced to America in the late 19th and early 20th centuries through the
writings of Sigmund Freud (e.g. 1938).

The psychoanalytic approach presented intriguing notions of an ‘uncon-
scious’ mind riven with repressed desire and psychological conflict. These
had quickly became popular among the rebellious American youth at the
turn of the century, who had eagerly (mis) interpreted Freud’s prioritising
of the healthy expression of biological needs as indicating a link between a
lack of sexual inhibition and good mental well-being! However, the biolog-
ical basis of Freud’s ideas had been quickly seized upon by the medical
profession, alarmed at the rise in psychology in treating mental ill health,
and psychoanalysis rapidly became a psychiatric (i.e. medical) method of
treatment rather than a psychological one. Not to be outdone, a large
number of psychologists, alerted by the evidence presented by Freud of his
therapeutic successes, also began to practice using some of his proposed
techniques and by the 1930s psychoanalysis was also a force to be reckoned
with in psychological domains. Despite this, mainstream psychology was
still driven by behaviourist thinking and the principles of changing behaviour
through ‘scientifically’ managing the link between stimuli and responses,
(principles still only demonstrated at that time in the laboratory with rats
and pigeons). Such thinking fitted well with the era, one of progress and
change embedded within a philosophy of ‘modernism’ highlighting the
importance of human evolution through scientific means. This philosophy
had a number of resonances in the USA of the early 20th century.

USA: 1900–40

Since its industrial revolution in the late 1800s, America had been in
the thrall of a rapid urbanisation of its social and economic fabric. As
industrialised production methods had taken hold, many people had
found employment in the new, ‘urban’, environments, which rapidly
generated a more diverse, permissive society to that of the traditional
American farming heartlands. Such differences produced conflict, and
moral issues came to the fore as the tight Victorian values of small
town rural communities were eschewed by those revelling in new

HISTOR Y AND DEVELOPMENT 9
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choices and city living. America’s entry into the First World War
(1914–18) provided further impetus to its growing industrial might and
allowed for some distraction from the emerging social problems at
home. However, this was short lived, and the problems of unrest in the
new industrial workplaces (often due to the short-sighted imposition
of ‘scientific management’ techniques promoting efficiency and profit
at all costs), as well as in the new ‘urban’ society, soon emerged once
again. The situation was not aided by an economy orientated around a
rapidly changing manufacturing sector and almost entirely dependent
upon a volatile stock market. 

In 1929, the stock market crashed, propelling the nation and its citizens
into an era now termed the ‘Great Depression’. Unemployment became
rampant and social welfare programmes (of which there were very few)
seemed unable to help the many millions of people struggling to make
ends meet. By 1933 the American people had had enough and grabbed,
with both hands, the ‘New Deal’ offered to them by their new president,
Franklin D. Roosevelt. This deal was to make some fundamental changes
within America, healing the rifts of the past and generating a new national
spirit of progress. In actual fact the New Deal was simply a massive pro-
gramme of social regeneration enveloped in a climate of exploration and
possibility (Barrett-Lennard, 1998).

Psychologists envisaged a clear role for themselves on the many wel-
fare programmes to be put in place, but the conflict between
behaviourist and psychoanalytic schools of thought generated compet-
ing solutions for many problems at hand. More importantly, however,
was the fact that many of the tools provided by these approaches sim-
ply did not meet with the realities of psychological working in the
poverty and deprivation of 1930s America. This raised a number of
questions for psychology, as Kirschenbaum (1979: p.256) describes:

A gr owing number of psychologists, therapists and other helping pr ofes-
sionals wer e working daily with thousands of clients, in clinics, schools,
consulting r ooms, ministers’ of fices, homes and agencies.  Psychoanalysis
was clearly inappr opriate in most of these cir cumstances. The lear ning prin-
ciples derived fr om studying rats and pigeons seemed equally ir relevant.
Work in behaviour therapy had not yet begun. Psychological tests and diag-
noses wer e only a small par t of the answer for most of the pr oblems
encountered. Wher e wer e all these non-analytic, non-laborator y-orientated
professionals to tur n?

The early development of a
person-centred appr oach 
During the period just prior to and during the Depression, as well as the
subsequent implementation of the ‘New Deal’, Carl Rogers continued to

10 PERSON-CENTRED COUNSELLING PSYCHOLOGY
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work solidly in the Child Study Department. He was deeply affected
by the desperate circumstances he saw around him, and eager to help
the vast numbers of people he encountered in his clinical practice.
Inevitably, however, he could not help but be caught up in the strug-
gles between psychoanalytic and behaviourist methods of therapy,
regularly encountering medical and psychology colleagues committed
to one or other of these very different views. While the differences
between such individuals, and the views they espoused often led him
to feel he was ‘functioning in two different worlds’ where ‘never the
twain shall meet’ (Rogers, 1961: p. 9), the conflicts thrown up between
them were highly fruitful in allowing him to consider the merits of
each while avoiding evangelising for either. 

The influence of Otto Rank

One of the greatest influences on Rogers during this time was the work
of Otto Rank. Rank was an Austrian psychoanalyst who had originally
been one of Freud’s ‘inner circle’, but who had started to move away
from a Freudian psychoanalytic approach believing it paid too little
attention to the autonomy or ‘will’ of the individual. Following the pub-
lication of his books (e.g. Will Therapy in 1936), Rank had challenged
some key aspects of Freud’s theory, proposing that harnessing the indi-
vidual’s ‘will’ was paramount in promoting healing. He also argued that
the experience of a strong, positive relationship with a therapist was
the primary means of enabling psychological growth within a client.
This was in stark contrast to Freud’s formulation of the relationship as
primarily a vehicle for understanding the unconscious conflicts at the
root of clients’ difficulties. 

Although he met Rank only once, in 1936, Rogers became familiar with
his ideas through the work of his social work colleagues, Jessie Taft and
Frederick Allen, both of whom were ‘Rankian’ in their approach (Merry,
1998). Taft (e.g. 1937) proved a strong influence on Rogers, particularly in
terms of her emphasis on a positive therapeutic relationship over and
above the use of particular psychological ‘techniques’, such as assessment
procedures and advice giving. Moreover, her openness in transcribing
entire therapy sessions allowed him to examine, in detail, the nature of her
work and gain an understanding of her therapeutic procedures.

Box 1.1 Will therapy and the person-centr ed approach

Many aspects of Rank’s ‘Will therapy’ wer e reflected in Rogers’ initial
ideas for a person-centr ed therapy (Kramer , 1995). Will therapy , often

(Continued)
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12 PERSON-CENTRED COUNSELLING PSYCHOLOGY

(Continued)

termed ‘r elationship therapy’ is a complex blend of ideas which
Raskin (1948) simplified into the following ter ms;

• All people experience various conflicts linked to the dangers of
living and the fear of dying. W e are all, thus, ambivalent in life.

• Psychological distr ess or ‘neur osis’ is cr eated by over-concentration
on the ambivalences of living.

• The aim of therapy is the acceptance, by the individual, of their
own uniqueness and self-r eliance in the ambivalences that
are experienced. This acceptance involves the fr eeing of their
‘positive’ will.

• The patient becomes the central figur e in the therapeutic pr ocess,
and is encouraged in becoming self-accepting and self-r eliant
through releasing the positive will. By implication, the therapist
should avoid any actions, such as ‘interpr etation’, which could
inhibit the positive will and ar ouse the counter will. 

• Self acceptance and self-r eliance is r ealised thr ough the
experience of the positive will in the present r elationship with the
therapist, not thr ough the explanation of the past.

• The ending of therapy is a symbol of all separations in life, hence
it can r epresent the new ‘bir th’ of the individual.

Behaviourism and other influences

While the work of Otto Rank provided a psychoanalytically informed
background for Rogers’ theoretical work, the scientific, empirical princi-
ples of the behaviourist paradigm also played their part in establishing
the ground for a new perspective. Despite his interest in the therapeu-
tic relationship, Rogers shared the desire of behaviourist psychologists
to utilise the principles of natural science in understanding and shap-
ing human behaviour. However, frustrated by their lack of clear
method for doing so and wary of neglecting the experiences and view-
points of his clients, he tentatively began to piece together an alternative
perspective, derived from his broadening theoretical understandings as
well as his own practical experience of psychological work.

Rogers’ first book, The Clinical Treatment of the Problem Child (1939)
introduced, for the first time, specifically person-centred ideas on the
importance of the therapist’s actions in relating to the client. For Rogers,
a good psychologist possessed the following qualities: objectivity, a
respect for the individual, an understanding of the self and, finally,
psychological knowledge (Rogers, 1939). These propositions were fur-
ther elaborated in a presentation given to students and faculty at the
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University of Minnesota (by now he was Professor of Psychology at the
University of Ohio). In this presentation, titled provocatively ‘Newer
Concepts in Psychotherapy’, Rogers argued that non-directivity on
behalf of the therapist was of paramount importance in facilitating
therapeutic change. In contrast to much psychological practice of the
time (which relied primarily on the knowledge of the psychologist to
locate a solution to a client’s problems), he proposed that practitioners
should instead attend to the quality of their relationship with the client,
listening rather than telling, and helping the client to reach their own
conclusions. 

Advocating a stance in which the psychologist did not, for example,
give advice or use their expertise to determine solutions, represented
a wholly new approach which, inevitably, was not welcomed by some
(Thorne, 1992). However, it was received warmly by others, particu-
larly those frustrated with the constraints of existing psychological
methods and looking for a method of engaging more fully with the
progressive social climate that surrounded them. Rogers had set the
scene for a new approach that was to all intents and purposes, the first
person-centred therapy, non-directive therapy. 

Non-directive therapy

In continuing to develop his ideas on a non-directive therapeutic rela-
tionship, Rogers began flesh out his vision for how such a principle
could be integrated into a more general therapeutic method. In 1942,
he published his next book, Counselling and Psychotherapy, which des-
cribed a therapeutic relationship that should be warm and caring, with
a focus on the present rather than the past. The psychologist, in taking
such an approach, would thus only be interested in listening to, and
understanding, the client’s experiencing (e.g. cognitions, emotions, bod-
ily sensations etc.) at any given moment, and not in introducing his
own ideas or suggestions. Although not referenced directly by Rogers,
this orientation had much in common with the ideas of phenomenol-
ogy (c.f. Husserl, 1977), an influential philosophical movement empha-
sising the importance of subjective experience in the ‘here and now’. 

In addition to describing the underlying principles of a non-directive
therapeutic approach, Rogers also proposed some ways in which these
could be translated into a method of working. Highlighted within this
was the process of ‘reflecting back’ to the client aspects of their own
experiencing (Rogers, 1942) In particular, he encouraged a focus upon
a primary client’s feelings, seeing these as the most intimate dimensions
of personal experiencing. Hence the therapist was encouraged to repeat,
or paraphrase (i.e. describe in different words) to the client what he or
she had previously disclosed, focusing primarily upon its emotional
dimension.
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14 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Box 1.2 An example of ‘r eflecting back’ 

Psychologist : So how may I be of help to you today?
Client: Well I don’t r eally know why I am her e. I made the

appointment weeks ago and feel a bit silly now , as
things haven’t r eally got as bad I as I fear ed they would.

Psychologist : You feel silly ’cos, as it stands at this moment, things
haven’t gone the way you had fear ed and you don’t
know if they ar e bad enough for you to be her e?

Client: Yes, well, I feel quite down but don’t think I am falling
apart in the way I thought I would be.

Psychologist : So you feel low but ar e just about holding yourself
together?

Client: (becoming tear ful) I think so.

For Rogers, such an ‘expressive-responsive’ dialogue (Barrett-Lennard,
1981) had two purposes. Firstly, it allowed the therapist to ensure that he
understood the client’s ‘frame of reference’ (i.e. their perceptions, atti-
tudes and feelings) at any given moment by directly checking his under-
standing of it with the client herself (Brodley, 1996). This avoided any
possible mis-interpretation which could lead the client to feel misunder-
stood or judged (hence diminishing the warm, caring quality of the rela-
tionship). Secondly, Rogers saw reflecting back as encouraging the client
to attend more closely to how they felt (i.e. to check with themselves
whether the therapist’s reflection was correct). This had the effect of
deepening personal experiencing, which in turn lead to increased self-
understanding, self-acceptance and, as a result, personal autonomy. These
two processes, the warm, understanding relationship and the deepening
of personal experiencing were, according to Rogers, the key aspects asso-
ciated with psychological growth and healing. He suggested no further
techniques were required, nor proposed any role for specific directions
or interpretations, stating (Rogers, 1942: pp.113–114):

The counselling r elationship is one in which war mth of acceptance and
absence of any coer cion or personal pr essur e on the par t of the coun-
sellor per mits the maximum expr ession of feelings, attitudes and pr ob-
lems by the counsellee. The r elationship is a well-str uctured one, with
limits of time, of dependence and of aggr essive action which apply par-
ticularly to the client, and limits of r esponsibility and of af fection which
the counsellor imposes upon himself. In this unique experience of com-
plete emotional fr eedom within a well-defined framework the client is
free to r ecognise and understand his impulses and patter ns, positive
and negative, as in no other r elationship.
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The non-directive method outlined by Rogers provided a radically
different approach to psychological practice to the others available at that
time. It attracted a great deal of interest and, in 1945, Rogers moved to the
University of Chicago to further develop his ideas. This move allowed
him considerable scope in attracting like-minded faculty and graduate
students to a growing ‘Counselling Centre Group’, many of whom worked
on applying non-directive ideas to a wide range of social and therapeutic
contexts. 

Developing a client-centr ed
perspective (1945–64)
In the years following the publication of Counselling and Psychotherapy
(Rogers, 1942), as well as praise, non-directive therapy also attracted
considerable criticism. A number of psychologists saw the non-
directive method of reflecting back as far too simplistic a method of
working. The process of, what they thought to be, one of simply par-
roting words back to a client was hugely limiting and offered little to
all but the most insightful of clients (Kirschenbaum, 1979). Of course,
this interpretation of the approach was not at all what Rogers had sug-
gested, for his proposition was a far more complex form of interaction
whereby the therapist paid attention to the moment-by-moment expe-
riences and perceptions of the client in the context of a warm, caring
and supportive relationship (Merry, 1998). However, the criticism stung
and in 1951 Rogers published Client-Centred Therapy. This book, drew on
the findings of his now well-established scientific research programme,
testing and refining the propositions of non-directive therapy, to address,
head-on, many of the concerns raised about his ideas. Indeed, the title
‘client-centred’ was picked carefully, for it was seen as a term designed
to shift the approach from the simplified, mechanistic formulations of
non-directive therapy that had all too often characterised this method of
working. 

Client-centred therapy

Client-Centred Therapy (1951) allowed Rogers the scope to refine his
focus and discuss the rationale for his method of psychological work-
ing. In doing so, he emphasised the role of attitude rather than behav-
iour in the therapeutic context. A psychologist’s non-directivity, from
this stance, was described as less of a mechanistic activity of reflecting
back, and more about her attitude toward the client, one of respect
and warmth accompanied by the desire for the client to make their own
choices on the basis of their own experiences and needs. Techniques
such as ‘reflecting-back’ were then discussed as possible ways of
‘implementing’ (Patterson, 2000) this attitude, rather than as methods
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16 PERSON-CENTRED COUNSELLING PSYCHOLOGY

in themselves. Rogers also highlighted the role of empathic understanding
in such terms, arguing that this too was a central ingredient for a
successful therapy. 

As well as offering a comprehensive run-down of the practical basis
of client-centred therapy, the volume also offered an opportunity
for Rogers to describe a client-centred theory of personality develop-
ment. This was of great importance, for as well as being criticised for
having a limited therapeutic method, Rogers had also been criticised
for failing to provide a detailed psychological analysis of personality
and the causes of psychological disturbance as a grounding for his thera-
peutic procedures. The resulting chapter, ‘A Theory of Personality and
Behaviour’ (Rogers, 1951) offered what he termed as ‘nineteen proposi-
tions’ to describe the development of personality from a client-centred
perspective. Again drawing on the principles of empirical science, these
propositions were organised along the lines of an empirical psychological
inquiry, citing comprehensive psychological evidence for each in an if-
then formulation. 

Rogers’ chapter on personality was generally seen as an important
and insightful piece of work, and certainly provided much impetus for
the growing status of the client-centred approach within the American
psychological community (Evans, 1975). Indeed, the now eminent
status of Rogers himself was formally confirmed in 1956 by the award
of a Distinguished Scientific Contribution to him by the American
Psychological Association.

Box 1.3 The scientific basis of client-centr ed theor y

Despite its philosophy , ter ms and pr ocedures being ver y dif ferent to
behaviourist appr oaches to psychological therapy , Rogers’ desir e to
situate his model of therapy within an empirical psychology framework
was paramount during the evolution of his ideas. All of his initial
suggestions on non-dir ective therapy wer e derived fr om practice and
subsequently tested and r efined using the techniques of empirical
psychology to pr ovide the basis for the theor y of Client-Centr ed
Therapy in 1951 (Rogers, 1951). Indeed, each of the 19 pr opositions
constituting this theor y were for mulated in ‘if-then’ ter ms that allowed
for fur ther scientific examination and analysis. The influence of
empirical psychology and the desir e to find the causal r elationships
inherent in psychological distr ess and healing was central to Rogers’
work, although it is often for gotten as a r esult of his therapeutic
emphasis on the subjective meanings and experiences of the
individual. W e shall discuss the r ole of r esearch in the development of
the person-centr ed appr oach in Chapter 7.
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Developing the client-centr ed appr oach 

Following the publication of Client-Centred Therapy, Rogers and his
associates at the Chicago Centre continued to expand their work.
Research was a core activity and the range and focus of psychological
studies into the client-centred approach continued to grow. In 1954,
Rogers co-edited a book entitled Psychotherapy and Personality Change
(Rogers and Dymond, 1954), in which a number of particular studies
were presented. These mainly focused on the attributes and outcomes
of the psychotherapeutic process and went far in providing an empiri-
cal basis for many of the propositions upon which the client-centred
system was based. They also led Rogers to further develop his theory
in two ways. 

Firstly, in 1957, he produced a paper identifying for the first time
six relational conditions that he viewed as necessary and sufficient
(Rogers, 1957) for client-centred therapy to take place. These included
familiar conditions such as empathy and warmth and acceptance (the
latter two being combined into what he termed unconditional positive
regard). Added to the mix, however, were new concepts such as con-
gruence (where a counsellor is aware of his or her own feelings and
experiences) and a therapeutic prerequisite that both counsellor and
client are in psychological contact (Rogers, 1957). In actual fact, Rogers’
most famous statement of his therapeutic approach was published sub-
sequently, in a 1959 edited collection (Rogers, 1959), which had ironi-
cally been written before the 1957 paper, but subsequently held up in
production. This 1959 chapter outlined the six necessary and sufficient
conditions of therapy, albeit in an elaborated (and slightly different)
form in the context of a comprehensive explanation of his theory of
personality and motivation. Indeed, this chapter is still viewed today as
the definitive statement of the theory and practice of client-centred
therapy (Tudor and Merry, 2002).

Rogers’ second theoretical development linked to the process of therapy
and was spelt out by him in a presentation given to the American
Psychological Association in 1957 when picking up his Distinguished
Contribution award. This presentation contained a systematic description
of client functioning throughout the process of psychological growth.
Rogers’ suggested seven stages, or distinguishable levels, of experiencing
(c.f. Rogers, 1961) through which a client may pass in the process of
becoming psychologically healthier; essentially moving from what
Barrett-Lennard (1998) describes as ‘a fixed, close, self-perpetuating mode
of functioning to a state of fluid, open but integrated changing-ness’
(pp.67). For many, the structured formulation of client process repre-
sented a real loss of innocence for the client-centred approach (Worsley,
2002), encouraging the development of therapeutic techniques and
strategies to assist a client move from one stage of functioning to another.
However, for Rogers, a scientific understanding of psychological change
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was simply another aspect of the attempt to understand what worked in
psychological therapy and why. 

A global appr oach

By the mid 1950s, and despite being at the forefront of client-centred
activity, Rogers had decided to leave Chicago and return to the University
of Wisconsin for a new role spanning both the departments of
Psychology and Psychiatry. He saw this as a great opportunity to bring
together the psychological and medical domains. However, the reality
was much tougher than he imagined (Thorne, 1992) and he soon fell
out with the rigid, dogmatic approach of many members of the faculty.
Furthermore, his major research project on the application of client-
centred therapy among schizophrenic persons (generally known as
The Wisconsin Project) was difficult and provided little confirmatory
evidence for the applicability of client-centred therapy to seriously
disturbed individuals (McLeod, 2002). As a result, Rogers become some-
what disillusioned and, when offered the chance to join the newly estab-
lished Western Behavioural Sciences Institute (WBSI) in California, found
the chance of a new start difficult to resist. He moved in 1963, soon
after publishing his most successful and hugely influential book, On
Becoming a Person (1961). Rather than a dreary academic tome, On
Becoming a Person was a very personal and intimate book detailing the
application of client-centred principles to all aspects of living, such
as education, creativity and intimate relationships. It was the success
of this book that made Rogers a household name and allowed him
to contemplate, for the first time, a role in challenging some of the
fundamental social deprivations that he had experienced in his early
working life.

From client-centr ed to person-centr ed
and beyond (1965–87)

In the years following his move to California, the client-centred
approach evolved significantly, with a primary impetus being toward
the broader application of its principles within a diverse range of ther-
apeutic and welfare settings. Rogers himself was heavily involved in
such moves and used his now celebrity status to encourage the grow-
ing encounter group movement in the USA (see Box 1.4), as well as to
push for the application of client-centred approaches to community
and global concerns. This shift in emphasis, from a client-centred psy-
chotherapy toward a more holistic movement founded on client-centred
principles such as unconditional positive regard and empathy, was
reflected in a change of name to the person-centred approach. The title
person-centred was again picked deliberately, this time to denote the
applicability of the approach to a wider range of contexts than simply
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to psychological therapy (as implied by the term client). Yet, despite this
broadening of focus, the therapeutic aspect of the approach also remained
important, and person-centred therapy exercised a continued influence on
the growth of the humanistic psychology movement in which Rogers had
been closely involved since the 1950s along with other psychologists
such as Abe Maslow and Fritz Perls (Cain, 2001). 

Rogers and the person-centr ed
movement

Following his move from Wisconsin, Rogers quickly settled into his
role within the Western Behavioural Science Institute (WBSI) in
California. He found this new setting gave him the time to develop
both personally and professionally, and spent much time applying
person-centred principles to a wide range of social issues. In 1969,
again frustrated by the institutional constraints of a university set-
ting, he decided to form, with like-minded others, the Centre for
Studies of the Person in La Jolla, California. This centre afforded the
opportunity for a broad range of professionals from different areas of
work to share experiences and interests in applying person-centred
principles to a range of concerns. Moreover it provided Rogers with
the basis (his chosen title was ‘Resident Fellow’) to continue his
quest to apply his ideas in areas well beyond the traditional domain
of psychology. 

His work by the mid-1970s reflected this interest, with books and arti-
cles published in areas such as education, marriage, society, encounter
groups, and the helping professions. These broader concerns pre-
sented some very different issues from those of academic psychology
and Rogers become less interested in using the procedures of empiri-
cal science to test his propositions, preferring instead to highlight the
importance of experience and meaning in conceptualising problems
and issues. For some, he went too far in this venture, (e.g. O’Hara,
1995) for he began to apply person-centred principles to general con-
cerns without recourse to the empirical examination ordinarily neces-
sary to justify such claims, an examination which would often have
been hugely difficult in the limited terms provided by empirical psy-
chology. Had the vibrant, conceptually sophisticated array of contem-
porary qualitative research methods been available to him at that
time, it is likely that these would have provided the alternative frame-
work such work required. However, such methods were in their
infancy and Rogers’ work thus began to be seen, particularly within
the discipline of psychology, as more rhetorical than scientific. This
diminished both his credibility and standing, an outcome which also
undermined person-centred therapy as a legitimate method of
psychological working. 
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20 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Box 1.4 Encounter gr oups

Due to Rogers’ inter est and central involvement in it, the
person-centred appr oach is now often associated with the encounter
group movement of the 1960s and 1970s. Encounter gr oups ar e
small gr oups of individuals who do not know one another , but who
agree to meet once or for a limited number of occasions with the
purpose of communicating deeply and openly about themselves and
their relationships in a safe, tr usting envir onment. Encounter gr oups
are facilitated by an individual whose job it is to encourage deep
relating between members in a non-defensive manner as well as to
maintain boundaries, such as time etc. Although they could be ver y
profound, developmental experiences, encounter gr oups developed a
reputation for excess, with some par ticipants using them to expr ess
all manner of feelings without r ecourse to the usual constraints of
social interaction and discussion. Hence they become, somewhat
unfairly, synonymous with self-indulgence.

As the 1980s approached, Rogers became increasingly drawn into issues
of world peace and global relations, publishing books and articles
designed to set out his vision of the future in the terrible onslaught of
nuclear proliferation and the on-going troubles in settings such as
Northern Ireland (where he undertook community-building activities).
Indeed, until his death in 1987, Rogers pursued political goals and was
nominated, on the basis of his work toward world peace, for the Nobel
Peace Prize. Unfortunately he died before learning of this nomination,
leaving behind him a huge legacy of writing and research. Although his
death represented a considerable loss, Cain (1993) points to the large
number of his original terms (such as the ‘self-concept’) that are now
part of general psychological discourse. This, in itself, is testament to
his profound influence on the discipline of psychology, an influence
which continues to this day. 

The development of an experiential
perspective

While Rogers was becoming interested in the social, rather than clinical,
application of person-centred principles in the 1970s and 1980s, a number
of his former colleagues and other associates were taking the person-
centred approach in a very different direction. Following Rogers’ discus-
sion of psychological process and the seven stages of therapeutic change
(Rogers, 1961), different ways of enhancing the capacity of clients to move
through these toward greater well-being were being explored and

Gillon-3563-01.qxd  5/24/2007  10:36 AM  Page 20



developed. One of the most influential figures in this respect was Eugene
Gendlin, a colleague of Rogers from Wisconsin. Gendlin’s interest in facili-
tating change evolved from his involvement in the Wisconsin study of
client-centred therapy among schizophrenic clients, and the struggles
he noticed among such individuals to relate to their inner experiencing,
such as their personal feelings (Gendlin, 1964). This led him to develop
a method of facilitating a client’s capacity to relate to, and understand,
his or her felt experiencing, a method he termed focusing (Gendlin,
1978).

Focusing was initially outlined as a series of therapist provided
procedures to assist a client attend more closely to how he felt in rela-
tion to a specific issue or topic. Rather than simply trust the relation-
ship to provide this focus through the necessary and sufficient
conditions, Gendlin argued it was useful for a client to be more actively
directed to examine his ‘felt sense’ (Gendlin, 1996) through specific
procedures introduced and guided by the therapist. The change in ther-
apeutic emphasis proposed by Gendlin, from one relying solely on the
relationship to one involving therapeutic direction of the process of
therapy (but not the content of what the client experienced or talked
about, unlike an approach involving advice giving or interpretation)
represented a very significant break from the previous person-centred
principle of not directing the client in any way. 

A similar move was also advocated at around the same time by practi-
tioners interested in identifying specific client processes in therapy (e.g.
attempting to resolve internal conflicts) and in developing methods to
address these (e.g. Rice, 1974). Although work in this area, now called
process-experiential therapy, will be discussed in greater depth in Chapter 3,
its development again represented a significant shift away from the prin-
ciple of complete non-directivity toward a more active role for the thera-
pist in providing possible techniques and methods to help a client move
toward greater wellbeing. This role was predicated on a view, shared by
Gendlin (e.g. Gendlin, 1964) that aiding a client to attend to, and work
with, her personal experiencing more deeply would facilitate psychologi-
cal change in accordance with the different levels of process described by
Rogers. Hence, within this experiential domain, therapists used various
techniques or methods designed to facilitate such personal experiencing.
However in doing so, this perspective moved beyond what could be legit-
imately be described as person-centred in the terms set out by Rogers him-
self in his definitive, 1959 formulation of a non-directive, client-centred
therapy. This is something that has been hugely controversial within the
person-centred field. 

A classical perspective

While moves toward experiential methods of working were embraced
by some within the person-centred framework, many others remained
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committed to the original theory and practice of person-centred
therapy outlined by Rogers in 1959. Those taking such a stance took great
exception to the slippage advocated by the experiential perspective, par-
ticularly as it seemed to encourage moves toward an erosion of the unique
principles and attributes of person-centred therapy as originally conceived
(Swildens, 2002). These practitioners work in a classical person-centred
way, with the term classical being used to denote their adherence to the
classic theory and practice of client-centred therapy as set out by Rogers
in 1959.

In 1990, Barbara T. Brodley presented a paper spelling out the concerns
of many within the classical tradition of the person-centred community
about the evolving direction toward experiential methods of working. Her
paper, entitled Client-Centred Therapy – What it is? What it is Not?, argued
for a more careful definition of what may legitimately be considered as
person-centred and what may not be. She argued for a primary emphasis
to be placed upon therapist non-directivity, suggesting that interventions
involving the use of techniques (e.g. focusing) should only be employed
when explicitly requested by a client or in circumstances when an aware-
ness of a need that may be helped through techniques is directly identified
by a client. This threw down a significant challenge to the experiential
person-centred practitioners, many of whom could no longer define their
work as person-centred in the terms thus set out. Brodley and others (e.g.
Bozarth, 1996) within the classical tradition (also occasionally known as
literalist person-centred therapy) view person-centred therapy as non-
directive and any attempt to introduce direction into the approach as fun-
damentally flawed and to be resisted. However, as may be expected, such
a viewpoint invokes considerable anger among those metaphorically cast
out by her definition.

Person-centred counselling
psychology into the new millennium
The events at a conference in 1988 bringing together practitioners from
both classical and experiential perspectives was described by Thorne
(1992) as akin to ‘orthodoxy meeting heresy’. Certainly, during that
meeting, and in the years following it, there was much heated discus-
sion regarding what a person-centred approach could and should be
and what it is not. Anger is often an effect of fear, and there is no
doubting that both perspectives fear what the other represents; classi-
cal practitioners anxious to retain the core of person-centred therapy as
originally conceived, experiential therapists nervous to ensure that the
approach does not remain stuck in a past which has seen it margin-
alised by psychiatrists and other psychologists (e.g. Elliott, 2002). 

In order to provide some coherence to the debate, various practi-
tioners (e.g. Lietaer, 2002) have attempted to find some common
ground between the perspectives by providing a core basis for defining
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the nature and basis of the person-centred approach in a contemporary
context. Perhaps the most well-known of these attempts is that of Sanders
(2000), who proposed a series of criteria to determine what person-
centred therapy is, as well as what is not.

As well as a number of secondary principles, he identifies three pri-
mary criteria which any approach must possess to be legitimately termed
person-centred. These are:

1. A fundamental trust in the client’s capacity to maximise their own
potential.

2. A recognition that the therapeutic conditions described by Rogers
(1957) are all necessary for psychological change to occur (irre-
spective of whichever ‘techniques’ are employed).

3. That a non-directive attitude must be present at least in terms of
the content a client discloses (i.e. it is not acceptable for a therapist
to attempt to determine what topics a client should think about or
talk about) 

These three criteria emphasise the significance of the therapeutic
relationship as well as setting a clear boundary as to how any permis-
sible direction towards a client may be employed – in using techniques
or methods to assist a client attend to her difficulties (i.e. the process of
therapy), but not to determine what these difficulties are, their cause,
effects or solution (i.e. the content of therapy). In many ways, such a
stance may be seen to take us back to some of Rogers’ earliest ideas
highlighting the importance of the client’s own views and experiences
and the avoidance of interpretation and advice-giving as part of the
therapeutic endeavour. Hence they provide a welcome link between
the past, present and future of the approach.

Other developments

As well as ongoing development of an experiential perspective (e.g.
Greenberg et al., 1993) and the continued debate with those favouring
more classical ways of working (Brodley, 2006) there are a number of other
arenas of person-centred theory and practice which have evolved in recent
years to provide practitioners with a range of new ideas and methods of
working in the approach. For Sanders (2004), these developments repre-
sent the leading edges of the contemporary person-centred therapy, and
provide much of the vibrancy and dynamism associated with a psycho-
logical perspective re-discovering its unique contribution to the field. For
Sanders (2004: pp. 17–19), the leading edges of person-centred therapy are:

• Pre-Therapy – an evolving form of person-centred therapy (e.g.
Prouty et al., 2002) designed to help those with severe psychological
disturbance (e.g. psychosis);
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• Pluralistic self – theoretical advancements in person-centred theory
to account for contemporary psychological understandings of the
‘self’ as a contextual entity composed of a number of different ‘con-
figurations’ (e.g. Cooper, 1999);

• More than the actualising tendency – the development of person-
centred theory to stress the importance of the social context in psy-
chological change (Mearns and Thorne, 2000);

• A dialogical approach (e.g. Schmid, 2003) – a developing under-
standing of person-centred therapy as a co-created dialogue.

• Fragile and dissociated process – a form of person-centred theory
and practice focused upon working with those commonly defined as
having a ‘personality disorder’ or another severe form of psycholog-
ical disturbance (e.g. Warner, 2000);

• Person-centred therapy as a fundamentally ethical activity – a theo-
retical exploration highlighting the ethical basis of person-centred
therapy as a form of human relating (Schmid, 2001; Grant, 2004);

• Spirituality and the PCA – a growing body of work examining the
relationship between person-centred therapy and various spiritual
traditions and practices (e.g. Thorne, 2002; Moore, 2004). 

In many ways this book could justifiably be filled by a detailed explo-
ration of each of these exciting areas of work, examining their increas-
ingly important contribution to the developing person-centred field.
However, such a task would involve a neglect of so many important
dimensions of the basis of the approach, both in terms of its development
as a form of psychological therapy as well as the nature of its theory
and practice when contextualised within a contemporary counselling
psychology domain. Hence, while we shall touch upon many of these
leading edge developments in our ongoing exploration, our priority is
first and foremost the underpinning dimensions of person-centred ther-
apy, and thus a broader elaboration of its theory, practice and context.
It is to this task that we that we now turn, considering the person-
centred theory of personality and individual difference in the following
chapter.

Summary

• Carl Rogers developed the person-centr ed appr oach on the basis of his
own therapeutic experiences, the theor etical ideas of the psychoanalyst
Otto Rank, and the scientific principles of empirical psychology .

• The appr oach of fered a contrast to dominant behaviourist and psychody-
namic methods of working, and was first outlined for mally in 1942.

• Although initially ter med non-directive therapy, it was r e-named client-centr ed
therapy by Rogers in 1951.

24 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Gillon-3563-01.qxd  5/24/2007  10:36 AM  Page 24



• Client-centred therapy emphasises the impor tance of a war m, caring
relationship between psychologist and client.

• In 1957 Rogers defined the six ‘necessar y and suf ficient conditions’ for
therapeutic change to occur . These included the thr ee so-called ‘cor e-
conditions’ of empathy , congr uence and unconditional positive r egard. His
1959 paper is now seen as the definitive version of the theor y and prac-
tice of person-centr ed therapy.

• The appr oach was r e-named person-centr ed in the early 1970s to r eflect
its status as a series of principles applicable in many social contexts,
rather than simply as an appr oach to psychological therapy . 

• Carl Rogers died in 1987, just befor e lear ning of his nomination for the
Nobel Peace Prize.

• Different interpr etations of what person-centr ed therapy should involve
have emer ged over time. The two main schools of thought ar e the experi-
ential and classical perspectives.

• Recent innovations in person-centr ed theor y and practice, such as the
development of ‘pluralistic’ models of self contribute to the appr oach’s
status as one of the most dynamic, vibrant ar eas within contemporar y
counselling psychology . 

HISTOR Y AND DEVELOPMENT 25
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TWO A Person-centr ed Theor y of
Personality and Individual
Dif ference

Introduction
As we saw in the previous chapter, Carl Rogers first spelt out his person-
centred theory of personality and motivation in 1951, in his book
Client-Centred Therapy. The theory was based primarily on what he had
seen happen, and work, in the therapeutic encounter. This was subse-
quently elaborated and understood both through scientific examination
and a range of ideas derived from those around him (e.g. Otto Rank).
In basing so many of his understandings on clinical practice, Rogers’
theory was not a dry, academic approach revelling in philosophical com-
plexity and metaphor. It was instead the stuff of the real world, a per-
sonality theory based on therapeutic practice, rather than the other way
round, (e.g. behaviour therapy). 

Although Rogers’ initial theoretical writings in 1951 were somewhat
tentative in approach, by 1959 his thinking had evolved and his subse-
quent definitive account (Rogers, 1959) was constructed in the confident
terms of a scientific statement supported by an array of empirical find-
ings. As may be expected of a psychologist grounded in the principles of
natural science (Evans, 1975), this 1959 statement provided a clear, and
testable, series of ‘if-then’ corollaries linking the assumed characteristics
of the human infant to the subsequent development of a self with the
potential for psychological well-being or breakdown. These theoretical
propositions still form the bedrock of classical person-centred personality
theory to this day.

In this chapter we will explore Rogers’ person-centred approach to
personality, focusing upon its view of the key dynamics relating to
psychological functioning and distress. As with any personality theory,
there are some fundamental concepts (or constructs) underpinning the
theoretical ideas proposed. These require tentative exploration prior to
examining how they link to the more general developmental themes.
Our starting point is therefore the theoretical view (or model) of the
person assumed by the person-centred perspective, and the three main
constructs this proposes.
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Model of the person
The actualising tendency

The most significant construct underpinning Rogers’ theory of personality
is that each human being has an inherent, biological tendency toward
growth and development. This tendency is located at the level of the
organism as a whole and is seen as the single, basic motivational force
driving each human being toward the fulfilment of their unique poten-
tial (Merry, 1995). Rather than providing a pre-determined blueprint of
what each person would become in ideal circumstances, as is often
assumed (Bozarth and Brodley, 1991), the actualising tendency is
defined as (Rogers, 1961: pp.351); a ‘directional trend which is evident
in all organic and human life – the urge to extend, expand, develop,
mature, the tendency to express and activate all the capacities of the
organism or the self’. It is a trend toward greater differentiation and
autonomy, self-regulation and control (Rogers, 1961) in whatever cir-
cumstances that arise. 

The concept of a growth-promoting, directional tendency is not unusual
in psychological theories of personality, and Rogers shared many of his
basic ideas with other humanistic theorists such as Maslow (1954), as well
as those more psychoanalytically orientated (c.f. Rogers, 1987). Yet, the
actualising tendency itself is an often misunderstood notion that can be
seen to take a naively optimistic view of humanity and its basis (e.g.
Wheeler, in Wheeler and MacLeod, 1995). By positing an integral ten-
dency toward growth and enhancement, the presence of an actualising
tendency is often assumed to imply a vision of human beings as essentially
good, with bad or evil actions being a product of social conditioning. Yet,
as Wilkins (2003) argues, very little is actually written within the person-
centred tradition to align such moral judgements with an assumed
directional tendency toward growth. Although the actualising tendency
provides a trustworthy and constructive force prompting the organism
to maximise its potentialities, this proposition does not carry with it any
pejorative assessment of its inherent goodness. There is a difference, for
Wilkins (2003) between such a moral evaluation, which is a social con-
struct, and simply acknowledging an inherent tendency toward constructive
growth (which may, in certain contexts, motivate actions and behav-
iours that, from other contexts, may seem extremely bad).

In recent years, the notion of an actualising tendency has become
increasingly enmeshed with the idea of a creative force governing all
living things within the universe. This universal, formative tendency
(Rogers, 1980) has been highlighted by theorists in a diverse array of
disciplines spanning from physics to philosophy (Ellingham, 2002).
Certainly, a tendency toward organisation, complexity self-regulation
and inter-relatedness may be seen as much in molecular biology (Zohar,
1990) as it is in human psychological functioning. For those in the
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person-centred tradition, placing trust in this tendency, as expressed
within the individual, is absolutely central to clinical practice. It is the
formative or actualising tendency that is seen as promoting growth and
change in accordance with the unique life circumstances and poten-
tialities of each individual. Hence it is the release or facilitation of this
tendency that underpins the therapeutic practices advocated within the
approach.

Organismic valuing 

A related concept of great importance to person-centred personality the-
ory is that of the human organism as a biological totality. Aligned with the
actualising tendency is an ongoing, biologically-driven valuing process
which allows each of us to assess experiences that are enhancing to, or
maintaining for, our organismic needs and potentialities (Rogers, 1959).
So, for example, we may crave food when we are hungry or we may expe-
rience anger when our desires are thwarted. Both of these experiences
motivate us to the extent that their felt sensations (i.e. the craving of
hunger or the feeling of anger) may be enacted (e.g. thinking ‘I am hun-
gry’ and thus seeking food). 

For a number of person-centred practitioners, organismic values are
often seen as representing the real or true self (e.g. Van Kalmathout, 1998),
for they are not a product of social conditioning, learned attributes or
external influences. Moreover, despite not being an explicitly conscious
activity, organismic valuing may constitute a considerable part of our
experiencing. Moore (2004), for example, describes moving beyond the
‘ego-bound practices of self-reflection’ into a deeper, more intuitive
process within which she encountered a deeply trustworthy, ‘still small
voice’ (Gendlin, 1964), a consistent, felt and intuitive sensation that rep-
resented elements of existence beyond conscious perceptions, attitudes
and beliefs. In many ways, this voice may be seen as more closely articu-
lating organismic values, than the socially learned, reflective understand-
ings associated with a conscious self.

The self

As well as the important role attributed to the organismic valuing,
Rogers introduced a construct to describe the awareness of who we are
along with our perceptions of the world of the world around us. This,
he termed the self or self-concept, a construct heavily influenced by the
personality theory of Snygg and Combs (1949) whose ‘phenomenologi-
cal’ approach conflicted considerably with both behaviourist and psy-
choanalytic perspectives in emphasising personal meaning above all else
(see Box 2.1). 

Although initially proclaiming himself disinterested in the notion of
self, describing it as a useless and pragmatically meaningless term, he
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became increasingly aware in his clinical practice of the important role
of self-experiences to many of his clients. Many of the people he saw
talked in terms of their self, using such phrases as the real me or my
true self (c.f. Rogers, 1959). This observation provided the impetus for
much theoretical reflection and the notion of the self was eventually
introduced in 1947 to be integrated into a self-theory as part of the the-
oretical proposition on personality produced in 1951. In his subsequent
1959 formulation of person-centred theory, Rogers defined the self as:

The or ganised, consistent conceptual gestalt composed of the charac-
teristics of the ‘I’ or ‘me’ and the per ceptions of the r elationships of the
‘I’ or ‘me’ to others and to various aspects of life, together with the val-
ues attached to those per ceptions. (1959, cited in Kirschenbaum and
Henderson, 1990a: p.200)

In such terms, the self is viewed as the subjective reality of the indi-
vidual, no less but no more. This is a highly radical formulation, for in
defining the self simply in terms of perceptions, any possibility that
unconscious processes lie within it are dismissed. The self is simply the
sum total of the views an individual has about his or her-self and the
surrounding world. In actual fact, the decision to eliminate any notions
of the unconscious from the definition of the self was pragmatic rather
than dogmatic. As we shall see later, Rogers did acknowledge the role of
non-conscious influences on an individual’s behaviour and experiencing
(Coulson, 1995). However, in order to maintain a scientific basis to his
theory, he was careful to avoid introducing anything that was untestable
into it, preferring not to complicate matters with a theory of self posit-
ing an unconscious domain. The notion of the self as a phenomenologi-
cal construct also allowed Rogers to maintain consistency with this
therapeutic emphasis on the experiences and perceptions of the client.
Any other aspects of the self could have called this into question.

Box 2.1 Snygg and Combs’ phenomenological theor y of
personality

Donald Snygg and Ar thur Combs wer e psychologists working in the USA
in the 1940s and 1950s. In developing their theor y of personality , they
were par ticularly inter ested in what they ter med the phenomenal field
of the behaving or ganism, an idea based on the philsophical tradition
of phenomenology (c.f. Husserl, 1977) which emphasised subjective
meaning above all else. Snygg and Combs (1949) pr oposed that to
truly understand an individual’s behaviour , gaining an insight into this
field was of utmost impor tance. A ll actions ar e meaningful to the 

(Continued)
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(Continued)

individual involved in them and thus must be seen in such ter ms. Y et
these meanings ar e likely to dif fer in accor dance with the dif ferent
ways in which people per ceive the world. Understanding any for m of
behaviour thus necessitates understanding the individual per ceptions
that motivate it. Snygg and Combs (1949) ar gued that psychological
obser vers must ther efore ‘bracket-of f’ their own assumptions and
interpretations, to r ely entir ely upon those r elevant to the individual
under obser vation. In such ter ms, understanding the subjective meaning
associated with any behaviour was of primar y significance in gaining a
deep appr eciation of it. This perspective contrasted str ongly with the
behaviourist emphasis on obser vable behaviour only as well as the
psychoanalytic emphasis on unconscious conflicts and pr ocesses.

Although Rogers often used the term self, a somewhat confusing dimen-
sion to person-centred theory is that the terms self-concept and self-
structure are also used frequently to denote individuals’ perceptions of
themselves and the world that surrounds them (Tudor and Merry,
2002). However, the emphasis given to different dimensions of experi-
encing often determine the use of a particular term and Rogers did
briefly differentiate between these aspects (Rogers, 1951). The term
‘self-concept’ is generally used to refer to an individual’s view of him-
or herself (e.g. I am a happy, easygoing person). Contrastingly, the self-
structure or self is a more global construct that denotes an individual’s
entire map of the world (Tolan, 2002). This map includes a person’s
views and beliefs about him- or herself (i.e. the self-concept), but also
her perceptions and beliefs more generally. Thus the self-concept may
be seen as a portion of the self-structure or self, although in practical
terms, one that can be very difficult to clearly differentiate. 

Rogers’ initial formulation of the self has been explored and developed
in many ways since its introduction within person-centred personality the-
ory. A number of theorists have proposed amendments to the ideas out-
lined. Holdstock (1993), for example, has argued that the self is a relational
construct (i.e. enmeshed within our relationships to other people and the
world ) rather than a demarcated, individualistic composite of perceptions
and experiences. Others have focused on the dynamics within it, looking
at how collections of perceptions can constitute a range of self-configurations
(Mearns, 1999) or inner persons (Keil, 1996). This latter work is of consid-
erable significance for it highlights a more plural view of the self-concept
(i.e. as composed of a multiplicity of different possible elements or ‘posi-
tions’) rather than the single entity proposed by Rogers (1957), which has
been strongly criticised by those (e.g. Sampson, 1989) from within a social
constructionist framework (see Chapter 8). However, what remains
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central to the notion of the self within the now broad range of
person-centred theorising is that it is seen as a perceived self (e.g. van
Kalmathout, 1998), not any intra-psychic agent that regulates actions or
influences actions in a manner that is beyond the conscious awareness of
the individual.

The model of the person discussed so far has highlighted the three core
constructs underpinning the person-centred approach to personality. It is
the interaction between these elements that is seen to make up the per-
sonality of any given individual (Nelson-Jones, 2005), a process that may
best be understood by charting their development from infancy. 

Development of personality 
Characteristics of the infant

In presenting his theory, Rogers (1959) described what he termed as the
‘postulated characteristics of the human infant’. These are (in summary)
that:

• He perceives his experience as reality. 
• He has an inherent tendency toward actualising his organism.
• He interacts with his reality in terms of his basic actualising tendency.
• He engages in a basic organismic valuing process, valuing experience

with reference to the actualising tendency as criterion.
• He behaves with adience (i.e. attention) toward positively valued

experiences and with avoidance toward those negatively evaluated.

In the terms set out by this view, Rogers proposed that an infant’s ini-
tial interactions with the world are regulated biologically, by an organ-
ismic valuing process in conjunction with the actualising tendency.
Experiences only take place at a hormonal/physiological, motor (i.e. a
readiness to react) and expressive (i.e. vocalisation, gestures, facial
expressions etc.) level (Bierman-Ratjen, 1998), with no cognitive reflec-
tion or self-awareness present. However, although these are all internal
experiences (i.e. within the infant) they often have an external manifes-
tation, such as a facial expression, movement, or crying. Such behav-
iours, in turn, invoke responses from caregivers, who both give meaning
to them (e.g. she’s hungry) and relate accordingly (i.e. offering food).

As the baby develops, and through an ongoing relationship with care-
givers, he or she begins to evolve a primitive awareness of self through
the reflections provided by others. Hence, certain experiences become
differentiated as self-experiences (Rogers, 1959), and thus the infant begins
to conceptualise that it is he who is hungry, or who wants to sleep. The
process of differentiation becomes increasingly sophisticated as the infant
grows and before long, his self-experiences begin to become organised
into a conceptual gestalt (i.e. whole) that constitutes the basis of an initial
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self-concept (i.e. his view of himself). This self-concept is not simply
a list of various attributes (e.g. I get hungry, I like playing ball) but,
as Cooper (1999: pp.54) explains, ‘a patterned, coherent, integrated,
organised gestalt … the young boy does not experience him-self as a
person who is “creative” plus “scared” plus “x”; rather he sees himself
as “creative-scared-x” – as an interdependent, uniquely-constellated
configuration of characteristics which cannot be broken down to its
constituent parts’. This may seem a rather complex distinction but, at
its core, is simply the idea that we come to see ourselves in a consis-
tent way, with inter-related qualities, rather than as a series of particu-
lar characteristics that bear no relation to one another, or to those
around us. 

The regard complex and conditions
of wor th

While the developing self-concept of any child should, in an ideal
world, map directly onto his or her organismic experiences (i.e. organis-
mic values, such as anger, being acknowledged within the self-concept),
this can be compromised by what Rogers (1959) viewed as the child’s
need for positive regard from others. This need arises from the actual-
ising tendency, and may thus (simplistically) be seen as a biological
drive toward maximising the nurturing felt from other peoples’ warmth
and acceptance.

As the infant develops an increasingly differentiated capacity for self-
experiencing, she begins to evaluate these experiences in terms of the
extent to which they are received with positive regard by others (i.e.
accepted and recognised by others in a manner that invokes warmth
and nurturing). The nature of the messages received from others are of
vital importance during this time. If caregivers are entirely empathic
(i.e. understanding), warm and accepting, the infant’s self-experiences
are fully received and he or she gains a secure sense of all his organis-
mic values (e.g. anger, sadness etc.) as being unconditionally positively
regarded. However, should certain self-experiences be ignored or invoke
a negative reaction, the infant begins to evaluate these accordingly. So,
for example, he or she may realise that ‘I am not liked when I get
angry’ or ‘they like me when I am happy’. In associating certain self-
experiences with positive regard, and others with no positive regard,
the infant develops what Rogers (1959, cited in Kirschenbaum and
Henderson, 1990a: p.209) terms a ‘regard complex’. This may be
defined as (1990b: p.209) ‘all those self-experiences, together with their
inter-relationships, which the individual discriminates as being related
to the positive regard of a particular social other’. 

The emerging regard complex is hugely important, for it refers to the
differentiated self-experiences which are received with positive regard
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by others. In order to maximise the level of positive regard received,
the infant thus begins to recognise those self-experiences are positively
regarded by those around him, and act in ways aligned to these. Hence,
as well as developing an understanding of which self-experiences are
worthy of reward by others and those which are not, the infant starts
to shape his interactions with others in a manner designed to maximise
the positive regard he receives. As a result, he increasingly orientates
his attention toward positively regarded self-experiences, such as feel-
ings of happiness and their associated behaviours, attending less to
those that invoke less or no positive regard from others. Thus the infant’s
self-experiences become skewed towards those positively regarded by
others, a process that has implications for how he evaluates his own
experiences in turn. 

As part of acquiring a regard complex, the infant begins to develop
an evaluation of himself in terms of positive self-regard. In other words,
he starts to view his own self-experiences in terms of the level of posi-
tive regard they have received from others. So, an infant may start to
evaluate himself in positive terms when he, say, laughs and smiles. The
expression of happiness, to him, is a good thing with which he feels
comfortable as an aspect of himself. By contrast, the same infant may
start to see his feelings of anger in negative terms, because he now
believes this aspect of his self-experiencing is not one to be valued
(through learning this is not positively regarded by others). Hence he feels
uncomfortable with his anger, seeing it as an undesirable or unworthy
quality.

For Rogers (1959), differentiating between self-experiences that are
evaluated as worthy (associated with positive self-regard) and those
evaluated as unworthy (not associated with positive self-regard) high-
light the infant’s acquisition of conditions of worth. Such conditions
refer to the way that the infant has learned that his or her worth (man-
ifested in the experience of positive self-regard) is conditional on par-
ticular characteristics being present, and others absent. Hence, her
positive self-regard is conditional, and thus only accessed in relation to
some self-experiences (e.g. being happy, quiet etc.) and not others.

As the infant’s emerging self-concept becomes structured in terms of
the regard complex, her need for positive regard of others becomes
associated with the now internalised associations between particular
self-experiences and positive self-regard. Hence, the need for the posi-
tive regard of others becomes associated with a need for positive self-
regard, and she starts to seek out those experiences that she sees as
providing positive self-regard while avoiding those not evaluated in such
terms. Therefore the child begins to act and behave in ways that offer
her a feeling of worth and internal reward (‘I’ll study hard because it
makes me feel really good about myself’). Actions that do not offer such
experiences (such as going out to play) are avoided because they are not
associated with feelings of personal worth and value. So a child may get
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annoyed with herself for not concentrating hard enough (‘why would I
want to waste time playing?’) rather than acknowledge this desire as one
of importance. It is through this process that an infant’s internalised
conditions of worth begin to shape how she views herself and, accord-
ingly how she interacts with the world. This shaping process is one that
strongly informs how she will experience herself, and the world, in
adulthood.

The notion of conditions of worth is a central concept in person-
centred personality theory and is seen as pivotal to the nature of the
self-concept as it evolves. As certain self-experiences do not invoke
positive self-regard (hence contravening the child’s need for positive
self-regard), the child begins to selectively perceive herself in terms of
those more comfortable associations that offer positive self-regard.
Hence the self-concept becomes increasingly shaped around positively
regarded self-experiences, with those other aspects of experiencing
increasingly disowned as part of the self. In other words, the child
starts to perceive herself (i.e. in terms of her self-concept) in terms of
those self-experiences that she has learned to value, and begins to
ignore those that she has learned not to. In effect, this introduces a split
between those aspects of her organismic values which are acknowl-
edged within the self and those which are not. Consequently, some
experiences of the organism as a whole (e.g. organismic experiences
such as anger etc.) may not be acknowledged as self-experiences (i.e.
consciously acknowledged within the self-concept). These values
although existing at an organismic level, thus become, to various degrees
and in different ways, unconscious, a process which relies upon a
mechanism defined as subception (Rogers, 1951).

Box 2.2 Attachment theor y and the person-centr ed approach

There are a number of commonalities between the theor y to
personality development described by Rogers, and the pr ocesses of
child development outlined by John Bowlby in his theor y of attachment
(Bierman-Ratjen, 1996). The most significant of these is per haps the
shared focus on the development of what Bowlby ter med the infant’s
inner working model of herself and the expectations and likely
behaviour of others (Bowlby , 1969). This model, for med in early
infancy, influences her subsequent transactions with those ar ound.
Rogers conceptualised this pr ocess in ter ms of the for mation of a
self-concept containing inter nalised conditions of wor th which, in
conjunction with a need for positive self-r egard, pr ovide the basis for
an infant’s subsequent experiencing and behaviour . Bowlby, a psychiatrist
and psychoanalyst, took a mor e dif ferentiated appr oach, identifying
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(Continued)

specific patter ns of attachment that evolve during early interactions
(e.g. secur e, avoidant etc.). These ar e seen as playing a significant
role in psychological disturbance manifest in later life, a view shar ed
by Rogers (1959), who viewed the incongr uence between the or ganis-
mic valuing pr ocess or ‘self’ and the interpersonally acquir ed ‘self-
concept’ as pr oviding the seed for psychological dif ficulties encoun-
tered in adulthood.

Psychological defence and subception 

For Rogers (1959), the split between what is experienced at an organismic
level and what is acknowledged within the ‘self-concept’ is determined by
psychological mechanisms he termed denial and distortion. Both these
mechanisms prevent any organismic values contravening conditions of
worth being accurately perceived within conscious awareness. Thus they
may be seen as forms of psychological defence, with the term defence
being used here to denote their function, which is to maintain the consis-
tency and nature of the self-concept as it exists at any given moment. This
takes place by preventing contradictory organismic values being acknowl-
edged as self-experiences, thus protecting the individual from the psycho-
logical difficulties arising from a threat to his perceptions (or concept) of
himself and his need for positive self-regard. These two processes of defence
are defined as follows (Rogers, 1951):

• Denial – is when an experience felt at an organismic level is not per-
ceived in any way at a conscious level. In other words, the organis-
mic experience is not differentiated as a self-experience. An example
of this is when, for instance, Jane’s boredom in staying at home to
look after her children is denied to awareness due to internalised
conditions of worth relating to motherhood. In order to maintain
positive self-regard, she is thus unable to acknowledge her organis-
mic experiences, for she has a concept of self that does afford the
possibility of feeling bored in her caring maternal role. Hence, when
such organismic experiences are encountered, they are denied to
awareness due to the threat that these would present to her view of
herself as a caring mother.

• Distortion – is when experiences are perceived inaccurately to resolve
the conflict they present to the self-concept. In terms of the previous
example, the process of distortion may involve, rather than the denial
of Jane’s experience of boredom to awareness, its distortion into a
welcome feeling of fatigue at being over-run by the children all day. 
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In discussing denial and distortion, Rogers (1951) explained how
these processes operated by drawing on a study by McCleary and
Lazarus (1949). This study suggested that all stimuli, and thus experi-
ences, are evaluated by the organism prior to any reflective awareness
of them, which, for Rogers (1951: pp.507) pointed to ‘a process of
“subception”, a discriminating evaluative, physiological, organismic
response to experience, which may precede the conscious perception of
such experience’. Hence the process of subception provides a basic
evaluation of the extent to which any organismic experience may pre-
sent a threat to the self-concept before that experience is acknowledged
consciously. Those experiences that do present a threat to the consistency
of the existing self-concept are thus denied or distorted. This is not to say
that such organismic experiences do not exist, merely that they are felt
at an organismic level that is outwith conscious awareness. 

Incongruence as a basis for psychological
distress

As we have seen, the theory of personality proposed by Rogers envis-
ages the existence of two different valuing systems operating within the
individual: firstly that of the organism and secondly, as the infant
grows up and into adulthood, that of the self (i.e. self-experiences).
When the values are not in alignment, a state of incongruence occurs.
Although some degree of incongruence between self-experiences and
organismic valuing is almost inevitable, as the acquisition of at least
some conditions of worth during childhood is highly probable, when
the degree of incongruence between these becomes significant, the
mechanisms of denial and distortion can begin to fail. This results in
what Rogers (1951: p.248) terms a ‘state of disorganisation’ within the
self, where the individual is forced to confront experiences that do not
make sense in terms of his self-concept. Sometimes, the individual her-
self is able to integrate the previously denied or distorted experiences
into her self-concept and a new equilibrium is found, thus reducing the
incongruence and level of distress. However, when the incongruence is
significant and the processes of denial and distortion repeatedly fall
short in preventing threatening organismic experiences being acknowl-
edged as self-experiences, the individual’s entire concept of self
becomes fractured and varying degrees of psychological distress ensue.
These include difficulties such as anxiety and depression as well more
severe forms of disturbance such as psychosis.

Although it is inevitable that all of us are incongruent to differing
degrees, it is individuals who have encountered a large number of
conditions of worth in their upbringing who are more likely to
encounter the high degree of incongruence at the root of severe psy-
chological problems. For such individuals, the self-concept is likely to
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be structured around a highly restrictive set of experiences (i.e. those
associated with positive self-regard) resulting in a great many denied or
distorted organismic experiences. These individuals were infants
brought up in contexts offering either very little in the way of positive
regard or circumstances in which the positive regard on offer was
highly conditional. Hence they were significantly cut off from their
organismic experiencing and have what Rogers (1959) terms as an
external locus of evaluation. What this means is that they have had to
make decisions almost entirely on the basis of external values (i.e. con-
ditions of worth) rather than on the basis of the experiencing of the
organism as a whole. Hence, when the processes of denial and distor-
tion fail, the individual is left bereft of any coherent or consistent sense
of self. Their entire self-concept, predicated exclusively on conditions
of worth, is cast into doubt, often leading to significant personality
fragmentation and distress. 

Box 2.3 Example of psychological br eakdown – Sara

Sara was a musician with a leading r ole in a well-known or chestra. She
had grown up in a demanding family and her self-concept was str ongly
orientated ar ound being a success in whatever she did. Sara was ver y
driven and focused upon her car eer, often spending up to 16 hours a day
rehearsing. Over the past year , Sara had begun to feel ver y down. She
didn’t understand why this was so, for she believed she was on the way
to achieving her car eer goals and was fulfilling her lifetime ambitions
within the music field. However , at the same time, she had also begun to
experience many doubts as to the point of working so har d to the exclu-
sion of so many other things. Although pr eviously putting these doubts
down to tir edness, they came to a head when she had been told by the
conductor that she didn’t seem to enjoy her work any mor e and that it
might be better if she had some time of f. Sara found this ver y
distressing. It rang tr ue but also made her wonder who she was if she
wasn’t the ambitious and successful musician she saw herself to be. It
seemed as if her world was coming crashing down ar ound her, and she
endured a long depr ession feeling a failur e and of little or no value.

Sara’s experiences can be understood in ter ms of the incongr uence
between her self-concept (which r evolved ar ound conditions of wor th
regarding car eer success ) and an or ganismic need for a mor e
nurturing way of living. The incongr uence between these valuing
processes had hightened over the last year , per haps due to her getting a
bit older, and Sara’s self-concept had a significant str uggle maintaining
its consistency in the face of or ganismic values pr ompting for a mor e 

(Continued)
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(Continued)

balanced existence. Her doubts about the job wer e regularly denied
(‘I am r eally happy in my job, I’m just tir ed’) or distor ted (‘I do feel fed
up, but that’s a good thing – keeps me on my toes’). It was only when
she came face to face with the clear evidence of her or ganismic
experiencing, in ter ms of her conductor’s awar eness of her doubts,
that she fully encounter ed the incongr uence between these dif ferent
values. It was this pr ocess that engender ed the psychological
‘breakdown’ she experienced, r esulting in her feelings of a loss of her
self, of wor thlessness and depr ession.

Alternative explanations of incongr uence

Despite the emphasis placed by Rogers on the developmental basis of
incongruence, other person-centred writers from within the experien-
tial tradition (e.g. Purton, 2002) have argued that this theoretical
perspective does not account for the many disturbances arising from
events that are unconnected to the conditions of worth developed in
childhood and subsequently evolved throughout life. For example, he
points to Allen, a 15 year old whose terror of dogs was all embracing,
but who had only been bitten recently and knew intellectually that few
dogs were likely to attack him. Purton asks, in relation to Allen, how
conditions of worth and the resultant incongruence could create such
disturbance. Surely, he asks, it was something about the event of being
bitten recently that was at the root of Allen’s difficulties? 

Although Worsley (2002) has argued that Rogers himself began to
question the view that it is only introjected (i.e. learned) conditions of
worth that produce incongruence, he acknowledges that questions such
as those raised by Purton raise some significant issues for a person-
centred theory of psychological disturbance. For Purton (2002), the
solution to such concerns lies in the way experiences are processed, for
sometimes organismic experiencing can become blocked (i.e. not accu-
rately symbolised) for reasons unrelated to conditions of worth and
thus remain as a bodily or emotional experience rather than a psycho-
logical one (e.g. Gendlin, 1996; Greenberg et al., 1996). As well as high-
lighting the role of processing in creating and maintaining disturbance,
theory in this area has been further elaborated by Joseph (2004) in dis-
cussing Post-Traumatic Stress Disorder (PTSD). 

In pointing to the commonalities in the processes of psychological
breakdown (i.e. the disorganisation of self) as described by Rogers
(1959) and the commonly understood experiences of Post-Traumatic
Stress Disorder (PTSD), Joseph argues that out of the ordinary events
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present us with information that can often highlight the incongruence
between self-experience and organismic experience. The reason for
this, he argues, is that our self structure (including self-concept) often
contains common distortions with regards to the nature of reality and
human experiencing. He suggests (2004: p.106), for example:

One aspect of self-str ucture in which ther e is a high degr ee of discr ep-
ancy between self and experience is in the denial to awar eness of exis-
tential experiences, for example, that we ar e fragile, that the futur e is
uncertain, and that life is unfair . Although many people will say they
know these to be tr uths, when it comes to how they actually lead their
lives, most go fr om day to day as if they wer e invulnerable … what trau-
matic events do is to abr uptly and obviously pr esent them with experi-
ence that leads to a br eakdown of these aspects of self-str ucture.

In this regard, Joseph is arguing that incongruence is not simply the
product of learned conditions of worth, but also a functional process
mediating the anxiety generated by the givens of everyday existence.
Certainly, this would resonate with the ideas of a number of existential
philosophers, such as Sartre (1956) or psychotherapists, such as van
Deurzen (2002), who locate much psychological distress in the realities of
human existence (e.g. the inevitability of death, feelings of loneliness etc.).
However, as Cooper (2004) points out, such an approach is very different
to the equation made by Rogers between mature forms of psychological
development and high levels of congruence between self and organismic
experience. In this respect, Joseph would seem to be calling into question
some of the most fundamental propositions of person-centred theory of
personality and its postulated possibility of living the good life.

Visions of the ‘good life’: the
fully-functioning person

In detailing his theory of personality and proposing incongruence as
the basis of all psychological breakdown, Rogers (1959) also provided a
theory of what he described as the fully functioning person. This the-
ory detailed the attributes of a hypothetical person whom he saw as the
‘ultimate in the actualisation of the human organism’ (1959, cited in
Kirschenbaum and Henderson, 1990a: p.250). The nature of such a per-
son was elaborated by Rogers, (1961), in a more detailed account of
what he termed ‘the good life’. So not only was there a description of
psychological disorder and personality breakdown within person-
centred personality theory, but also one of human potential and fulfil-
ment. This emphasis on potential was important, for it resonated with
Rogers’ determination to avoid a deficit based model of human func-
tioning and instead develop a method of working grounded in the poten-
tial for constructive growth and change toward an ultimate way of living.

A THEOR Y OF PERSONALITY AND INDIVIDUAL DIFFERENCE 39
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In describing what he regarded as optimal human functioning,
Rogers (1961) identified three broad attributes which, he proposed,
characterised the experiencing and behaviour of any fully functioning
individual. These are: a) openness to experience, b) living in an exis-
tential manner and, c) trust in organismic experiencing. Of course, few
actual individuals possess these qualities in their ultimate form. The
good life is more an ideal than a commonly realised state! 

Openness to experience

The fully functioning person is entirely congruent and hence in direct
conscious contact with the nature of all their experiencing at all times.
No processes of psychological defence are necessary in such circum-
stances, and the individual owns all his organismic experiences, painful,
anxious or otherwise. As part and parcel of this process, such a person
holds herself in unconditional positive regard, and therefore is not
attempting to satisfy any conditions of worth in her experiencing or
behaviour. The upshot of this is a complete openness to all experience,
positive or negative.

Living in an existential manner

With no need for psychological defensiveness, the fully functioning per-
son is able to live each moment anew, engaging fully in the present
rather than attempting to fit experience or behaviour to a schema ori-
entated around a particular self-concept or view of life. Living in the pre-
sent, rather than ruminating on the past or worrying about the future, is
seen as part and parcel of a flowing, ever-changing self-experience.

Trust in or ganismic experiencing

The third attribute of the fully functioning person is her capacity to
fully trust her organismic experience as a means of arriving at a deci-
sion regarding behaviour or action, rather than looking for external
codes or structures to provide guidance. For Rogers, this meant the
capacity to do what feels right in a given set of circumstances, trusting
her inner reactions to find satisfactory ways of acting. As he suggests
(Rogers, 1961: p.191):

If they ‘feel like’ expr essing anger they do so and find that this comes
out satisfactorily , because they ar e equally alive to all of their other
desires for af fection, af filiation, and r elationship…they r ealise how sur-
prisingly tr ustwor thy their inner r eactions have been in bringing about
satisfactor y behaviour.
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In detailing the attributes of a fully functioning person and their envisaged
good life, Rogers stressed the processes of experiencing rather than a
fixed range of characteristics or behaviours. This orientation is of great
significance to the vision being presented. Rather than viewing the
optimal state of human function as, say feeling or behaving in a specific
way, he viewed it in terms of an openness to experience and fluidity.
Hence, the fully functioning person is not seen as always happy, never
sad or angry, but completely open to their moment by moment experi-
encing. As such, he proclaims, it is a life not for the ‘faint hearted’ (1961:
p.196).

Box 2.4 The fully functioning person and Maslow’s 
self-actualised individual 

There are a number of similarities between the fully functioning
person described by Rogers and the conception of a self-actualised
individual first intr oduced by Maslow (1954). Both visions draw on the
notion of the fulfilment of capability and potential (which, of course, is
different for ever y person and dependent on other factors such as
context, personality etc.) and pr esent this as the ultimate goal of
psychotherapy (Patterson, 2000). However , while the concepts may be
similar, the ter m ‘self-actualisation’ has a ver y dif ferent meaning in
person-centred theor y to that used by Maslow , being concer ned with
the operation of the actualising tendency within the ‘self-concept’ only
(Guthrie-Ford, 1991). Maslow’s vision of self-actualisation r efers to
the fulfilment of the or ganism as a whole, not simply that of the self.
Hence, while the underlying concepts ar e similar , the ter minology is
not and as such, a vision of a ‘self-actualised’ individual is not the
same within the person-centr ed appr oach as the fully functioning
person. Indeed, Rogers deliberately avoided using the ter m
‘self-actualised’ because of the confusion it would cr eate. 

In this chapter we have explored the fundamental ideas proposed by
Rogers in relation to personality and motivation, as well as the explana-
tion these provide as to the cause of psychological disturbance. The
theory relies strongly on the notion of incongruence, and it is therefore of
little surprise to learn that the theory of therapy also outlined by Rogers
explores how, through therapeutic relating, a person-centred psycholo-
gist can assist a client to become increasingly congruent in his or her
experiencing. However, this is not an easy process and in Chapter 3 we
will explore some of the challenges a therapist (and client) may face in
undertaking such work. 

Gillon-3563-02.qxd  5/24/2007  10:36 AM  Page 41



42 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Summary 

• Rogers first outlined his theor y of personality and motivation in 1951,
although the definitive statement of his ideas was published in 1959. 

• Person-centred personality theor y proposes that fundamental to all human
endeavour is the actualising tendency , a biologically-based, pr o-social
motivating for ce ser ving to maintain and enhance the or ganism as an
entity.

• During infancy , a child initially evaluates his experiences in ter ms of how
they meet the needs of his or ganism as a whole. Thr ough interactions with
caregivers, he subsequently acquir es a self-concept str uctured around the
values he has lear ned from them. If these values associate some, but not
all, aspects of his experiences with positive r egard, he becomes only par-
tially accepting of himself. His positive self-r egard is conditional, and he
has acquir ed conditions of wor th. 

• Due to the child’s need for positive self-r egard, he attends primarily to
experiences that make him feel good about himself (i.e. those that of fer
him positive self-r egard), neglecting those that do not. Those or ganismic
experiences that do not of fer positive self-r egard gradually become dis-
owned, and the child begins to no longer identify as his own, experiences
that conflict with his conditions of wor th. 

• When or ganismic values and those of the self-concept conflict, a state of
incongruence emerges. Due to the actualising tendency , the individual
strives to maintain consistency of the ‘self-concept’ by unconsciously
denying or distor ting conflicting or ganismic experiences. 

• When the pr ocesses of denial or distor tion fail, in childhood or adulthood,
the incongr uence is experienced thus cr eating a state of psychological
disturbance. Psychological dif ficulties ar e thus a pr oduct of incongr uence. 

• More r ecent work has highlighted the blocks to the pr ocessing of experi-
ence as an alter native to explanations citing intr ojected conditions of
worth as the sole cause of incongr uence. 
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THREE A Person-centr ed Theor y of
Psychological Therapy

Introduction 

As we saw in the previous chapter, Rogers’ (1959) theory of personality
posited incongruence between organismic experiencing and the self-
concept as the sole cause of all psychological disturbance. Following on
from such a view, it is the reduction of incongruence that is associated
with greater psychological well-being and, as such, provides the rationale
for a person-centred approach to psychological therapy. In this chapter
we shall explore the person-centred therapeutic approach, highlighting
how it works to reduce incongruence in the ways initially described
by Rogers (1957), as well as those subsequently developed by others
within the framework (e.g. ‘experiential’ practitioners)

A theor y of therapy
Since first outlining his ideas for psychotherapy in the early 1940s, Carl
Rogers consistently highlighted the role of the relationship between
client and counsellor as of primary significance in therapeutic practice.
This was a stance that evolved from his own experiences of working as
a psychologist, and informed by his awareness of a wide range of other
psychological theories and approaches. Rogers saw an effective thera-
peutic relationship as denoted by the presence of a systematic series of
counsellor attitudes in conjunction with certain factors primarily linked
to the client. If each of these dimensions were in place, he argued it was
inevitable that psychological growth would occur.

In 1957 he published a paper entitled ‘The Necessary and Sufficient
Conditions of Therapeutic Personality Change’ in which he detailed six
conditions which were ‘necessary and sufficient’ for psychological change
to occur within a client. Rogers deliberately used the word sufficient to
make it absolutely clear that these conditions, if met, were enough to
produce change. Nothing else was needed. Indeed, he saw further tech-
niques or methods drawing on the expertise of the therapist (such as
advice-giving or interpretations) as an irrelevant sideshow.

This paper is now known as his integrative statement (Wilkins, 2003)
because it was designed to be relevant to all psychotherapy and drew
on research and analysis from a range of psychological approaches, not
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simply person-centred therapy. Hence, Rogers’ (1957) proposition was
that any relationship possessing the conditions he specified would produce
psychological change within the client, irrespective of whichever psycho-
logical approach was employed. For him, psychoanalytic and behaviourist
approaches would be equally effective if the relationship between client
and therapist possessed the same qualities, and in the same measures, as
those offered within a person-centred therapeutic context. What really
mattered was the relationship a therapist had with his or her client, with
psychological change guaranteed if this relationship met the following
conditions (Rogers, 1957: p.96):

1. Two persons are in psychological contact.
2. The first, whom we shall term the client, is in a state of incongru-

ence, being vulnerable or anxious.
3. The second person, whom we shall term the therapist, is congruent

or integrated in the relationship. 
4. The therapist experiences unconditional positive regard for the client.
5. The therapist experiences an empathic understanding of the client’s

internal frame of reference and endeavours to communicate this
experience to the client.

6. The communication to the client of the therapist’s empathic under-
standing and unconditional positive regard is to a minimal degree
achieved.

Although there is some discussion over the precise terminology of the
conditions as stated (c.f. Embleton-Tudor et al., 2004), the emphasis on
relationship is clear. In general, the 6 conditions are considered as to
have two basic components, those associated with the actions and expe-
riences of the therapist (conditions 3, 4 and 5), and those linked to the
client’s experiences and capacity to engage in a therapeutic relationship.
Conditions 3, 4 and 5, the so-called ‘therapist conditions’ (Barrett-Lennard,
1998) are often termed the core conditions, and are those most often
referred to within other therapeutic orientations (e.g. Egan, 1998) as well
as providing the focus for much research and analysis (e.g. Norcross,
2002). They are seen as core because they concern the conduct of the
therapy by the therapist and are therefore often seen as the vehicle
through which change is enabled. Each is seen to play a different, but
equally important, part in facilitating a client to become more congruent. 

The ‘cor e’ conditions
The core conditions of empathy and unconditional positive regard
present a considerable challenge to the person-centred practitioner, for
they are not formulated as skills to be acquired, but rather as personal
attitudes or attributes ‘experienced’ by the therapist, as well as com-
municated to the client for therapy to be successful (this latter require-
ment is stated in condition 6). Congruence (condition 3) is somewhat
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different but again seen as a quality of the therapist, rather than an
action or skill. This emphasis on personal attributes served to counter-
act any existing notions that person-centred therapy was simply a
mechanistic process of non-directive repetition in the presence of
warmth (as often simplistically understood). However, in placing the
emphasis upon the therapist to experience particular qualities, and to
communicate these in such a way that is, at the very least, minimally
achieved (condition 6), Rogers highlighted the very personal nature of
the therapeutic relationship he envisaged. 

For Rogers, therapeutic work is an inherently personal task with its
success wholly dependent on the capacity of the therapist to enter into
an experiential relationship with a client, not to hide behind professional
masks or intellectual expertise. This capacity is not acquired through
formalised academic learning or by training to be a professional psy-
chologist (although such knowledge is important to support such work),
but through self-development and personal growth activities, such as
group and personal therapy. Indeed, he later described this capacity,
once developed, as a ‘way of being’ (Rogers, 1980), suggesting at times
that the very ‘presence’ of another person offering these qualities is suf-
ficient for psychological change to occur (Rogers, 1986). 

Box 3.1 Non-directivity and the therapeutic r elationship

Although often not stated dir ectly, the principle of non-dir ectivity is
often seen to r emain at the hear t of Rogers’ person-centr ed appr oach
to therapy (e.g. Grant, 1990). It is enmeshed in the 6 conditions
identified by Rogers in 1957, and in par ticular the conditions of
therapist empathy and unconditional positive r egard. In being committed
to of fering these attitudes, a person-centr ed counsellor does
not attempt to take contr ol of a client’s experiencing by diagnosing
particular psychological disor ders or by instr ucting a client how best
to deal with the pr oblems he or she encounters. Instead, the client is
viewed as the exper t on his or her own life, and accor dingly suppor ted
to exer cise autonomy in making choices (Mer ry, 1999), As a r esult of
this non-dir ective appr oach, the client is enabled to gr ow in
accordance with his or her unique attributes, and fully tr usted in this
process by the counsellor . A commitment to non-dir ectivity r epresents,
at its most basic, a fundamental person-centr ed belief in the client’s
actualising tendency , or in other wor ds her capacity to function as an
autonomous, constr uctive and self-r egarding being. 

The notion of non-dir ectivity is a highly contr oversial aspect of
person-centred theor y, with critics such as Kahn (1999) ar guing that it
renders a  therapist passive in the face of all client desir es or intents,
as well as denying the inevitable impact of the counsellor’s own views

(Continued)
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(Continued)

and ideas on the counselling pr ocess itself. However , Mear ns and
Thorne (2000) pr opose that the whole question over non-dir ectivity is
misplaced, and that as in the 1940s the idea is often misinterpr eted
as a behaviour rather than an attitude or principle. Instead it is better
seen, as Mer ry (1999) suggests as ‘a general non-authoritarian
attitude ... it r efers also to the theor y that the actualising tendency
can be foster ed in a r elationship of par ticular qualities, and that
whilst the general dir ection of that tendency is r egarded as constr uc-
tive and cr eative, its par ticular characteristics in any one person can-
not be pr edicted, and should not be contr olled or dir ected’ (pp.75–76).

Empathy
Empathy is perhaps the most well-known of Rogers’ therapeutic con-
ditions, and is certainly the one which attracted the most attention in
the early stages of the approach (Raskin, 1948, Patterson, 2000). The
key characteristic of empathy is understanding another person’s sub-
jective reality as she experiences it at any given moment. This requires
an orientation toward the client’s ‘frame of reference’, a phenomeno-
logical term used to describe the particular issues, concerns and values
that are relevant to that individual in that moment. It is thus an atti-
tude through which the therapist strives to ‘enter the client’s private
perceptual world and [become] thoroughly at home within it’ (Rogers,
1980: p.142). In other words, empathy is the experience of trying to
fully understand another person’s world. 

In contrast to sympathy, which involves a sharing of outlook or expe-
rience, empathy requires a ‘bracketing’ (Cooper, 2004) or setting aside,
by the practitioner, of his own experiences, attitudes and ideas, with a
focus, instead, on trying to understand how another person is feeling
and thinking. From a therapist’s point of view, an empathic attitude is
a desire to understand a client’s perceptual world as if it was his or her
own (Rogers, 1959). The term ‘as if’ is important here, for it denotes
that empathy is about deeply understanding a client’s experiences
while at the same time not forgetting that they reside within the client
(McMillan, 1997). This recognition allows a counsellor to maintain the
separation between his or her own experiences and those of another
(Tolan, 2003), something which is of paramount importance to avoid
confusion and misunderstanding. 

Being empathic 

The most common method of experiencing empathy is to listen to closely
to what a client is saying, not only through words, but also through all
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forms of non-verbal and bodily communication. For Brodley (2001, p.18)
the targets of empathic understanding are thus a ‘client’s perceptions,
reactions, and feelings, and the ways in which the client as a self or per-
son is an agency, an actor, and active force – a source of actions and
reactions’.

Empathic understanding is only effective in person-centred terms if it
is effectively communicated (condition 6) to a client, a process that
ensures the client knows that the therapist understands how he feels as well
as checks the extent to which the empathy expressed is accurate. There are
a number of common mechanisms employed within person-centred ther-
apy to achieve this. Perhaps the most familiar of these is reflecting back,
or paraphrasing, a client’s personal experiencing (which can include,
thoughts, feelings and, indeed, motivations for future actions; Bohart &
Greenberg, 1997). In order to ensure accuracy, however, any kind of
empathic statement has within it the implied question ‘is this how it is for
you?’ (Barrett-Lennard, 1998). Indeed, Rogers steered away from the use
of the term ‘reflection’ in relation to empathy, preferring instead phrases
such ‘testing understandings’ or ‘checking perceptions’. These he argued,
were more accurate descriptions of what was actually occurring in the
moment by moment tracking of a client’s frame of reference at any given
moment (Rogers, 1986). 

Box 3.2 Example of empathic r eflection

C: I have been having a dr eadful time r ecently, what with all the
disruption at home and work. It just seems as if things couldn’t
get much worse.

T: So, it’s been a ter rible both at home and at work. It seems to be
coming at you fr om all sides. Things couldn’t get any mor e awful
than they ar e at the moment?

C: Yes, I’m at my wits end (becoming tear ful).

In this example, the client (C) describes a view of her situation,
indicating that her r ecent ‘dr eadful’ time is linked to ‘disr uption’ at
home and at work. Rather that ask for mor e details as to the natur e
of the disr uption cited, or why it has had such an ef fect (as, per haps,
may be expected in nor mal conversation), the therapist (T) of fers an
empathic r eflection of the client’s experiences. This allows the client
to experience the therapist’s understanding of her feelings (‘I’m at my
wits end’), a pr ocess which deepens the extent to which she contacts
her or ganismic experiencing (i.e. the feelings that invoke tear fulness). 

Despite the emphasis on reflection, Bozarth (1984) has suggested the
attitudinal basis of empathy within the person-centred framework allows
for a far greater range of empathic responses than often acknowledged.
He argues that the person-centred therapist should actively strive to
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develop what he terms as idiosyncratic modes of empathy which are
(1984: p.75) ‘not standardised responses but idiosyncratic to the
persons and interactions between the persons in therapy sessions. Such
modes are learned by therapists as they are allowed to affirm their per-
sonal power as therapists … the equating of reflection with empathy
has restricted the potency of therapists. The focus on empathy as a ver-
bal clarification technique limits the intuitive functions of therapists’.

In suggesting the empathic attitude is idiosyncratic, Bozarth makes
it clear that therapists must learn to use their intuitive experiencing
as part of the empathy process, and hence employ methods such as
metaphors, similes, questions, silences and personal reflections to
relate their understanding to the client. Such methods, which may
often be experienced as risky as they do not offer a certain outcome
(Bozarth, 2001) and can evoke (Rice, 1974) an aspect of organismic
experiencing not previously acknowledged. Indeed, for Cooper (2001)
empathy is not simply a cognitive or affective process but also a bodily
one involving physical sensations (such as feelings of nausea). Bodily
sensations, when experienced by a therapist, may empathically res-
onate with a client’s own bodily experiencing at a particular moment
in time, thus providing an important vehicle for empathic under-
standing. Forms of physical posture and gesture that mimic, inten-
tionally or otherwise, a client’s bodily presentation may also be
considered as inherent elements of a truly empathic relationship.
Indeed, Cooper argues that there is much evidence to indicate such a
mimetic process is what he terms ‘an innate and instinctive human
capability’ (p.224). For the therapist, therefore, the issue is less of
how to develop embodied methods of empathising and more how can
such natural forms of relating be (2001: p.224) ‘allowed to emerge’ in
the context of a therapeutic process.

The role of empathy in facilitating
change

When situated within a person-centred therapeutic relationship, empa-
thy is seen by some to play a curative role (Warner, 1996) in facilitating
psychological growth. For Rogers (1959), this role links primarily to the
act of clarifying and checking (i.e. reflecting back), a process which
encourages a client to enter more deeply into his or her personal expe-
riencing. As the therapist attempts to understand the client’s inner
world, her empathic responses serve to assist the client to contact (Warner,
1996) personal feelings, for example, to clarify the extent to which the
therapist’s description maps onto an aspect of organismic experiencing
previously denied or distorted. As a result of this process, the client
moves deeper into what is felt at an organismic level, perhaps for the
first time recognising or conceptualising a particular experience (e.g. fear)
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that was not previously acknowledged within the self (i.e. something
that I, as a person, feel). In doing this, she is potentially able to inte-
grate these new felt experiences into her view of who she is (i.e. her
self-concept). This process relieves the tension or anxiety produced by
the incongruence between self and organismic experience, thus facili-
tating psychological change.

Over the years, many theorists have attempted to explicate in greater
detail the role and nature of empathy as part of the therapeutic endeav-
our (Wilkins, 2003). Vanerschot (1993) has attempted to draw together
a number of strands of such work in proposing a framework for under-
standing how empathy works to produce a number of micro-processes
in the client. For Vanerschot, empathy works in three ways. Firstly, an
empathic climate created by a therapist serves to foster self-acceptance
and trust by the client through the experience of being understood and
accepted by another. This works to counteract her lack of positive
self-regard. Secondly, as discussed previously, the concrete empathic
responses (e.g. reflecting a feeling) made by a therapist serve to
enhance and facilitate a client’s experiencing by assisting her to move
further into her organismic experiencing (Brodley, 1996). Such
responses may relate to aspects of a client’s experience that are at the
very edge (Gendlin, 1974) of her conscious awareness (i.e. poorly
denied or distorted) and hence involve the therapist using responses
such as exploratory questions (e.g. ‘I wonder if there is something else
other than anger in how you feel at the moment’), empathic guesses (‘I
guess you must feel pretty sad that she has left you’) and experiential
responses (e.g. ‘I don’t know why but I feel very tearful when you
speak about your father’). Such responses are often termed ‘deep’ or
‘advanced’ empathy (Mearns and Thorne, 1999) to denote the way that
they relate to an aspect of the client’s experiencing that was not directly
being addressed or acknowledged until that point. 

Finally, all empathic responses to a client have a cognitive effect,
assisting the client to also re-organise the meanings of the experiences
being processed. This is the third element identified by Vanerschot
(1993), and is a product of assisting the client to focus his or her atten-
tion on particular experiences, to recall information relating to an
experience or to organise information in a more differentiated and
elaborative manner. From such a perspective, the therapist may be seen
as, Wexler (1974) suggests, a ‘surrogate information processor’, whose
empathic responses facilitate a process of cognitive re-organisation and
re-structuring. 

Unconditional positive r egard 
Although empathy is seen by many as the primary, change-related dimen-
sion of person-centred therapy, unconditional positive regard has also
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been proposed by some (e.g. Bozarth, 1998; Wilkins, 2000) as the
fundamental element of the relationship specified by Rogers (1957). In
contrast to the long history enjoyed by empathy as part of Rogers’
approach, the concept of unconditional positive regard did not emerge
until the mid-late 1950s, having previously been referred to as accep-
tance, warmth, prizing and respect (Bozath, 2002). Indeed, the terms
are still often used interchangeably, although for some (e.g. Purton,
1998) the differences in meaning between them introduces a concep-
tual confusion regarding what each actually involves.

For the majority of person-centred practitioners, unconditional posi-
tive regard, along with the various terms equated with it, simply refers
to the experiencing and offering of a consistently accepting, non-
judgemental and valuing attitude toward a client (Lietaer, 1984). For
Brazier (1993) this may best be considered as a form of non-possessive
‘love’, a warm acceptance of the client as he is in any given moment,
not judging, instructing or neglecting. The term ‘unconditional’ is thus
used to denote this quality – nothing is required of a client for her to
be viewed in a positively regarding manner. 

Offering unconditional positive r egard

Unconditional positive regard is perhaps the most challenging of all
the conditions to meet and thus to offer. Indeed, in discussing how to
experience and communicate it, the majority of training materials (e.g.
Tolan, 2003) concentrate on what is not unconditional positive regard,
rather than what it is! Despite this, offering unconditional positive
regard often relies on listening and responding non-judgementally to
whatever a client is experiencing at a given moment. Although this may
imply a passive quality, unconditional positive regard is a more active,
openly warm, valuing process. Indeed, Freier (2001) argues that the
term positive is used deliberately to indicate the warm nature of the
experience, rather than a cold form of passive acceptance indicating
‘neutral passivity’. What this means, in practice, is that in offering
unconditional positive regard, the counsellor actively strives to warmly
value the client in all aspects of his or her experiencing. As Brodley and
Schneider (2001: pp.156) suggest:

Client-centred therapists consciously cultivate a capacity for uncondi-
tional acceptance towar ds clients r egardless of the client’s values,
desires and behaviours. The UPR capacity involves the ability to main-
tain a war m, caring, compasionate attitude and to experience those feel-
ings towar d a client r egardless of their flaws, crimes or moral dif ferences
from oneself.
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Box 3.3 Is unconditional positive r egard possible?

The idea of unconditional positive r egard has been str ongly criticised by
various theorists (e.g. Masson, 1992) who ar gue that it r equires a
therapist to withhold any moral judgements on another individual’s
actions. This, they suggest is impossible as well as politically
unacceptable. Cer tain for ms of behaving (e.g. violence towar d others)
are wrong and should not be accepted. As someone’s ‘self’ cannot be
separated fr om her ‘behaviour’ (Pur ton, 1998), it is not possible to
offer unconditional positive r egard to an individual’s inner experiences,
while not condoning what they do. Hence, as Seager (2003: p.401)
proposes, ‘unconditional positive r egard is impossible in any human
relationship’.

For person-centr ed practitioners, such a view of unconditional
positive r egard fails to r ecognise a number of impor tant aspects
regarding its place within the person-centr ed therapy. Firstly , as with
all the cor e conditions, it is not an experience that a therapist is
viewed as able to have all the time when relating to a par ticular
client. This misappr ehension is per haps a pr oduct of its name, which
has an absolute, either or quality that does not r eflect the flowing
process of any r elationship within which the conditions ar e upheld to
different extents at dif ferent times (Rogers, 1957). Secondly , no act
or experience is inherently unacceptable , and a therapist’s capacity
to of fer unconditional positive r egard is a pr oduct of his social,
cultural and individual values. Thus the experiencing of unconditional
positive r egard is linked to a therapist’s own moral standpoints. It is
also enmeshed with the level of his own self-acceptance, for our
capacity to unconditionally value another stems fr om our capacity to
understand, and accept, ourselves in all of our flaws (Mear ns and
Thorne, 1999). Such understanding and self-acceptance enables
us to experience a client in a non-defensive manner , and hence to
look behind (Wilkins, 2000) an unacceptable behaviour or attribute
to understand the psychological suf fering or pain underlying it. Of
course ther e are occasions in therapeutic r elationships when this is
not possible, for example, when a par ticular client is encounter ed
who presents a par ticularly power ful challenge to the moral stance
we uphold. For Wilkins (2000), within such cir cumstances we ar e
able to r ecognise our limitations, which in tur n allows us to find
the most appr opriate way of enabling that client to be transfer red
to a dif ferent therapist who, as a r esult of his or her own unique
personality, may view the situation dif ferently, or indeed may have
the capacity to of fer a gr eater level of unconditional positive r egard.
Thus, fr om such a standpoint, unconditional positive r egard is not
impossible, but dependent upon the match between therapist and
client.
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The role of unconditional positive r egard
in facilitating therapeutic change

Unconditional positive regard works, as part of the therapeutic rela-
tionship, by diminishing conditions of worth which are at the root of
the incongruence between organismic experience and the self. As con-
ditions of worth are acquired through a conditionally valuing relationship,
unconditional positive regard is seen to stimulate the exact opposite, a
climate of unconditional acceptance and warmth. It is the very uncon-
ditionality of this climate that promotes growth, for it enables the
processes of psychological defence to be reversed. This reversal is sim-
ply a product of the degree of threat presented by conditions of worth
being gradually eroded by the presence of an unconditionally warm
and accepting other (Rogers, 1959). 

The role of unconditional positive regard is enmeshed with the processes
of empathy. In contacting denied or distorted organismic experiencing
that is then unconditionally accepted and valued by a therapist who
is empathically attuned, the client is able to feel fully accepted and
thus develop a greater sense of positive self-regard. As Lietaer suggests
(2001: p.105), unconditional positive regard thus produces ‘a high
level of safety which helps unfreeze blocked areas of experience and to
allow painful emotions in a climate of holding … self-acceptance, self-
empathy and self-love are fostered’. When these are empathically
received, the client is able to re-configure his or her self-concept to
encompass greater levels of organismic experiencing, thus reducing the
incongruence at the root of her distress. 

Congruence
Like unconditional positive regard, the concept of congruence emerged
in the 1950s and was first introduced in Rogers’ personality theory
(1951) to denote the state in which the self and organismic experienc-
ing are aligned (i.e. the opposite of incongruence). It was subsequently
identified as of relevance to therapy within Rogers’ (1957) theory of the
necessary and sufficient conditions of therapy. Congruence, as part of
these conditions, is formulated as a state of being required of the ther-
apist within the counselling relationship (i.e. ‘the second person, whom
we shall term the therapist, is congruent or integrated in the relation-
ship’ Rogers, 1957). By contrast, the client within such a relationship is
incongruent (‘the client, is in a state of incongruence, being vulnerable
or anxious’ (Rogers, 1957). He thus defined congruence in therapy as
meaning:

that the therapist is his actual self during his encounter with his client.
Without facade, he openly has the feelings and attitudes that ar e flow-
ing in him at the moment. This involves self-awar eness; that is, the
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therapist’s feelings ar e available to him – to his awar eness – and he is
able to live them, to experience them, in the r elationship, and to com-
municate them if they persist. (Rogers, 1966: p.185)

Congruence thus refers to the therapist’s capacity to be aware of the
full extent of her own organismic experiencing (unlike the client who is
still incongruent). Although the term congruence was used interchange-
ably with other adjectives such as authentic and genuine, Rogers
regarded the requirement for the therapist to be attuned to actual self as
the most fundamental of all the three core conditions (Rogers and
Sanford, 1984). He saw no role for professional façade nor the imper-
sonal relating often associated with a lack of self-development (or incon-
gruence) on behalf of the therapist.

Being congr uent

The condition of therapist congruence is the least understood of all the
core conditions and has been open to considerable misunderstanding
and misinterpretation over the years (Wyatt, 2000). Although the mean-
ing of congruence is not in doubt, being a state where a therapist is not
subject to incongruence between self and organismic experiencing,
there are a number of areas of debate surrounding what this actually
involves in terms of therapeutic practice. Perhaps the most controver-
sial of these is the extent to which a therapist communicates his or her
inner organismic experiencing (e.g. feelings of anger, or sadness) to her
client. This controversy stems right back to the work of Rogers, who
viewed the expression of genuine feelings as part and parcel of being
congruent within a therapeutic relationship (Rogers, 1959). Yet, for
Lietaer (1993), a therapist’s inner awareness of her ongoing experienc-
ing must be differentiated from the outer expression of this experiencing.
For him, these are two different things, and only when taken together rep-
resent the therapist’s genuineness (or congruence) in the relationship.
From such a standpoint, the congruent practitioner must be aware of
these different elements and attend to each within the therapeutic
encounter.

One of the key issues arising from the distinction between an aware-
ness of organismic experiencing (e.g. feeling sad) and the expression of
such experiencing is an important one, how each relates to the other,
particularly in terms of what inner experiences to disclose, and how
(e.g. Tudor and Worrall, 1994, Barrett-Lennard, 1998). It is one thing for
a therapist to recognise and acknowledge within herself a particular
experience with a client (e.g. ‘Gosh, I feel so sad when she talks about
her Mother’). It is a very different matter to determine when and how
to express this experience to that client. Certainly, in discussing the
expression of therapists’ feelings and experiences in therapy with a
client, Rogers (1966: p. 185) urged caution:
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[congruence] does not mean that the therapist bur dens his client with
the over t expr ession of all his feelings, nor does it mean that the ther-
apist discloses his total self to the client. It does mean, however , that
the therapist denies to himself none of the feelings he is experiencing
and that he is willing to experience, transpar ently, any persistent feel-
ings that exist in the r elationship and to let these be known to the
client. It means avoiding the temptation to pr esent a façade or hide
behind a mask of pr ofessionalism, or to assume a confessional-
professional attitude. 

For Rogers, it is only persistent inner experiences that should be expressed
to a client, nothing else. Such feelings may be either positive or nega-
tive, although both can be of vital importance in supporting the other
core conditions (empathy and unconditional positive regard). For
Rogers, it was far more important to admit to feeling, say, bored or frus-
trated, than attempt to pretend to a client that everything was OK.

Although the cautious expression of persistent personal feelings
within a therapeutic relationship is advocated by the condition of con-
gruence, this aspect of the approach presents a significant challenge to
other therapeutic models in the counselling psychology or therapeutic
field (Greenberg and Geller, 2001). Certainly the idea that professional
psychologists or therapists express how they personally feel at times can
seem a highly threatening prospect, particularly if it involves the
admission of feelings that may imply weakness, confusion or vulnera-
bility. These can seem so different to the distant, objective perspective
that is often a part of a professional psychological activity. It can also
open a psychologist up to charges of over-involvement and, potential
inappropriateness. 

Much concern over the potential expression of personal experiencing
advocated by the condition of congruence stems from the way in which
the disclosure of feelings by a therapist is often associated with an
undisciplined process that Haugh (2001) calls the ‘I felt it so I said it’
syndrome. Yet, a therapist simply stating what he feels at any indis-
criminate moment in time is certainly not what a person-centred
approach advocates (Brodley, 1998), and a general rule of thumb in psy-
chological therapy generally would be that saying less (not more) is to
be valued.

The role of congr uence in facilitating
therapeutic change

For Rogers, congruence was the most important therapist condition due
to the way that it underpins the experiencing of unconditional positive
regard and empathy. Without congruent awareness of his own organis-
mic experiencing, it is highly likely that a therapist’s own experiences
in relation to a client will be influenced by his own incongruence,
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and thus conditions of worth. This will inhibit his experiencing and
communication of both empathy and unconditional positive regard in
ways such as, a) his failure to recognise (and thus empathise with) a
personally denied emotion that is being expressed by a client, b) his
reaction (e.g. anger) to a client which is distorted into another feeling
(such as excitement), and c) his judgemental feelings about aspects of a
client’s experiences (such as racist assumptions) due to his own condi-
tions of worth regarding race.

By not being fully aware of his own organismic experiencing, the
incongruent counsellor potentially makes life very difficult for herself and
her client. This, for Mearns and Thorne (1999), highlights the impor-
tance of counsellor self-acceptance, as the more fully a practitioner can
accept himself, the fewer conditions of worth that will inhibit the
empathy and conditional positive regard he experiences in relation to
his clients. Certainly, a counsellor who is highly congruent and self-
accepting appears to practice what she preaches and her words and
actions match up. Incongruence (or a lack of self-acceptance) has a dif-
ferent flavour, often manifesting in an inconsistency between what is
being said and what is being expressed in other ways (e.g. tone, gesture,
posture etc.). The reason for this is that the counsellor is, essentially,
not fully aware of some of her own reactions (e.g. anger) which are
being felt at an organismic level. These reactions that cannot neces-
sarily be hidden from others can therefore be seen in unanticipated
ways (Grafanaki, 2001) indicating, directly or otherwise to the client,
that what is being said is not the whole picture. Such inconsistencies
can have a considerable impact on a client’s trust for the counsellor,
potentially inhibiting a client’s preparedness to experience her thera-
pist’s empathy and unconditional positive regard as fully as she may.
In such circumstances the counsellor may not be seen as sufficiently
trustworthy for her empathy and unconditional positive regard to be
received.

The cor e conditions as a
single condition?
Although it is possible to examine each of the core conditions in terms of
their unique contribution to the process of person-centred therapy, it is
misleading to consider any one of these as distinct from each of the oth-
ers (Merry, 2004). The roles of empathy, congruence and unconditional
positive regard are entirely interlinked within person-centred therapy,
each supporting the others to invoke the climate of safety and under-
standing that is pivotal to reducing client incongruence. They make up
part of a system that, from this perspective, is so interdependent it may
better be considered as one single condition in itself. Certainly for Mearns
and Cooper (2005), it is the combination of empathy, unconditional
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positive regard and congruence that allows a therapist to experience
what they term ‘relational depth’ when with a client. This they describe
as (2005: p.36):

A feeling of pr ofound contact and engagement with a client, in which
one simultaneously experiences high and consistent levels of empathy
and acceptance towar d that Other, and relates to them in a highly trans-
parent way . In this r elationship, the client is experienced as acknowl-
edging one’s empathy , acceptance and congr uence – either implicitly or
explicitly – and is experienced as fully congr uent in that moment.

Although, from such a perspective, it is possible to break down the
experience of relational depth into the component parts of empathy,
unconditional positive regard and congruence, Mearns and Cooper argue
that these are in fact ‘facets of a single variable: relational depth’ (2005:
p.36), rather than discrete variables in themselves. As a result, they
emphasise the power of the core conditions as something that arises
from the integration of these qualities into a particular way of being,
rather than viewing each as something that may be assured indepen-
dently of the others. 

Despite the importance of the core conditions in the person-centred
approach to therapy, it is also important to remember that three fur-
ther attributes were also specified by Rogers (1957) as ‘necessary and
sufficient’ for change to occur. These will be explored in the following
section.

The conditions of psychological
contact, client incongr uence and
therapist communication
As well as the conditions of empathy, congruence and unconditional
positive regard, Rogers (1957) proposed that psychological change
within the client was dependent upon, a) psychological contact between
counsellor and client being established, b) the client being incongruent
and experiencing anxiety or vulnerability and, c) the successful com-
munication, even to a minimal degree, of the therapist’s empathy and
unconditional positive regard. Although these conditions are less con-
cerned with the actions and attitudes of the therapist, they are instru-
mental in the relationship that is enacted between client and counsellor,
and therefore of paramount importance in the therapeutic work under-
taken. They are often termed the ‘relationship conditions’ (Sanders and
Wyatt, 2001) because they refer to the minimal requirements any thera-
peutic relationship must meet in order for psychological change to
occur (assuming the core conditions are also present).
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Box 3.4 The case of the ‘lost’ conditions

Have thr ee of the six conditions for therapy specified by Rogers been
lost? Keith T udor (2000) cer tainly thinks so. He ar gues that the way
in which the person-centr ed theor y of therapy is so often associated
with the thr ee core conditions has become a major pr oblem for the
approach, and par t of the r eason why the str ong psychological basis
of the theor y is often neglected. He goes on to pr opose that the loss
of the non-core conditions has lead to a significant dumbing down
(2000) of the theor y itself. Cer tainly, Rogers never ter med any of the
six conditions core nor specified that any was mor e impor tant than
others (as implied by the ter m core itself!). Such a view distor ts the
way in which each of the six conditions ar e essential for
therapeutic change to occur , as well as the extent to which person-
centred theor y of therapy involves far mor e than simply a description
of therapist’s actions or attitudes.

Psychological contact

The first condition of therapy as defined by Rogers (1957) is that two
persons are in psychological contact. For Rogers, this condition stipulated
that an acknowledged interaction was required for successful therapy to
take place. Certain aspects of contact were thus necessary, such as basic
attentional and perceptual functioning, and the capacity to communi-
cate with, as well as perceive, another person. Unless this pre-condition
(Rogers, 1957) is met, and this is by no means guarantee, none of the
other conditions can be fulfilled. Therapy, as a result, will most proba-
bly be ineffective. 

On the basis of its apparent obviousness, psychological contact was, for
many years, generally assumed within person-centred practice. Hence this
condition became seen as the ‘backing vocals’ to the core conditions
offered by the therapist (Sanders and Wyatt, 2001). However, theoretical
work by person-centred practitioners such as Prouty et al. (2002) have
highlighted a number of reasons why psychological contact cannot always
be assumed. For example, highly disturbed clients with (psychotic) delu-
sional experiencing or those with low-level functioning (e.g. people with
advanced dementia) are often unable to establish full, relational contact
with another person in a consistent manner. As a result, psychological
contact is now often seen, not a dichotomous construct (i.e. being either
present or not present – as implied by the wording of Rogers’ condition 1),
but as one that can vary in accordance with a client’s level of psychological
disturbance and cognitive functioning (Mearns, 1997).
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Although some clients, by virtue of their disturbed psychological state,
are what Prouty et al. (2002) term ‘contact-impaired’ to the extent that
they are unable to engage in any therapeutic relationship (and thus
require a process he terms ‘pre-therapy’), others are more able to min-
imally establish contact with a therapist and vice versa. Such individu-
als often have considerable levels of incongruence and are liable to
rigid processes of denial and distortion. Hence, psychological contact is
often limited and therapy subject to considerable fluctuation in the
degree to which contact is present or otherwise. The issue of psycho-
logical contact is an important area of work within the person-centred
framework, and provides a framework allowing many of the severe
psychological disturbances commonly associated with psychiatric (i.e.
medical) definitions, such as personality disorders and psychoses, to be
understood and addressed from a person-centred perspective. These
will be explored in more depth in Chapter 5. 

Communication

Condition 6 is often seen as the other side of the requirement to establish
psychological contact. This condition (Rogers, 1957) states that, ‘the com-
munication to the client of the therapist’s empathic understanding and
unconditional positive regard is to a minimal degree, achieved’. Thus it
is the client’s capacity to perceive the communication of the therapist’s
empathy and unconditional positive regard that is stressed as also a
necessity for therapeutic change to occur. Hence, as well as basic con-
tact, the client must be able to experience the therapist’s empathy and
unconditional positive regard.

Although the term ‘minimally achieved’ indicates that these qualities
do not have to be perceived in significant terms (irrespective of the extent
to which they are communicated by the therapist), the requirement is
that they must be experienced to some extent as part of the therapeutic
endeavour for psychological change to occur. For clients unable to
establish any degree of psychological contact with a therapist, experi-
encing the counsellor’s empathy and unconditional positive regard will
be impossible and effective therapy is thus highly unlikely. Similarly,
clients whose level of disturbance is high or cognitive functioning low
will experience only minimal levels of the therapist’s empathy and
unconditional positive regard. In such circumstance it is probable that
change will be slow and difficult.

Client incongr uence

As well as stipulating that the therapist must be ‘congruent or inte-
grated’ in the relationship, Rogers (1957) added a second criterion, con-
dition 2, linked to the notion of incongruence. This states that ‘the client
is in a state of incongruence, being vulnerable or anxious’, a condition
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which thus makes it necessary for the client to have a need for change,
a need emerging from the uncomfortable experience of the vulnerabil-
ity or anxiety (these are catch-all terms used to denote the experience of
psychological distress) produced by incongruence. The notion of need is
important, for the condition implies that, as a result of the experience of
vulnerability or anxiety, the client is aware that he or she is encounter-
ing difficulties (Singh and Tudor, 1997). Embleton-Tudor et al. (2004) go
on to argue that such awareness is, in essence, a self-identified sense of
something being wrong which serves to motivate a decision to seek
help. Hence, the condition may be seen as stipulating a client’s willing-
ness or consent to engage in the counselling process. 

Of course there are situations where people are ‘sent’ to see a thera-
pist, perhaps by an employer, parent or other senior figure. However,
if the client in such circumstances does not experience themselves as
anxious or vulnerable (such as in instances where the process of denial
and distortion are working effectively to maintain the self-concept as it
is) person-centred therapy is not guaranteed to produce change. A sim-
ilar outcome is likely in individuals who are not significantly incon-
gruent, and thus not anxious or vulnerable. Such individuals are seen
to have sufficient positive self-regard and thus have no requirement (at
that moment) for a therapist’s empathy or unconditional positive regard.
Although a therapeutic relationship may be helpful in talking through
issues or concerns, further change is not certainly inevitable even if,
indeed, it is possible. 

Ways of person-centr ed working
In simply describing six ‘necessary and sufficient’ conditions for psy-
chological change to occur, Rogers provided much potential for vari-
ability in how these processes would be enacted within the therapeutic
context. As such, differences in therapeutic standpoint and practice
were implicit within his original theory (which, in its 1957 presenta-
tion, was an integrative statement relevant to all forms of psychological
intervention), and seen as something to be expected and celebrated
rather than discouraged. Indeed, Rogers disliked the idea of the
approach standing still, and was a strong advocate of innovation and
change. Since the first presentation of theory of therapy, a number of
different approaches to person-centred working have evolved, each tak-
ing a somewhat different slant on how best to facilitate change within a
client. Indeed, for Warner (1999) there are now a number of different
‘tribes’ of the ‘person-centred nation’ that offer something different in
terms of method of person-centred working.

One way of considering such ‘tribes’, as we explored in Chapter 1, is
in terms of a general distinction between ‘classical’ and ‘experiential’
approaches. Hence we will briefly explore each of these domains as a
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means of mapping the key contemporary ways of working within
person-centred therapy.

A classical appr oach

One of the most common ways of working among person-centred prac-
titioners, particularly in the UK, is to employ a ‘classical’ approach
which adheres to the terms of client-centred therapy detailed by Rogers
in his papers published in 1957 and 1959. It is this ‘classical’ way of
working that is detailed in the majority of skills development and prac-
tical texts associated with the a ‘person-centred’ approach to therapy.
Merry (2004: p.43) proposes that a ‘classical’ approach to person-
centred therapy has four central principles. In summary, these are:

1. A sole emphasis on the theory of actualisation as the motivation for
growth.

2. A therapist’s role as entirely that of a non-judgemental, empathic
companion offering unconditional positive regard.

3. The therapist achieving a sufficiently high level of personal congru-
ence to enable her to be fully self-aware and thus genuine.

4. The therapist fully trusting the client and thus maintaining a non-
directive attitude in terms of the content and process of therapy.

Although each of these principles is significant, perhaps the most
important element of ‘classical’ person-centred therapy, or at least the
one that differentiates it from ‘experiential’ ways of working, is its fun-
damental emphasis on non-directivity on behalf of the therapist (Levitt,
2005). Classical person-centred therapy resists any form of direction in
terms of both content (e.g. introducing ideas to talk about) or process
(e.g. suggesting a focus on a particular aspect of experiencing). The
client is fully trusted in his or her capacity for change (due to the pres-
ence of the actualising tendency, which is seen to motivate change
when enabled to do so) and the role of the therapist is thus seen entirely
as one of an empathic, non-judgemental companion. In essence then,
the six conditions discussed previously remain both necessary and suf-
ficient for change to occur.

Experiential appr oaches 

There are a variety of different ideas and methods within the ‘experi-
ential’, framework all of which share the same goal of classical person-
centred therapy, namely to facilitate the client’s processing of organismic
experiencing and thus to reduce incongruence. Where these differ to
‘classical’ person-centred therapy is the way in which this goal is
enacted, or as Lietaer (2002: p.1) states, the difference ‘is to do with how
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a therapist tries to facilitate experiential self-exploration’. For ‘experiential’
practitioners, various strategies and techniques may be employed to
assist a client contact (and process) previously denied and distorted
organismic experiencing. Such strategies and techniques require a
more active therapeutic stance, and therefore the therapist guides a
client toward his organisimic experiencing in particular ways. Hence
she sometimes ‘directs’ the therapeutic work, and in doing so, adopts a
position of ‘process-expert’ in identifying an aspect of the client’s expe-
riential processing that may be assisted by a specific strategy or tech-
nique (Worsley, 2002). Although the relationship remains central in
facilitating change, it is therefore not necessarily viewed as sufficient in
itself. It is these aspects that differentiates experiential ways of work-
ing from classical person-centred therapy (Baker, 2004).

Eugene Gendlin and focusing

Without a doubt, the work of Eugene Gendlin has been hugely signifi-
cant in the development of a experiential ‘tribe’ (Warner, 1999) within
the person-centred framework. Gendlin was a philosophy student who,
in 1953, became a colleague of Rogers at the University of Chicago with
an interest in finding ways of assisting people to engage more fully with
their own experiencing. Over time he evolved a method of working
with what he termed the ‘felt sense’, devising a method, called focusing,
as a means of contacting organismic experiencing at the ‘edge’ of
conscious awareness’ (Gendlin, 1978). Such experiencing was then
allowed to ‘unfold’ from being simply a felt sense of something
(Gendlin, 1996) to a more concrete conceptualisation of an experience
or situation (e.g. the conscious acknowledgement of an organismic
feeling of ‘anger’). The process of focusing allows for psychological
growth and a reduction of incongruence, as previously denied or dis-
torted experiencing is conceptualised and integrated into awareness. 

Although Gendlin’s ideas have a complex philosophical slant, he pro-
vides a very straightforward method designed to aid the client to ‘focus’
on his own experiencing. This procedure (Gendlin, 1996) is taught to
the client by the therapist and has six steps which include, a) clearing a
‘space’ (i.e. bringing attention to the bodily area in which we feel our
emotions), b) identifying a ‘felt-sense’ in that moment, c) finding a han-
dle for that sense (i.e. matching the physical felt quality with a way of
representing it to ourselves) and, d) moving back and forth between
handle and felt sense, noticing any shifts in either. Although this process
has many technical aspects to it, in common with the ‘classical’ person-
centred approach, Gendlin views the therapeutic relationship as of
utmost importance in enabling a client to feel understood and valued
in her experiencing. Moreover, the focusing procedure is client-directed
in terms of content and always offered only as a possible method of
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working. It may therefore be seen to accord strongly with the fundamental
respect outlined by Rogers as integral to a non-directive attitude (Purton,
2004a). However, unlike more ‘classical’ work, focusing involves the
active ‘direction’ of a client toward felt aspects of his or her experi-
encing in accordance with the method outlined. Hence, the client is
sometimes not trusted to determine how best to attend to and manage
her experiences within the therapeutic encounter (and accordingly
provided with techniques and methods for doing so), thus compris-
ing the intention of the six conditions specified by Rogers (1959) as
necessary and sufficient for change to occur. Indeed, focusing is now
only one of a wide range of other techniques to facilitate experienc-
ing by the client used by practitioners following Gendlin’s ideas (c.f.
Purton, 2004b). 
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Box 3.5 Key Dif ferences between Classical and Experiential
Approaches

Classical

Six conditions of therapy seen
as necessar y and suf ficient at
all times

Avoiding all dir ection of client’s
experiences or focus in therapy

No additional therapeutic
techniques utilised or taught to
the client

Experiential

Six conditions of therapy seen as
necessar y but not always
suf ficient

Suggesting methods to help
experiencing but not directing
content of client’s experiencing
(i.e. thr ough interpr etations)

Use of specific techniques to aid
client contact or ganismic
experiencing. Some techniques
taught to the client

David Rennie’s experiential appr oach 

A psychologist who has done much to forge a middle ground between
the work of Gendlin and that of Rogers is David Rennie, whose book
Person-Centred Counselling: an experiential approach (1998) describes a
method of working that highlights the role of reflexivity in the thera-
peutic endeavour. Reflexivity refers to the way that we are able to reflect
on (i.e. be reflexive) our experiencing, as well as experience it, some-
thing Rennie feels is ignored by Rogers in his primary emphasis on
empathising with a client’s experiencing in the here and now. He argues
reflexivity plays an important role in therapy as it allows the therapist
to draw the client’s attention to aspects of her experiencing of which
she may not be consciously aware, and to enable reflection on these as

Gillon-3563-03.qxd  5/24/2007  10:36 AM  Page 62



THEOR Y OF PSYCHOLOGICAL THERAPY 63

part of the therapeutic process. Examples of such aspects may include,
for example, ways in which the client uses language (e.g. common
metaphors or words), aspects of non-verbal communication (e.g. clenched
fists), aspects of ‘meta-communication’ (i.e. communication about com-
munication) between client and therapist (e.g. the way a client implies to
the therapist that he isn’t good enough for her’). Rennie argues that a key
role of the therapist is to ‘direct’ a client’s attention to such aspects. In
doing so, he views the reflection process itself as invoking further experi-
encing (e.g. recognising sadness exhibited non-verbally leading to a client
consciously acknowledging that sadness) thus invoking psychological
change. 

Like Gendlin, Rennie (1998) views the role of therapist as going beyond
that envisaged by ‘classical’ practitioners. In suggesting that the coun-
sellor ‘direct’ the client toward particular aspects of her experiencing,
he proposes therapists must assume the role of ‘expert’ at certain times
in the therapy (e.g. by offering comments, observations and sugges-
tions). Indeed, Rennie embraces this opportunity, arguing that such a
role allows the therapist to ‘model’ to the client the capacity to make
choices as an agential being (i.e. having agency to decide how to act,
rather than ‘being determined’ and fixed). This, he sees, as vital to the
therapeutic task. Many clients, he argues, do not see themselves as
having choices and thus often need ‘some help in dealing with them-
selves’ (1998: p.81). One form of assistance is to highlight the client’s
capacity for agency or choice in all circumstances. 

The process-experiential appr oach

By far the most controversial of all experiential approaches is that asso-
ciated with the work of Leslie Greenberg, Laura Rice and Robert Elliot
(e.g. Greenberg et al., 1993). Indeed, there is a very big question over
the extent to which this work may be considered person-centred at all,
for it does not share many of the ideas expressed by Rogers with regard
to the nature and basis of personality change (Baker, 2004) and takes a
highly technical stance on the therapeutic process thus diminishing the
significance of the therapeutic relationship itself in facilitating change. 

Greenberg et al. (1993), whose approach is now often known as Emotion-
Focused Therapy, propose a complex theory of emotional processing (their
focus is very much on emotion), arguing that we develop ‘emotion
schemes’ throughout life that often do not match up to how we cogni-
tively assess particular situations. So, for example, we may know we are
safe in the dark, but still feel fear when the lights go out. The cause of
such discrepancies they argue, are emotion schemes that are either mal-
adaptive (i.e. no longer suitable for the situations being encountered) or
those orientated around emotional experiences that were not processed
fully or correctly when first formed. They identify a variety of formal tech-
niques associated with making conscious the emotion schemes employed
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by a client, and where necessary, for re-processing the emotional
experiences that originally gave rise to them. These techniques are
arranged in relation to particular ‘markers’ linked to certain types of inter-
nal processes within the client. So, certain types of techniques are used in
certain situations, such as ‘two-chair’ work (i.e. the client talking from two
different two chairs alternatively, each representing a different ‘part’ of
their self) when a client encounters internal conflict etc. The envisaged
outcome of their work is what they term, the increased mastery (Greenberg
et al., 1993) by a client over her emotional experiencing.

The work of Greenberg et al. has much in common with person-
centred ideas on the role of incongruence in psychological disturbance
(i.e. emotions often being unavailable to conscious awareness), and also
highlights the significance of an empathic, non-judgemental relation-
ship between therapist and client in the change process. However, it is
certainly at the furthermost edge of person-centred work and for many
(e.g. Brodley, 2006) may not be considered as a legitimately person-
centered stand point in therapeutic terms.

New appr oaches – dialogical
person-centred therapy 

Although both ‘classical’ and ‘experiential’ approaches have evolved over
what is, by now, a significant period of time, in recent years a new
perspective on person-centred therapy has developed highlighting the
importance of relationship at the core of the therapeutic encounter.
However, unlike ‘classical’ or ‘experiential’ approaches to person-centred
therapy, which give primacy to the therapist’s contribution and role within
the therapy (e.g. in terms of ‘attitudes’ or ‘techniques’; Sanders, 2004), a
dialogical (often termed ‘relational’ or ‘intersubjective’) approach high-
lights the relationship that is created between client and counsellor, view-
ing this as a co-created dialogue between two persons rather than a series of
therapeutic attributes offered to one by another (Barrett-Lennard, 2005).
Hence it is not primarily concerned with maintaining a non-directional
attitude (as in the ‘classical’ approach) or in facilitating change (as in the
‘experiential’ tradition), but instead with encountering the client in a
deep, mutually experienced, way (Mearns and Cooper, 2006)

Prominent in developing this new perspective is Peter Schmid (e.g.
Schmid, 2001), who argues that the fundamental basis of person-centred
therapy is a dialogical encounter in which the differences between two
human beings (i.e. therapist and client) provide the basis for deep,
meaningful connection between them (Buber, 1958). From this, he
argues, something new can emerge (Schmid 2004) as a result of
the healing qualities of such an intimate, human-to-human experience
(the lack of which, or its over-provision, is seen as the cause of all
psychological distress).
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The role of deep, interpersonal connection in therapeutic encounters
is also highlighted by the concept of ‘relational depth’ (Mearns, 1997;
Mearns and Cooper, 2005). As we discussed previously, this is a process
involving the full integration of the core conditions into a mode of relat-
ing that offers the possibility of a meeting where (Mearns and Cooper:
p.37) ‘two people come together in a wholly genuine, open and engaged
way’ without psychological masks, roles or safety screens. To encounter
a client at relational depth provides that individual with an experience
of truly meeting another human being who is empathic, accepting and
affirming in their ‘presence’ (Rogers, 1980), and one who is thus able
to provide a depth of interpersonal connection that enables psycholog-
ical healing to occur. Although this is, essentially, the same process as
one defined by Rogers (i.e. the relationship itself providing a climate in
which the actualising tendency enables growth to take place), it is one
that emphasises to a far greater degree the importance of the interper-
sonal connection over its constituent parts (e.g. the counsellor’s empa-
thy). Such a connection can only ever be co-created, and thus is
inherently dialogical (i.e. between two persons) in form and content.
Yet, facilitating such a meeting is no easy task. For Mearns and Cooper
(2005: pp.113–135), some ways that practitioners may attempt to do so
are summarised as follows:

• Letting go of ‘aims’ and ‘lusts’ – allowing pr econceived desir es or inten-
tions for the client to dissolve prior to the therapeutic encounter .

• Letting go of ‘anticipations’ – avoiding all expectations and assump-
tions about the client.

• Letting go of techniques – avoiding using techniques or methods,
which may block the possibility of deep inter-personal r elating.

• Listening, listening, listening – tr uly attending to what the client has
to say at all levels of her being.

• Knocking on the door – inviting exploration of a client’s lived experiencing.
• An openness to being af fected by the client – a pr eparedness to be

influenced by deep contact with another person.
• Minimising distractions – taking practical steps to ensur e that the

meeting is the primar y concer n, rather than the gas bill!
• Transparency – a pr eparedness to be open and honest about

personal feelings, vulnerabilities and experiences, as well disclos-
ing confusions and uncer tainties about the therapeutic pr ocess
itself.

• Working in the her e and now – r emaining pr esent focused, and
indeed using the therapeutic r elationship to explor e the pr ocesses
potentially pr eventing the client fr om being intimate with others. 

Although many of these may seem somewhat ‘technical’ in form, their
intention is to facilitate something almost completely opposite, namely a
deep, connected, person-to-person encounter of the kind rarely found
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within the psychological domain. It is this intent that, once again,
demonstrates the unique place of a person-centred approach within the
counselling psychology arena.

Summary

• The person-centr ed theor y of therapy was for mally outlined in detail by
Carl Rogers in 1957, although it had been an integral par t of his work until
that point. 

• Rogers ar gued that 6 conditions, if pr esent within any therapeutic r ela-
tionship, wer e necessar y and suf ficient to facilitate psychological change
within a client.

• The 3 conditions linked to the activities of the therapist have become
known as the cor e conditions. These ar e the experience of empathy and
unconditional positive r egard for the client, and the therapist being con-
gruent in his or her own experiencing. 

• Empathy is an attitude of understanding for a client’s own experiencing or
subjective ‘frame of r eference’ at any given moment.

• Unconditional positive r egard is an experience of non-judgemental value
for the client.

• Congruence is a state of being in which the therapist is not subject to
incongruent experiencing pr oduced by conditions of wor th. It is associ-
ated with high levels of self-acceptance.

• Three fur ther conditions specified by Rogers linked to the potential for
therapeutic r elationship. These wer e psychological contact being estab-
lished, the client being incongr uent and the therapist’s empathy and
unconditional positive r egard being per ceived by the client.

• There are various ways of working within person-centr ed therapy. Classical
practitioners follow the therapeutic pr ocesses outlined by Rogers, viewing
the 6 conditions as necessar y and suf ficient for change to occur .

• Experiential practitioners view the 6 conditions as necessar y but not
always suf ficient. They use dif ferent techniques or strategies to assist
the client contact her or ganismic experiencing. 

• In r ecent years a new ‘dialogical’ appr oach to person-centr ed therapy has
emerged emphasising the impor tance of deep, person-to-person encounters
that ar e co-created by counsellor and client.
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FOUR Facilitating a Pr ocess of
Change: Person-centr ed
Counselling Psychology
in Action

Person-centred therapy and the
process of change
In the previous few chapters we have explored different views on how
person-centred theory accounts for the cause of psychological disturbance
(incongruence), as well as examining the therapeutic conditions that it pro-
poses as ‘necessary and sufficient’ for change to occur. However, the cause
and effect relation between these factors may be further elaborated by an
understanding of exactly what the process of change is like within a client.
Rogers (1961) provides such an elaboration in his Process Conception of
Psychotherapy. In this paper he describes how it is that people move from
incongruence to congruence as a part of a therapeutic process. Yet working
out precisely what he wanted to say in this respect was no easy matter, as
he suggests, (Rogers, 1961: p.131):

In tr ying to grasp and conceptualise the pr ocess of change, I was initially
looking for elements which would mark or characterise change itself. I
was thinking of change as an entity , and sear ching for its specific attrib-
utes. What gradually emer ged in my understanding as I exposed myself
to the raw material of change was a continuum of a dif ferent sor t to that
I had conceptualised befor e. Individuals move, I began to see, not fr om
a fixity or homeostasis thr ough change to a new fixity , though such a
process is indeed possible. But the much mor e significant continuum is
from fixity to changingness, fr om rigid str ucture to flow , fr om stasis to
process.

For Rogers, the process of change is thus one involving a growing
openness to all experiencing. It is not a move from one, fixed view to
another, but instead from a fixity to a changingness. Hence, he talks of
an increasing ‘flow’ of organismic experiencing. From such a perspec-
tive, any person engaging in therapy may be located at some point on
a continuum between complete fixity (i.e. a wholly rigid method of
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experiencing) to complete changingness. All of this sounds somewhat
complex, but is really a restatement of the observation that an increase
in congruence is coupled with a reduction in psychological defensive-
ness (i.e. denial and distortion). Less defensiveness means, in effect, a
greater capacity to be open to experiences, perceptions and viewpoints.
At its logical extreme (complete changingness), such a state of being
affords an ongoing capacity to engage in whatever experiences arise at
a given moment, rather than attempt to fit these into a ‘fixed’ series of
constructs about the self and the world. Hence the individual in such
circumstances is constantly in a process of change. 

The seven stages of change

In order to describe the continuum between the fixity and changing-
ness, Rogers (1961) identified seven discrete stages of change within the
client, each representing a step from incongruence to congruence. These
are detailed as follows:

Stage one 
A client views life in all or nothing terms, not seeing themselves as
having any problems and thus blaming others for any difficulties that
arise. All experience is gauged in terms of rigid viewpoints or ideas (e.g.
‘I never get stressed or angry’). It is rare for a client at this stage to enter
therapy voluntarily. He does not believe himself to require therapeutic
assistance. He is wholly incongruent.

Stage two 
Although some negative feelings might now be acknowledged, these
are viewed in fixed terms (e.g. ‘I am depressed’) with little capacity for
inner reflection or for taking personal responsibility for what is experi-
enced. Contradictions in views or feelings may be expressed but often
with little awareness of their contradictory nature. Again, at this stage,
it is unlikely that a client will enter therapy voluntarily. 

Stage thr ee
By stage three a client is beginning to show some reflection on ‘self’,
although mainly in terms of past feelings or experiences. Experiencing
in the present is still tentative, and often externalised into the views of
others (‘I am well-known for being happy go lucky, but feel so down’),
contradictory feelings or thoughts may be acknowledged. It is at this
stage that most clients enter therapy, aware of their need for help. 

Stage four 
The client has an increased capacity to experience things in the here and
now and is increasingly aware of uncomfortable (organismic) feelings.
A greater level of questioning of ‘self’ is likely to occur, particularly in
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terms of existing viewpoints and constructs (e.g. the ‘self-concept’). The
validity of some of these viewpoints may be explored. Most therapeutic
work takes place at this stage, and at stage 5. 

Stage five
The client is increasingly able to ‘own’ her experiences, with a capacity to
take responsibility for much of her experiencing. Previously held views
may be critically appraised, a process which is accompanied by a greater
ability to express experiencing in the present (e.g. by getting angry).

Stage six 
By this stage a client is able to engage in moment-by-moment experienc-
ing within the therapeutic encounter, expressing how he feels in a non-
defensive way. There is greater freedom in what is explored. The client
is now able to fully own his experiences. Hence what was once incongru-
ent becomes congruent. A new ‘self-concept’ begins to emerge, one more
closely aligned with the totality of organismic experiencing. 

Stage seven
At stage seven the client is naturally engaging with her organismic expe-
riencing, and no longer subject to processes of denial or distortion.
There is a general looseness in feelings, which the client is able to
accept in each moment. The client takes full personal responsibility for
her experiences, good and bad, and has now become, what Rogers (1961:
p.155) terms as ‘a constantly changing flow of process’. The client is
fully able to accept himself fully in each moment.

The process of change and
person-centred practice

Although Rogers’ work on the stages of psychological change is descrip-
tive rather than proscriptive (i.e. not designed to direct therapeutic
work with a client) it provides a useful framework for understanding
the processes through which a client may go when engaging in effec-
tive therapy. As we have seen, paramount to this is the observation that
change is not from one fixed state to another, but from a fixity in expe-
riencing (i.e. rigid way of thinking/feeling) to a changingness (i.e. an
openness to feelings and thoughts). Hence, effective therapy does not
necessarily result in a client feeling ‘good’ about everything, but instead
envisages that she is increasingly open to all her experiencing, able to
accept it as a legitimate aspect of her personhood. 

Clearly, not all clients move through all of the stages described by
Rogers as part of every therapeutic process. It is extremely common for
a client to enter, say, at stage three and finish counselling at stage four
or five. Moreover, an individual’s trajectory through the change process
is not clear cut. Clients can appear to make little progress or indeed
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move backwards toward a greater rigidity as therapeutic work progresses.
These outcomes may be understood as a product of incongruence, in
terms of the ‘self’ working increasingly hard to maintain itself through
the mechanisms of denial and distortion. As Mearns (1994) suggests, it
is quite usual for the self-concept to ‘strike back’ when threatened by
organismic experiencing. 

Although much insight is given into the process of change by the stages
defined by Rogers (1961), these can only go some way to enlightening
what may happen during a person-centred therapeutic encounter. It there-
fore seems important to draw together the theory discussed thus far in the
book with some examples of how person-centred therapy actually pro-
gresses or in other words, look at the person-centred approach ‘in-action’. 

Introduction to the case studies
The following two case studies explore how person-centred methods of
working are employed to facilitate psychological change within a client.
Rather than present the work from therapist or client perspective, the
studies are written as narrative accounts in the third person. Although
not unique in describing person-centred work (e.g. Bryant-Jefferies,
2005), this way of writing allows for a more efficient use of space than
afforded by more common methods of therapeutic reporting (e.g. Bor
and Watts, 2006). Furthermore, it accentuates the fictional basis of the
work being described. None of the counsellors or clients described in
these studies are ‘real’, in the sense that they are not based upon a
specific person or amalgam of particular individuals. The same is true
for the problems worked on and the outcomes described. Yet, the case
studies do attempt to show just how person-centred practitioners may
wish work with some typical therapeutic issues. As such, they offer an
attempt to reach out to the ‘realities’ of person-centred therapy.

As we explored in Chapter 3, the person-centred approach encom-
passes a range of views on practice. These views can mainly be grouped
into ‘classical’ and ‘experiential’ perspectives. The two case studies pro-
vided here are designed to illustrate how a counsellor generally aligned
to each of these perspectives may approach the therapeutic task. Their
methods of working are not discrete and the reader will notice much
overlap between them. However, there are also some differences, partic-
ularly in terms of the techniques and strategies employed. If anything,
these differences have been stressed to highlight where ‘classical’ and
‘experiential’ approaches diverge. Indeed, in the case of the latter, a
range of experiential methods derived from different schools of experi-
ential working (e.g. focusing, process-experiential) have been deployed to
demonstrate their potential use within the therapy process. This does not
mean to imply that all ‘experiential’ practitioners work in such an eclectic
way; some prefer to remain strongly aligned to a particular ‘experiential’
standpoint (e.g. focusing). 
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An essential point to make prior to introducing the studies is that
each explores only a small number of the issues relevant to person-
centred therapy. Important personal factors such as gender differences,
age, ethnicity, sexuality , disability etc. have not been discussed despite
their importance in the development of any therapeutic relationship.
Similarly, ethical and professional factors, such as the contracting process,
have also been neglected. This is judicious and designed to enable a
clear focus on the nature of the therapeutic work itself. 

Finally, there is the issue of context. Person-centred therapy takes place
in a huge variety of settings, each of which introduces a large number of
important variables into the clinical work being undertaken. For exam-
ple, counselling undertaken within a primary care setting (e.g. a GP
surgery) may be limited to a certain number of sessions and conducted
in a room set up for medical examination. A practitioner working in
private practice may operate in an entirely different manner, with a
dedicated counselling space and an entirely flexible approach to the
number of sessions offered to the client (which is, of course, dependent
upon the client’s financial circumstances). 

In the following two studies, the counselling work takes place, firstly,
in an organisational context where the client has been referred to a
workplace counselling agency, and secondly, within a private practice
context. Although a study grounded in a primary care setting, such as
an NHS Psychology Service, would be relevant to any reader wishing
a professional career in Counselling Psychology, it has been omitted
because of the complex range of factors commonly involved in con-
ducting person-centred work in an NHS setting. Doing justice to these
factors would require a far more detailed exploration than is possible
here. However, this should not be taken to mean that person-centred
therapy is not appropriate for working in applied healthcare domains
such as the NHS, or indeed, with those with complex psychological needs,
an issue that will be explored in more detail in Chapter 5.

Case Study 1 Bob’s str ess: a ‘classical’ person-centr ed
approach 

Bob’s stor y 

I am a 39-year-old mar ried man with a 16-year-old daughter and
13-year-old son. I had a fairly happy childhood, going to university at
18 to study engineering. I got mar ried quite young, at 22, to Lena and
quickly became a father . I have worked at a lar ge engineering
company for the last 15 years and now have a demanding management 

(Continued)
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(Continued)

role. Up until r ecently I generally enjoyed my work and cer tainly had a
happy home-life. However , a few months ago I star ted to feel ver y
tired and str essed, hating what I was doing at work. I was str uggling
to cope, feeling ver y burned out and not at all inter ested in anything. I
stopped being able to sleep at night and was having ar guments with
everyone. I wasn’t ‘me’ anymor e. In the end I walked out the of fice. I
just couldn’t take it anymor e. 

I saw my GP after that, and he signed me of f work for a few weeks.
At the same time I agr eed with my manager that I would contact the
Company’s Employee Assistance Pr ovider (EAP) to see a counsellor .
EAP referred me to see Joanne. I didn’t r eally know what to expect but
felt I had to do something to get myself better .

Starting counselling

Joanne and Bob met for the first time on a Monday evening, at the
counselling centr e where Joanne was based. During their meeting Bob
told her about his feelings of str ess, loss of motivation and constant
tiredness. He felt constantly ‘on edge’, r egularly ar guing with
colleagues and family . Bob said this was unlike him, describing
himself as generally ‘easy going’ and ‘laid back’. He thought his
change in mood may be a r esult of some pr essur es due to conflict at
work. However , these wer e no gr eater than those to which he had
become accustomed over the last 15 years. Hence he felt confused
as to what was happening, why it was that it was that he felt so bad.
Most r ecently, things had all come to a head when he had ended up
shouting at a colleague. He had been of f work since that time. 

In meeting Bob, Joanne immediately noticed how he seemed to talk
entirely about his job, saying ver y little about himself, his family or any
other inter ests. Indeed, his 39th bir thday had r ecently passed and he
seemed non-plussed when asked how he felt about getting older . He
didn’t say much about his feelings generally , describing himself in
terms of other’s peoples views of him (e.g. ‘I’m told I’m a good istener’).
She also noticed her own feelings of fear (i.e. her congr uence) when
with him, but did not wish to make r eference to these at such an
early stage in their r elationship. 

After their first session, Bob and Joanne agr eed a fur ther 12
sessions. Bob had found the session strange, not being used to
talking about himself and his life. He felt extr emely uncomfor table at
how much attention Joanne seemed to be paying to what he was
saying, and would have liked to have been told things he could
do to make things better . Whatever it was he would deal with it. He
was a str ong person, and couldn’t understand why he felt so
stressed-out. 
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Developing a r elationship 

Over the following few weeks Bob continued to find the counselling
sessions fr ustrating. He often felt annoyed with Joanne because she
didn’t seem to want to give him advice or tell him how to impr ove how
he felt. What he wanted was some ver y clear guidance fr om her on how
best to addr ess his str ess, and ways of getting the ‘old Bob’ back. All
Joanne seemed to do was to ask him how he felt and then r epeat back
what he said. Bob often found himself squir ming at hearing Joanne’s
words, feeling a lot of pr essure to think mor e deeply about his views and
experiences. This was something he didn’t like doing. It felt awkwar d and
uncomfor table, as if he, himself, was somehow the pr oblem.

Joanne too found those sessions a str uggle, awar e that Bob only
seemed inter ested in hearing her views rather than exploring his own
feelings or experiences. She r ecognised her annoyance at his lack of
interest in talking r esponsibility for himself, and for becoming defensive
when asked about his feelings. Joanne felt that she and Bob wer e finding
it dif ficult to establish any rappor t, and doubted the extent to which he
was experiencing her empathy and unconditional positive r egard.

Later that week Joanne explor ed her work with Bob with her clinical
super visor, Susan. She told Susan all about Bob’s pr oblems and his
tendency to want practical ‘solutions’ fr om her all the time. She also
owned up to feeling fear ful when with him at times, although said she
felt unsur e as what it was that made her feel this way .
Susan listened intently to Joanne, noticing just how tense she
seemed when talking about her work with Bob.
‘You seem angr y with Bob, Joanne’.
Joanne thought for a while, ‘I don’t feel angr y, mor e annoyed with him’.
‘What is that annoys you about him?’.
‘Well, I suppose, er maybe I feel annoyed ‘cos I feel useless, that I
can’t give him what he wants, a fix to all his pr oblems. That scar es me’. 
Susan nodded, ‘so you ar e questioning yourself, the wor th of your
work with him. Y ou feel you ar e failing him’. 
Joanne looked at the floor , ‘yes, I suppose I do feel that’.

Following super vision, Joanne spent much time thinking about her
relationship with Bob, in ter ms of the six ‘necessar y and suf ficient’
conditions of person-centr ed therapy. She r ealised that her feelings of
uselessness when with him r eminded her of painful experiences in her
own past, feelings linked to not being ‘good enough’ as a counsellor .
She wonder ed if these feelings about herself were being distor ted into
annoyance at Bob. This would suggest she had been insuf ficiently congru-
ent in their r elationship thus far , something to which she must attend.
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Yet ther e was also the issue of empathy to consider . Susan had
pointed out her feelings of fear with Bob, wondering if Joanne’s
feelings wer e an empathic r esponse to Bob’s experiences of being
scared. This was not uncommon, thought Joanne, r emembering the
many times she had felt what a client was feeling during a par ticular
moment in a session.

In the following session, Joanne decided to tell Bob about her
feeling of fear when with him, pr eferring to be genuine with him rather
than hide behind the pr ofessional mask of ‘counsellor’. She was sur e
they wer e a mix of both her empathy for Bob and her own ‘scars’ fr om
the past. However she wished to acknowledge them to him. She was
aware they wer e af fecting their r elationship.

Joanne told Bob that she had noticed herself feeling a little scar ed
in their pr evious sessions, wondering if this made any sense to him in
terms of his own experiences during their work. Bob felt ver y taken
aback at her question. It wasn’t what he had expected at all. However ,
in digesting it he began to think about himself and his own feelings in
the sessions. He often felt annoyed that Joanne wasn’t telling him
how to get better . However , he also was beginning to r ealise that she
wasn’t the pr oblem. He felt ter rified about what was happening to
him, desperate for it to go away and for things to get back to nor mal.
So, ‘yes’, he thought, ‘yes. I feel scar ed as well. Scar ed about being her e
and scar ed about what is going to happen to me’.

Joanne and Bob worked on this feeling for a while, tentatively
connecting it to far mor e in Bob’s life than simply his experiences
of counselling and his r ecent feelings of str ess. He r ealised that he felt
scared a lot, scar ed of not being ‘good enough’, scar ed of being seen
as a ‘failur e’. This was a significant r ecognition, and he worked with
Joanne on it over the r emainder of the session. She tentatively asked
him about what it felt like to feel as if he might ‘fail’. For Bob, this was
an awful pr ospect, like a ‘gnawing’ in the pit of his stomach, a feeling
he had known for a long time yet hadn’t been able to put a name to. 

Joanne’s disclosur e of her feelings to Bob pr oved to be r eal tur ning
point in their r elationship. Bob felt he could r elax a bit, seeing Joanne
as someone he could tr ust to be r eally honest with him. He also
found talking about his feelings of fear r eally liberating, having never
really acknowledged them befor e, even to himself. T entatively, he
began to wonder why he felt so bad about himself. 

Making progress

As their work pr ogressed Bob began to tell Joanne mor e about
himself , about his past, how he gr ew up in a ver y strict household
with parents who wer e only inter ested in his academic ‘success’; how 
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he met his wife, Lena at university and then soon mar ried her. How he
had then become a father and star ted on a car eer in his pr esent
company to be the success desir ed of him by his par ents. Although he
hated to say it, he felt bitter and angr y that he had done so little in life
other than follow a conventional path fr om school to university to
marriage to work, doing what ever yone else seemed to want fr om him
rather than what he, himself, might have desir ed. Yet he felt scar ed of
changing, of what people would think if he no longer held down a secur e
job, or was the friendly , ‘door mat’ for ever yone to walk all over . Joanne
noticed his incr eased awar eness of how these ways of living no longer
seemed to match what he felt himself to be. In many ways she felt he
was telling her that he felt had lived a life for others, rather than himself.
She tentatively tried to captur e this in her empathic r esponse to him,
‘it’s as if you don’t feel you have ever ‘owned’ your life?’. Bob looked at
her intently, ‘owned isn’t the right wor d, but yes it’s something like that. I
don’t feel like, I suppose, I don’t feel like it’s r eally me who is living’.
Joanne looked for a few moments at Bob as he r eflected on his wor ds. 

‘You don’t feel, alive, as the person you ar e?’. 

Bob took a deep br eath and exhaled slowly .

‘I suppose no, no sometimes I don’t’. 

Bob felt quite tear ful after that session with Joanne, shocked at
what he had said about himself and his life. He always knew deep
down that he felt r esentful at some of the sacrifices he had made but
didn’t r ealise just how pr ofoundly they seemed to have af fected him.
Joanne’s wor ds, not ‘owned your life’ r esounded as he thought about
all the times he had stopped himself doing things he wanted to do
what he felt he ‘should’ do. It wasn’t as if he hadn’t wanted to do
things for others. He r eally loved Lena and the kids and wanted
people to r espect him. It was just that ther e had seemed so little time
for anything else, anything he might have wanted. He was so scar ed
of not being seen by others as the ‘good employee’ or ‘suppor tive
friend’ that he always went for the safe option that denied him the
oppor tunity to per haps do things that he r eally wanted. He felt trapped
by his need to live up to so many dif ferent people’s expectations. 

As the weeks passed, Bob and Joanne worked to explor e Bob’s
feelings of not being able to live life as he may have wished to.
Joanne paid car eful attention to Bob’s thoughts and experiences in
the moment, empathising in a caring, non-judgmental manner with all
that he expr essed. They spoke widely about Bob’s life, his youth, his
upbringing and mar riage to Lena, and his ongoing dif ficult r elationship
with his par ents. They also looked at Bob’s feelings about getting
older, and how his 39th Bir thday had raised many questions for him 
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as to what he had achieved in his life. This event had been ver y
significant in highlighting to Bob the conflict between his fear of failing
others and his desir e to live mor e in line with his own values. His
getting older thus seemed inter twined with a need for a dif ferent kind
of living, one which seemed so far out of r each. He wor ried that he
was r unning out of time. 

Bob felt incr easingly close to Joanne over this time, something
which helped him feel at ease in talking about topics that wer e deeply
painful for him, par ticularly those linked to his feelings of fear over
failing his family by not being the ‘per fect son, husband or father’. He
became mor e emotional in sessions too and spent mor e time in silent
reflection. Joanne also noticed a deepening of their r elationship.
However, she was car eful to simply continue of fering Bob the empathy
and unconditional positive r egard essential to helping him find his own
way for ward. She tr usted Bob in his capacity to find his own dir ection
and was happy to allow him the time to use the sessions in whatever
way he felt he needed to. She was equally happy to agr ee to keep
working with him after their initial 12 sessions wer e completed,
respecting Bob’s desir e to continue coming. Of course they wer e both
lucky in the fact that Bob’s company wer e prepared to pay for his
continued attendance.

On the day of their 14th session Bob ar rived early, excited by some-
thing that had happened the pr evious weekend. He was now back at
work par t-time and managing to get by , although still finding it a gr eat
struggle. 

‘I met an old friend on Satur day and he star ted his own business last
year. It’s doing r eally well and it just made me wonder , er, wonder if
that was something I could myself?’.

‘You want to star t your own business?’.

‘Well, it’s just an idea but I r eally fancy doing it. I want to star t up my
own company fixing computers. It’s a risk but one I feel could r eally
pay of f’.

Joanne had never seen Bob look so enthused. Gone was the pallid,
tense demeanour , now r eplaced by an ener gy and excitement which
almost took her br eath away. Bob eagerly star ed back at her as she
struggled to find the wor ds to r espond to him. It sounded a fine idea
but she also felt cautious, awar e that empathising too str ongly with
this ‘new’ Bob may diminish the other aspects of him upon which so
much of their work had been conducted (i.e. his pr evious ‘self-
concept’). In the end, she found herself expr essing surprise at the
change she saw in him, a genuinely congr uent response to the
deeper shift in Bob she had obser ved. He smiled back at her , ‘I feel
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surprised too. I never thought I would even consider something like
this but, I just can’t believe how enthused I am by the idea’. 

Joanne felt she had seen a par t of Bob that he had only pr eviously
hinted at and, over the session, they worked solidly in exploring his
ideas on self-employment. He wanted mor e freedom in how he
worked, a chance to do new things and in dif ferent ways, to take
more risks. However , by the following session, Bob’s enthusiasm had
waned and he expr essed many doubts over what a change may
involve; ‘what if I fall flat on my face. I couldn’t bear it’, he said,
doubting that his family would appr eciate why he was walking away
from a good job, even one that made him unhappy . He also felt
scared of asking for the financial sacrifices Lena and the kids would
have to make to suppor t him.
‘No’ he said, ‘it was just out of the question’. Y et, in saying those
words, Bob winced. 

‘It seems as if par t of you still does want to take a risk’, said Joanne.

‘Yes, I think par t of me does’. He sighed. ‘I just don’t know what to think’.

As they worked, Joanne noticed how Bob often seemed to move
between these two dif ferent viewpoints, or what Mear ns (1999) has
called ‘self-configurations’. Firstly ther e was what he called ‘selfless’ Bob,
concerned not to let anyone down and to keep things stable. Secondly
there was ‘r estless’ Bob, desperate to set out to do something that would
enable him to feel mor e alive. Each seemed to want dif ferent things and
each had dif ferent views on the best way for ward. Rather take a stance in
relation to either , Joanne paid car eful attention to both, empathising with
each of the dif ferent views expr essed. She knew that to favour one over
the other would diminish her unconditional positive r egard, something
which could potentially under mine their therapeutic r elationship.

For Bob, working with his dif ferent views was a dif ficult pr ocess,
and he often wished for Joanne to tell him what to do. Y et, he also
know that if she did, it would simply be another opinion for him to live
with, another expectation to attend to or ‘let down’. What he needed,
and he knew this deep down, was to make a decision for himself,
perhaps for the first time in many years. Y et this was not something
he could do lightly or quickly .

Ending

Although Bob was still finding things dif ficult, he r eturned to work
full time just befor e his 16th session of counselling. Over time, he
gradually began to feel much better , mor e able to cope. Indeed,
getting back into the of fice ever y day r eminded him of the many
good things about his job, things which seemed once again to be 
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motivating him to work har d. He also felt less tir ed and str essed,
and began to find himself leaving home in the mor nings with a
spring in his step. 

During their 19th session, Bob asked Joanne whether it was time to
end their counselling work. He felt so much better . At first, Joanne
was a little taken aback to hear that Bob wanted to finish, and spent
some time exploring with him why he no longer wanted to come. She
knew that he was feeling mor e positive but was also awar e of the con-
flict he still experienced with r egards to his futur e. Yet, in r eflecting on
their progress she began to r ecognise all the ways in which Bob had
changed. He was now so much mor e open to his feelings and experi-
ences, ‘owning’ many of his doubts and fears. He was also mor e pre-
pared to do mor e things for himself, such as booking a shor t walking
holiday with a friend.

In discussing his decision to finish, Bob told her that star ting a
business wasn’t the right thing to do at the moment. Y et, it was
something he still wanted, per haps for a few years time when his kids
left home. Indeed, he said, ‘by that time we’ll have enough money to
really give it a shot. At the moment, I think I can cope wher e I am,
just knowing that I will be able to do something else in the futur e. In
fact, I love the idea of enjoying what I have for the next few years
while gradually planning to do something completely dif ferent!’.

Joanne looked at him as he spoke and smiled. She knew so much
in him had changed. He seemed far mor e able to make a choice for
himself and was no longer stuck in constantly tr ying to match up to
what others want fr om him. He was mor e alive, mor e congr uent, able
to tell her what he wanted and act on his own values.

‘It’s lovely to hear you speaking so positively about yourself and your
future’. 

‘It’s just such a change for me. I feel alive again. I just feel I have
some choice in what I do. I still feel scar ed about letting people down,
but know deep down that I am not. I feel so much mor e laid back
about things. W ork has its place, but I have far mor e in my life now’. 

‘So you feel alive and open to the possibilities of life and have a plan
for the futur e. That sounds gr eat. Of course we can finish when yo u
want. How many sessions shall we have befor e we finally call it a day?’.

Bob suggested they meet a couple mor e times, a number to which
Joanne was happy to agr ee. During those sessions, they r eviewed
their work of the pr evious few months, noting just how dif ferent Bob
was compar ed to when he had star ted. What was so impor tant to him
then, thought Joanne, seemed so much less so now . ‘He seems mor e
real, open to the possibilities in his life’. Although he was making no
major changes, all sor ts of small things seemed to be happening. Bob 
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also r ecognised how dif ferently he was feeling about things. Indeed,
he no longer wished to see the ‘old’ Bob again. 

Joanne’s final thoughts

I enjoyed working with Bob. He had so many concer ns (conditions of
worth?) linked to meeting the expectations of others. It was lovely to
see him gradually becoming mor e aware of his own autonomy and
capacity to take r esponsibility for his own feelings. He became so
much mor e open and alive in becoming mor e congr uent. Yet this was
an inter nal process, one which allowed him to feel mor e in contr ol,
more able to choose. Although, at first, he wanted me to tell him
what to do, he became mor e confident in making his own choices
and assessing things for himself. Y et, all I did was of fer him what I
could in a r elationship with him, my empathy , congr uence and
unconditional positive r egard. It wasn’t easy at times but I think it
was wor th it. I still mar vel at the power of the actualising tendency in
promoting gr owth. It’s a nice thought to think that this power is within
everyone. 

Case study 2 Sara’s depr ession: an experiential
approach 

Sara’s stor y

I am a 19-year-old student, pr esently working in a nightclub, which I
hate, and live in a bedsit by myself. I had quite a dif ficult childhood
and am an only child. My par ents split up when I was 9, and my mum
got quite badly into dr ugs. My dad just left and I haven’t seen him
since. When I was 16 I left home and moved into my boyfriend’s digs.
I left when he wanted us to get a flat together . I couldn’t handle the
fact that he wanted us to commit to one another . I eventually left him
a note saying that I was leaving him. My aunt let me stay with her for
a few months after that and I star ted college. In many ways it was
great but I star ted to drink a lot, smoking dope all day and going out
all night. The college chucked me out. After that I ar gued a lot with my
aunt. Eventually I walked out on her too and lived on the str eets for a
while. I felt so angr y with ever ything and ever yone. 

I feel I have r uined my life and don’t know what to do. I’m stuck in a
job and house which I hate, have no r eal relationship with any of my
family and feel as if I have nowher e to tur n. I sit ar ound a lot, feeling
depressed and wanting things to change. But I just don’t seem to be 

FACILITATING A PROCESS OF CHANGE 79

Gillon-3563-04.qxd  5/25/2007  6:45 PM  Page 79



(Continued)

able to motivate myself to do anything. A friend suggested I see a
counsellor. I didn’t like the idea at first. The mor e I thought about it
the mor e it seemed a possible way of changing things. I decided to
contact Paul after seeing his adver t for counselling psychology
ser vices in a local paper . Ther e was something about him that I liked.
He of fered (heavily!) r educed fees for those on low incomes so I
emailed him to ask for an appointment.

Starting counselling

Sara’s first session with Paul went well. She found him easy to talk to
and told him a lot about her dif ficulties in motivating herself. Although
he listened intently , empathising with her concer ns, Paul also asked
some questions, about what she thought her pr oblems wer e and what
she wanted fr om the counselling pr ocess. Sara answer ed as best she
could, although often felt unsur e as to what to say about herself. She
just wanted someone to help her find a way of changing things, but
wasn’t sur e what changes to make or , indeed, what it was she r eally
wanted in life. She felt angr y at how dif ficult life was for her . 

Paul found Sara ver y talkative in the first session, but also
detached and withdrawn. She talked about her feelings in an
objective, almost cold manner . He wonder ed if this was as an aspect
of her incongr uence, r ecognising the extent to which she seemed to
deny any deep emotional experiences. Paul also wonder ed a bit about
her past. Although she had hinted at some dif ficulties fr om around
the time her par ents split up, Sara was ver y hazy about that period,
describing it as ‘in the past’ and as something she had ‘dealt with’.
However, he noticed that she became ver y tense when mentioning her
mother. He felt this was one to watch.

Over the first few sessions, Paul and Sara got to know one another .
Paul spent a lot of time listening to Sara talk about her situation and
her frustration at not being able to motivate herself to do things. He
was ver y focused on communicating his empathy and unconditional
positive r egard to her , and, as the sessions pr ogressed, Sara seemed
to relax a little, r eflecting mor e deeply upon how she felt. One
common issue for her was the confusion she experienced over who
she was and what she wanted in life. Sara found this confusion ver y
difficult to describe, it was a vague sense but one which paralysed
her. For Paul, Sara’s dif ficulty in describing how it was suggested it
was an aspect of her or ganismic experiencing at the ‘edge’ of her
conscious awar eness. He wonder ed if it might be explor ed using a
focusing procedure. He tentatively described this pr ocess to Sara,
asking if it was something she wished to do. Sara thought it sounded a
really good 
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idea, tr usting Paul enough by that point to tr y what he suggested. He
was ver y careful not to ‘push’ Sara into saying yes. It was her choice
after all. 

Focusing

At the star t of the next session Paul talked Sara thr ough the focusing
procedure, just to be clear that she was happy with what they would do.
He then asked her to r elax into her chair and ‘clear a space’, allowing
herself to become awar e of whatever sensations she felt in her body .
Sara felt a few things, but most clear to her was that familiar , vague
sense of confusion which she chose to work on. Paul encouraged her to
feel this sense as vividly as she could, tr ying to find a wor d or image
that best r epresented it (its handle). Sara described it in ver y vivid
terms, as an icy r ock sitting inside her chest and weighing her down.
Paul encouraged her to tr y to keep feeling the ‘icy r ock’ for a few
minutes, asking her questions about it. He tried to r eflect back the
language Sara herself employed in her r esponses, ensuring that
he remained ver y empathic and non-judgmental towar d what she
described. Indeed, he r eflected back wor d-for-word much of what she
said.

As they focused on it Sara felt her confusion become mor e intense,
describing the icy r ock as becoming filled with pier cing icicles. She felt
her body stif fen, as if she was in danger . She said the wor d, ‘danger’,
and felt her body tighten still fur ther. Paul r epeated this back,
‘danger’, noticing the change in her bodily postur e. After a while he
asked Sara if she felt OK to car ry on. Sara opened her eyes, having
had enough. She felt quite shaken at what she had experienced, a
sense of being thr eatened. Paul war mly encouraged Sara to
‘welcome’ what she had lear ned – it was an impor tant par t of her ,
and one which they would r eturn to in following sessions.

Paul and Sara continued to use the focusing pr ocedure each time
they met. As they worked, Sara experienced a number of dif ferent
‘shifts’ in her experiencing. She gradually began to connect the ‘icy
rock’ to a fear of allowing herself to be happy . Her confusion thus
seemed a way of stopping herself doing anything that could achieve
this. As she said to Paul, ‘It’s as if I’ve become so scar ed of being
hurt that I am too scar ed to even tr y anymor e’. This shift was hugely
significant for Sara, and she felt tears begin to r oll down her cheeks.
She began to sob as memories of the past came flowing back. Paul
empathised with Sara’s sadness. The wor ds ‘you feel so cold, so
stuck under that r ock’ came to his lips, a deeply evocative empathic
response. Sara nodded, feeling shaky and upset, r emembering how
long it had been since she had felt happy . 
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Box. 4.1 Mapping the pr ocess of change

In reading these case studies, to what extent to you think Rogers’
(1967) ideas on the pr ocess of psychological change ar e helpful? Tudor
and Merry (2002) suggest that Rogers’ 7 stages of change ar e
characterised by themes such as:

• Feelings becoming incr easingly identified, owned and accepted
• A growing level of inter nal communication, such as awar eness of

internal experiencing
• Changing cognitive str uctures fr om rigid views and per ceptions to

looser, mor e fluid ways of thinking
• Problems being incr easingly acknowledged, owned and dealt with

responsibly
• Ways of r elating to others becoming incr easingly close

Can you see ways in which the two clients are changing in such terms?
What stages described by Rogers do you think Bob and Sara move
through during their counselling work? 

(Continued)

In the weeks following that session Sara found herself feeling ver y
emotional. She burst into tears for even the smallest thing and spent
lots of time daydr eaming, r emembering her past, happy times as a
young girl with her mum and dad, times with friends when she used to
really laugh. She enjoyed looking back but felt consumed with sad-
ness when r emembering all the things that she no longer had. Sara
felt ver y depressed and ver y stuck.

Identifying a pr ocess 

By their 19th session Paul noticed a change in Sara’s appr oach to their
work. She had begun to tur n up late for their meetings and seemed ver y
agitated in talking about her feelings. Although not wishing to make
something out of nothing, Paul noted his own congr uent feeling of
anxiety and decided to ask Sara about how she was finding things. 

Although she found it awkwar d to say , Sara told Paul that she
wished to stop their counselling work. Despite the valuable things they
had achieved, she felt things wer e not impr oving and wor ried they may
even be getting worse. 

Paul empathised with Sara’s wor ries, ‘so you feel so fr ustrated, at
our lack of success and fear we ar e making things worse’. 
Sara nodded, ‘I am just sick of things going nowher e and her e I am
again, worse than when I star ted’. 
‘You sound r eally angr y’.
‘I am angr y, totally and completely angr y’.
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‘totally and completely angr y’.
‘Yes, sickenly angr y’.
‘Sickenly angr y?’.
‘I feel sick talking about it, even thinking about it. And I want it to
stop’.
‘You just want it to go away’.
‘Yes, I do. I want it to go away’.
Paul waited for a moment or two.
‘And stopping coming to see me will do that?’.

‘Yes’.
Sara star ed at Paul, fists clenched, a familiar tightening in her chest.
She didn’t want to stop seeing him but couldn’t see any other way .
Paul held her gaze, tr ying to convey his understanding of her str uggle,
and his car e for her in it. He decided to speak, tentatively identifying a
process that Sara seemed to experience time and time again.

‘You know that anger so well, Sara. Something makes me wonder if
stopping our sessions r eally will take it away?’.

Sara slumped in her chair , feeling tear ful and drained. She knew
that what she was feeling was about far mor e than her sessions with
Paul. She felt angr y with him because she felt so scar ed that he
would eventually give up on her . 

Paul and Sara spent a long time discussing the pr ocess of her desir e to
leave counselling. It was an impor tant process, one which seemed to
resonate a theme r unning though much of her life. In talking it thr ough,
Sara realised just how angr y she felt at Paul because she felt scar ed that
he was getting fed up with her . In ef fect, she was ter rified of him letting
her down by stopping their work, so she decided to get in first, to leave
the process befor e it became too impor tant. This was a common way she
had of dealing with things, blaming others when things got dif ficult to avoid
the pain of losing something of value to her . She r ecognised that stopping
coming to see Paul would not solve anything, like walking out on her aunt
hadn’t made it better . Once again she would simply be tur ning her fear
against herself and her own wellbeing. She still needed Paul’s understanding
and care, and he assur ed her that his r egard for her was unconditional.
He wasn’t planning to stop their work or r eject her. What he wanted was to
understand how badly she felt and to find ways of helping in this. One
thing he suggested in this r egard was that they work mor e on Sara’s
process of leaving things that wer e impor tant to her , really looking at how
what it was about and how she could find other ways of coping. 

Over the following sessions they explor ed the patter ns of feeling
and behaving that Sara often found herself caught up in. Sara said 
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she hated ‘taking r esponsibility’ for herself, gradually linking this to a 
feeling that she had never ‘gr own up’. She still felt like a child,
constantly waiting for ter rible things to happen. Sara spoke a lot
about her mum and dad in these sessions, describing how unfair it
was she felt that she had been deprived of a nor mal childhood. She
blamed them both for walking out on her , for letting her down, yet felt
‘numb’ when talking about how she felt. She didn’t know wher e to
begin in making sense of it all. 

Working on the past – a two-chair dialogue

Although he spent much of his time empathising with Sara’s feeling of
numbness about the past, Paul acknowledged just how stuck Sara
seemed to be in coming to ter ms with her upbringing, a ‘stuckness’
that seemed to stop her feeling able to ‘gr ow up’. The par ticular
difficulties she had in r elation to her par ents seemed of gr eat
impor tance, and Paul wonder ed if finding a way of enabling her to have
a dialogue with them may help her to find a way of pr ocessing her deep
feelings about them. Sara felt ner vous about this suggestion, concer ned
that working with her feelings about the past might be extr emely painful.
But she thought Paul was right. She needed to find a way of coming to
terms with her feelings about what had happened to her .

Paul’s tentative suggestion was to use a two-chair technique, in
which Sara imagined her mum or dad sitting in another chair listening
to what she was saying to them. She was then able to move into that
other chair , and speak back to ‘herself’, tr ying to explain how things
were for them and why they had acted as they did or do. 

Sara worked firstly with her dad, telling him how she felt at his
leaving them, and how she blamed him for not being able to stick
around. As she did this she seemed to well up with feelings, imagin-
ing him sitting opposite her listening to what she was saying. 

‘You make me sick, you cowar d’, she told him, ‘leaving me to pick
up all the mess’ cos you couldn’t be bother ed. I was only 9’. Paul
encouraged her speak as candidly as she could, actively assisting her to
express how she r eally felt. After Sara indicated enough had been said,
he suggested she swap places and tr y to answer back as her father .
At first Sara didn’t know what to say , but Paul gently encouraged her
to keep going and she gradually star ted to speak, ‘I feel so sad for
letting you down, I was just too weak to stay with you. I hate myself for
leaving you but I just couldn’t stay with your mum anymor e, and you wer e
too young for me to take with me. I know it was wr ong and I still miss
you’.

Sara continued with this dialogue for much of the session, moving
between the chairs as the conversation unfolded. As this took place 
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she became incr easingly awar e not only of her anger , but also of her
grief, fear and, indeed, compassion. Over the following weeks she
repeated the exer cise, r eturning to speak with her dad as well as
her mum and others in her life. It was a draining pr ocess and she
found herself exhausted at the end of each session. However , as
time went on, she began to feel she was making some pr ogress. Her
work with Paul slowly took on a dif ferent shape involving occasional
two-chair work, focusing and mor e general exploration of her
feelings.

Ending counselling

Sara had been working with Paul for ar ound 15 months when she
first began to wonder if it was time to stop coming to see him. In a
previous session she had been star tled by the r ealisation that her ‘icy
rock’ was no longer solid, but seemed to have melted a little. She
linked this pr ocess to the pr esence of ‘a war m, gentle sun in the sky’,
an image that she had first encounter ed during a focusing session a
few weeks pr eviously. Although she still felt scar ed and down a lot of
the time, these experiences just didn’t seem to have their pr evious
energy. Mor eover, Sara now felt a gr eater degr ee of compassion for
others, as well as car e for herself. Paul, too, felt that the time had
come for their work draw to a close. He could see Sara was at last
finding her own feet and beginning to see a futur e for herself. Indeed,
she had taken r esponsibility by applying for college and was busy
working on her por tfolio of ar t. She’d also made contact again with
her aunt, who’d been delighted to r ekindle their r elationship. 

It took ar ound 10 weeks for Sara and Paul to work towar d a final
session. Paul felt it impor tant for Sara to be able to deter mine when
exactly she was to stop coming. He wanted her to make the
decision, not him. Sara felt r elieved at being able to contr ol how they
brought their work to a conclusion. It was a big thing for her to not
have Paul ar ound as a suppor t. At the end, and despite telling him
how much she appr eciated their time together , she decided to give
him one of her paintings. It was of a beautiful sunrise over a lush
green valley, thawing out after a long winter . This, she said, was what
she had begin to see for her futur e and thus what she wanted him to
know. 

Paul’s final thoughts

I found my work with Sara extr emely r ewarding. In many ways the
essential ingr edients in our work wer e the conditions of empathy ,
unconditional positive r egard and congr uence. Without these, I don’t 
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think Sara would have felt suf ficiently tr usting of, and understood by ,
me to enable her to move into a far mor e flowing, open way of r elating
to herself and others. In the context of this r elationship, what was
extremely impor tant for us was to identify the ‘pr ocess’ she often
utilised of ‘r ejecting’ others due to her fears of getting hur t. In
identifying this, and talking about it (meta-communication) Sara was
able to become far mor e aware of what she did and thus able to
challenge it. Fur thermore, our use of focusing and two-chair tech-
niques allowed Sara to become far mor e congr uent with her own
experiencing, and to work thr ough feelings about the past.
Sara became incr easingly congr uent as we worked, and during our last
sessions seemed mor e at ease with herself. As last she saw a futur e. 

Summary 

• In 1961 Carl Rogers pr esented a paper titled ‘A Pr ocess Conception of
Psychotherapy’, which identified 7 stages thr ough which a client may
pass in the pr ocess of under taking psychotherapy . This built on a pr e-
sentatian given 4 years pr eviously.

• The stages char t a move fr om rigidity and defensiveness (incongr uence)
to looseness and openness to all experiencing (congr uence).

• In a case study on Bob we explor ed how Joanne used a classical method
of person-centr ed working to facilitate change. 

• Bob moved fr om feeling ‘str essed’ about work to incr easingly identifying
feelings of fear and anger r egarding himself and his futur e. 

• Over the course of the therapeutic pr ocess, Bob incr easingly ‘owned’ how
he felt and become mor e aware of his conditions of wor th. He developed
stronger inter nal locus of evaluation. 

• In a case study on Sara we examined how Paul employed an experiential
method of person-centr ed work to facilitate change. 

• In working with Sara, Paul paid car eful attention of maintaining the 6 ‘neces-
sar y and suf ficient conditions of person-centr ed therapy’, while also employ-
ing techniques such as focusing, two-chair work and meta-communication. 

• Sara became incr easingly able to experience feelings about the past
that she had pr eviously denied or distor ted, and became mor e awar e of
patterns of r elating that pr evented her making changes.
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FIVE The Person-centr ed Appr oach
and the Four Paradigms of
Counselling Psychology

Introduction
As we discussed in the Introduction, counselling psychology encompasses
a broad range of approaches to psychological therapy situated within,
or between, four overarching paradigms – humanistic, existential-
phenomenological, cognitive-behavioural and psychodynamic – each of
which may be seen to constitute a series of general assumptions about
human personality, the causes and nature of psychological distress, and
the role of therapy in addressing it.

In this chapter we shall consider the relationship between the
person-centred approach and each of these four paradigms, focusing
on how person-centred therapy relates to their core assumptions as
well as the therapeutic theories and practices they encompass. The
chapter represents nothing more than a snapshot of such relationships,
and is thus a generalised account rather than a comprehensive
overview. Furthermore, the limited extent to which we are able to
explore the complexities of each paradigm means that the chapter can-
not purport to provide a detailed analysis of these, but instead offer
only a basic summary of each. Such an outcome is not ideal, but an
inevitable product of our focus being person-centred therapy rather
than counselling psychology per se. Any reader wishing a more com-
prehensive understanding of the therapeutic paradigms presented
here, or indeed the therapeutic approaches they encompass, is advised
to consult more complete accounts, such as those contained in Woolfe.
et al. (2003). Our exploration will instead attempt to summarise the
place of  the person-centred approach within its counselling psychol-
ogy context, which is an important undertaking in terms of our goal to
explore person-centred therapy from a psychological perspective. Our
starting point for this is the humanistic paradigm, and the relationship
of the person-centred approach to it.
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The humanistic paradigm
The humanistic paradigm emerged in the USA during the 1950s and
1960s, and rapidly become known as the ‘third force’ (Bugenthal, 1964)
in psychology due to its philosophical differences with behaviourist
and psychodynamic standpoints, the first and second forces respec-
tively. In many ways, humanistic psychology was a reaction to these
two forces, rejecting the Freudian emphasis on destructive, uncon-
scious urges and the over-simplified, laboratory based analyses pro-
vided by behaviourism. For Bugenthal (1964), the humanistic paradigm
evolved on the basis of five fundamental postulates (or principles).
These are:

1. Human beings, as human, supersede the sum of their parts. They
cannot be reduced to components or isolated elements.

2. Human beings have their existence in a uniquely human context,
as well as in a cosmic and ecological setting.

3. Human beings are aware, and also aware of being aware – i.e., they
are conscious. Human consciousness always includes an awareness
of oneself in the context of other people. 

4. Human beings have some choice, and thus responsibility.
5. Human beings are intentional and goal-orientated. They are aware

that they cause future events and seek meaning, value and
creativity.

While each of these postulates highlights a specific aspect of human-
istic thinking, they also hint at an underlying philosophy encompassing
a small number of core themes. For example, the proposition that human
beings are something more than the sum of their parts (i.e. cannot be
reduced to components) reflects the theme of holism, a standpoint
stressing the importance of viewing people as unique and comprised of
a complex range of living systems rather than a narrow range of psy-
chological dimensions (or ‘variables’) that may be scientifically mea-
sured (Warmoth, 1998). From a holistic perspective, people are viewed
as complex individual beings with histories, personal values and cre-
ativity, not simply psychological ‘objects’ amenable to scientific study
(Seeman, 2001).

A second underlying theme is that of choice. Individuals are seen as
active and constructive agents in their lives and trusted as such to meet
their unique needs and desires. Along with choice comes personal
responsibility. As Cain (2001: pp.4–5) suggests, the humanistic para-
digm thus assumes people to be:

self-aware and fr ee to choose how they will live and r esponsible for the
choices that they make. Although a variety of factors make people’s choices
difficult and sometimes risky , in most instances they experience choice and
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agency within their capacity . One of the main endeavours o f humanistic
therapists is to str engthen clients’ beliefs that they can be the authors
of their own lives. 

A third theme of the humanistic paradigm is that of recognising
human potential. The paradigm promotes an optimistic stance, viewing
people as striving toward meaningful growth and evolution wherever
possible. This theme is reflected in the concept of ‘actualisation’, an
idea proposing an intrinsic human motivation toward constructive
growth and change (Maslow, 1954). Although this motivation is seen in
different ways by the various approaches contained within the paradigm,
it reflects an optimistic and positive view of humanity.

Relationship to the person-centr ed
approach
Concepts and philosophy

In examining the basic dimensions of the humanistic paradigm it is
abundantly clear that its core themes and the philosophical standpoint
of the person-centred approach are strongly intertwined (Macleod,
2003a). Indeed, Carl Rogers was so strongly associated with the devel-
opment of the humanistic paradigm that he is universally acknowl-
edged as one of its founders (e.g. Cain, 2001). As a result, many dimensions
of the person-centred approach reflect humanistic ideas and concerns.
One example of this is the emphasis placed on the role of choice and
the promotion of an internal locus of evaluation. Another is the focus
on potentiality rather than deficit (Patterson, 2000), and the familiar
concept of the individual as striving toward positive growth as a result
of a biologically given ‘actualising tendency’ (Rogers, 1951); a concept
similar to, but not the same as the ‘self-actualising’ individual proposed
by Maslow (1954) (See box 2.4, Chapter 2).

Therapeutic appr oach

While the person-centred approach may be situated at the heart of the
humanistic paradigm in terms of concepts and philosophy, its ‘classical’
approach to psychological therapy may be seen as somewhat different to
the other main humanistic therapies (Wilkins, 2003). Like humanistic
approaches such as Gestalt Therapy (Perls et al., 1951), Transactional
Analysis (Berne, 1968) and Psychosynthesis (Assiogoli, 1965), ‘classical’
person-centred therapy promotes themes such as autonomy, growth
and human potential. However, it does so in a manner that accords
primary emphasis to the therapeutic relationship, which is seen as
‘necessary and sufficient’ (Rogers, 1957) to facilitate change. Such a
stance places full trust in the client’s actualising tendency within such
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a relationship and there is no need for further techniques or information
provided by a therapist. It is this view that contrasts with the approach
taken by other humanistic therapies, as Mearns and Thorne (2000:
p.27) argue:

although the appr oach was always positioned ‘thus’ [as a humanistic
therapy], it does not in fact have much in common with the other estab-
lished humanistic therapies. The gover ning featur e of person-centr ed
therapy (PCT) is not its humanistic orientation, but its forsaking of mys-
tique and other power ful behaviours of therapists. In this r egard, many
humanistic therapies ar e as dif ferent from PCT as psychoanalysis.

The proposition that other ‘humanistic’ therapies advocate a more mys-
tical, power-laden therapeutic stance relates to the way that they rely on
various techniques or strategies designed to facilitate change rather than
simply trusting the client’s own resources (i.e. actualising tendency) as suf-
ficient to motivate constructive growth. Such techniques and strategies are
seen as mystical or ‘powerful’ behaviours because they situate the thera-
pist as the expert, whose concepts and ideas are viewed as of greater sig-
nificance in enabling change than the perceptions and experiences of the
client alone. The client is thus viewed as the consumer of the therapist’s
interventions, a process which, from a ‘classical’ person-centred perspec-
tive, undermines her capacity to experience freedom and autonomy in the
relationship. Furthermore, the client is not necessarily party to the pur-
poses or intentions of the therapist thus further reducing her power within
the therapeutic encounter (Natiello, 1990).

A particular example of a humanistic approach taking such a stance
is gestalt therapy (e.g. Parlett and Hemming, 2002). Like the person-
centred approach, gestalt therapy sees self-awareness as key to pro-
moting psychological growth, and person-centred theory shares much
with gestalt psychology (which underpins gestalt theory and practice)
in emphasising what Rogers (1951: pp.4) describes as ‘its emphasis on
wholeness, and inter-relatedness of the cluster of phenomena we think
of as the individual’. Yet, in contrast to ‘classical’ person-centred ther-
apy, the gestalt approach seeks to facilitate change by actively promot-
ing client experiencing, doing so by use of various techniques designed
to encourage a client to attend to aspects of her experiencing of which
she is unaware, such as drawing her attention toward a seemingly con-
tradictory non-verbal behaviour such as clenching a fist (Parlett and
Hemming, 2002). This way of working involves the therapist deciding
what aspects of a client’s experiences or actions to identify, and follow-
ing this up by using a range of experimental techniques (such as encour-
aging her to imagine what the clenched fist would like to do) designed
to further heighten her experiencing in the present.

Added to its differences with ‘classical’ person-centred therapy is the
fact that gestalt therapists do not attempt to offer ‘unconditional positive
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regard’ (O’ Leary, 1997) nor attend primarily to empathising with a
client’s ‘frame of reference’. Instead (gentle) challenge and experimen-
tation are viewed as a necessary aspect of assisting a client become
more fully aware and self-supporting. Hence the nature of the thera-
peutic relationship within gestalt therapy is different from ‘classical’
person-centred therapy, with gestalt therapists viewing a strong, sup-
portive and empathic bond as vital, but insufficient, in itself, to enable
change (Yontef, 1998). 

Although humanistic therapies such as this may have little in common
with ‘classical’ person-centred practice, they share more with person-
centred therapists employing ‘experiential’ methods. Indeed, the ‘process-
experiential’ approach advocated by Greenberg and colleagues (Greenberg
et al., 1993), is actually an amalgam of ‘classical’ person- centred therapy
with gestalt therapy (Baker, 2004), albeit one which stresses to a far
greater degree the conditions of empathy and unconditional positive
regard over traditional gestalt-style exploration and experimentation. As
a result, while ‘classical’ person-centred therapy may be strongly differ-
entiated from other main ‘humanistic therapies, ‘experiential’ approaches
share more common ground with these and may thus be more readily
viewed as ‘humanistic’ in therapeutic orientation.

Box 5.1. Person-centred therapy and power

One of the key dimensions dif ferentiating person-centr ed therapy, and
in par ticular the ‘classical’ tradition, fr om other for ms of humanistic
therapy is its emphasis on the r elationship as ‘necessar y and
suf ficient’ (Rogers, 1957) to facilitate change within the client. In
doing so it pr omotes a gr eater sharing of power (e.g. in ter ms of the
client, and not the therapist, deter mining the focus and content of
therapy) than many other therapeutic standpoints, humanistic or
other wise. It is this commitment to eschewing ‘exper t’ therapeutic
stances by avoiding the imposition of techniques and agendas that
differentiates ‘classical’ person-centr ed therapy fr om almost all other
therapeutic appr oaches and paradigms in counselling psychology
(Natiello, 2001).

The existential-phenomenological
paradigm
The second paradigm of counselling psychology we shall consider in terms
of its relationship to the person-centred approach is the existential-
phenomenological paradigm. In many ways, strongly differentiating
between this paradigm and humanistic psychology creates a false
dichotomy. There is a great deal of conceptual overlap between them
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due to the significant influence of existential philosophy on both (Yalom,
1980: Embleton-Tudor et al., 2004).

Existential philosophy is a European philosophical tradition of the
19th and 20th centuries (van Deurzen, 2002) that attempts to describe
what it is like to be human, mainly in terms of the challenges, oppor-
tunities and dilemmas this affords. It charts the fundamental aspects of
our ‘being’ in the world (van Deurzen, 2002) and does so by highlight-
ing the following dimensions (summarized from Cooper, 2004):

1. Existence as unique – we are all unique beings, and thus not
‘reducible’ to general psychological mechanisms or attributes.

2. Existence as a process, not a thing – we are constantly creating
and re-creating who we are throughout our life, hence our exis-
tence is not a fixed entity but a fluid one.

3. Existence as freely choosing – we are all fundamentally and
unavoidably free to make choices about everything (in the context
of the practical constraints we encounter).

4. Existence as future and meaning-orientated – we are orientated
toward future goals rather than simply living in the ‘present’, and we
attend to what we feel is meaningful rather than what is pointless.

5. Existence as limited – we all face many fundamental limitations
(often termed ‘givens’) on our existence, such as death.

6. Existence as in-the-world – we are inextricably connected to the phys-
ical world around us, rather than separate or ‘independent’ beings
who are in some way separable from the context within which we live.

7. Existence as with others – our existence is inherently enmeshed
with that of other people and the social world around us.

8. Existence as embodied – we are all embodied beings and hence have
physiological and emotional dimensions to our being in the world.

9. The tragedy of existence – the very nature of existence offers the
inevitability of tragedy, such as physical and emotional suffering,
hopelessness and despair;

10. The choice between authenticity and in authenticity – existence
is suffering and we are faced with a choice whether to face up to
this and accept the realities of life (living authentically) or pretend
that they do not exist and deny them (living inauthentically).

Many of these dimensions make familiar reading due to their influence
on humanistic psychology, such as those highlighting human uniqueness
and choice. However, there are a number of others, highlighting the
constraints, challenges and tragedies of human existence which also
feature prominently within the existential-phenomenological para-
digm. These are explored in terms of the common existential ‘reali-
ties’ shared by all (such as the inevitability of death) as well as the
ways in which each one of us interprets the meaning of our existence
at any given moment in time (Spinelli, 2003). This latter interest
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derives from the tradition of phenomenology, founded as a method of
‘inquiry’ (essentially an early research method) by the philosopher
Edmund Husserl (e.g. 1977) in the early 20th century, and which con-
stituted an important element in the initial formulation of much exis-
tential philosophy.

Phenomenology proposes that human beings make sense of events and
experiences (i.e. phenomena) by giving meaning to them. Unlike the moti-
vation of natural science (and empirical psychology) to objectively explain
events, phenomenology is concerned with only describing the unique, sub-
jective meanings through which we interpret things, attempting to do
so by a method of metaphorically, ‘bracketing’ (Spinelli, 1989) all prior
assumptions to gain a true, bias-free appreciation how any person makes
sense of a phenomenon at a given moment. Phenomenology thus adopts
an existential focus exploring ‘the human condition as it manifests in lived
experiencing’ (Spinelli, 2003: pp.180), doing so in a manner that is only
interested in describing, rather than explaining, the meanings it reveals.
Indeed, this view challenges the very possibility of a single ‘objective’
reality that may be measured and explained, highlighting the different
meanings given to any event by different individuals. It is the relationship
between these individual meanings and the shared existential realities
which we all have to come to terms with that constitutes the focus of much
existential-phenomenological theory and practice. 

Since the 1950s, a number of approaches have evolved that attempt
to apply existential-phenomenological ideas to the therapeutic domain
(c.f. Cooper, 2003). What these have in common is a recognition of the
existential dilemmas at the heart of human ‘being’, and a belief that, in
some way or another, these are implicated in any psychological distress
encountered. Existential-phenomenological approaches undertake ther-
apy with the aim of enabling people to, a) become more honest with
themselves about the realities of their existence, b) understand them-
selves and the meanings through which they make sense of their lived
experiences, and c) create more meaningful ways of living within the
limitations and constraints they encounter (van Deurzen, 2002). These
principles are enacted in different ways by the various approaches that
have evolved, all of which emphasise the role of a deep, respectful and
interested approach to the client’s subjective truths whatever they may
be, at any given moment.

Relationship to the person-centr ed
approach
Concepts and philosophy

The person-centred approach shares many fundamental concepts
with the existential-phenomenological paradigm. A particular example
of this is the emphasis it accords to the individual’s ‘frame of reference’,
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a phenomenological concept that refers to the subjective perceptions
(and meanings) of the individual at any given moment. (Stumm, 2005).
For Rogers (1959) prioritising a client’s frame of reference is essential
if that person’s ‘lived experiences’ are to be deeply appreciated and under-
stood, an emphasis that resonates with the existential-phenomenological
desire to explore and respect personal meanings.

Another area of overlap between the two is the emphasis on individ-
ual autonomy and choice. The cultivation of personal freedom is at
the heart of both existential-phenomenological and person-centred
philosophies, albeit in the context of an acknowledging the challenges
such autonomy involves. For example, Sartre (1956), an existential
philosopher whose work is strongly influential within the existential-
phenomenological paradigm, stresses the freedom at the centre of all
human existence, describing the angst tied up with acknowledging the
choice of living ‘authentically’ (i.e. in a manner fully accepting the exis-
tential dilemmas of living). Similarly, Rogers (1961) highlights the chal-
lenges of living in a ‘fully functioning’ manner, whereby personal
autonomy and self-awareness brings with it the challenges of living in
process, aware of all personal experiencing, both positive and negative,
in each moment.

Despite such commonalities, the stress placed within the existential-
phenomenological paradigm on the constraints, dilemmas and chal-
lenges of human existence (e.g. Yalom, 1980) contrasts with the strongly
optimistic stance of the person-centred approach and its humanistic
emphasis on human potential, growth and autonomy (Cain, 2001).
Certainly, many existential-phenomenological practitioners do not
share the person-centred view of people as possessing a biologically
given ‘actualising tendency’ motivating only constructive growth and
change. Instead, they highlight the many violent and aggressive acts
committed within the world, arguing that these demonstrate an
inherent human potential for destructiveness and evil; an issue
explored in long correspondence between Carl Rogers and Rollo May
(see box 5.2). Linked to this more circumspect view is the attention
given to the tragic dimensions of human existence. These may be
seen to highlight a case for pessimism, not optimism, as Cooper
(2004: p.104) suggests,

From an existential standpoint life has an unavoidably tragic element to
it, that we come into the world eager and keen to make something of our-
selves, discover that we will one day tur n to dust and r ealise that, in the
shor t time we have available, ther e ar e so many possibilities that we
must r eject … Such a sense of tragedy , then, contrasts somewhat with
the mor e optimistic and hopeful client-centr ed perspective which
hypothesises that a ‘good life’ is attainable if we can experience the
necessar y and suf ficient conditions.
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Box. 5.2 Does the person-centr ed approach account for evil?

In discussing the question of evil, one of the for emost existential-
phenomenological therapists of the 20th centur y, Rollo May had a
long r unning debate with Carl Rogers on whether or not the person-
centred appr oach accounted for human destr uctiveness and ‘evil’ in
its optimistic view of the person (e.g. Rogers, 1961). For May (1982,
cited in Kirschenbaum and Henderson, 1990b), human beings
possess what he ter ms a Diamonic for ce, a biological motivation
toward asser ting themselves and their perpetuation. This for ce results
in both constr uctive and destr uctive ur ges. May ar gues that the latter
aspect is ignor ed by person-centr ed concepts str essing only
constr uctive gr owth and human potential. Hence, he ar gued,
person-centred theor y of fers a ‘seductive and enticing pictur e’
(p.242), but one which is somewhat innocent and naive.

Carl Rogers (1982, cited in Kirschenbaum and Henderson, 1990b)
responded to this accusation by questioning the idea of an inevitable
destructiveness within humanity , ar guing ther e was little evidence to
suggest that human beings have an innate tendency towar d
destructiveness. Instead, he suggested (pp.253–254) ‘if the elements
making for gr owth are present, the actualising tendency develops in
positive ways. In the human these elements for gr owth are not only
proper nutrition etc., but a climate of psychological attitudes’. Hence,
destructiveness or evil is not r uled out, but seen as emer ging from a
context of inadequate nur turing rather than a dir ect manifestation of
inherent destr uctive impulses. Fr om such a view , human beings will only
become destr uctive when the climate within which they have been
brought up, or continue to live, is in some way inadequate to their needs.

Therapeutic appr oach

The existential-phenomenological framework contains a number of
different therapeutic standpoints, each of which highlights the exis-
tential dimension of psychological distress. These span from ‘Logotherapy’
(Frankl, 1984), where missing existential meanings are seen as at the
root of psychological difficulties and thus actively created in the ther-
apeutic encounter (i.e. finding a purpose for life) to Deseinsanalysis
(e.g. Boss, 1979), which views an individual’s ‘closedness’ to the world
(e.g. never experiencing beauty) as the cause of psychological prob-
lems, with a consequent focus on promoting a greater ‘openness’
within the client. 

The approach that has most in common with person-centred therapy
is contained within the ‘British School’ of existential-phenomenological
therapy (e.g. van Deurzen, 2002), and that of Ernesto Spinelli.
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Spinelli (1989) proposes a strongly phenomenological standpoint
focused on understanding a client’s perceptions, a process which, for
him, involves three aspects; firstly, the therapist ‘bracketing off’ his
own views and assumptions to listen intently to the meanings relevant
to the client, secondly, the therapist avoiding any interpretation or
explanation of these to the client, and instead only describing back
to the client what he or she has said, and finally, the therapist paying
equal attention to, or ‘horizontalising’ each aspect of what is being
said by the client, not attending to some things over others. This lis-
tening method is embedded within a commitment to deeply respecting
and fully accepting what a client has to say (i.e. her truths) as well as
what he terms ‘intersubjectivity’ (Spinelli, 2001), a recognition that
people are inherently inter-related and thus that their meanings and
practices of the client have implications for others. Such a recognition
translates, therapeutically, into encouraging the client to consider how
his experiences and actions may effect those around him and vice
versa, as well as using the therapeutic relationship itself as a mechanism
enabling an exploration of how the client experiences and behaves in
the relationships he conducts (Spinelli, 2001). It is through this process
that a client’s existential meanings are explored and new possibilities
examined.

Clearly there are many similarities between the phenomenological
listening outlined by Spinelli and the methods of ‘classical’ person-
centred therapy. For example, the desire to attend closely to what the
client is saying and to ‘describe’ (i.e. reflect back) rather than interpret
or explain is similar to the person-centred emphasis on empathic lis-
tening and responding. Similarly, the importance of the therapist
‘bracketing off’ his own assumptions and relating in a deeply respect-
ful manner accord with a person-centred emphasis on the client’s
‘frame of reference’ and the avoidance of judgement in a manner akin
to ‘unconditional positive regard’ (c.f. Rogers, 1957). Yet the approaches
diverge when Spinelli talks of introducing a clear intersubjective
‘agenda’ for the therapy. This ‘therapist-driven’ (i.e. seen as important
by the therapist rather than, necessarily, the client) perspective con-
trasts with the ‘classical’ person-centred emphasis on following the
client’s moment-by-moment experiencing with an inherent trust in her
actualising tendency to promote growth (e.g. Bozarth and Brodley,
1991). Yet, this aspect of Spinelli’s work does have something in com-
mon with a number of ‘experiential’ approaches (e.g. Rennie, 1998), in
terms of encouraging the client to reflect on how she experiences and
acts in the therapeutic relationship. However, such commonalities
should not be overstated. Spinelli’s approach, due to its phenomeno-
logical emphasis, is far closer to ‘classical’ person-centred therapy than
most ‘experiential’ approaches using techniques and strategies to facil-
iate change within the client (e.g. Greenberg et al., 1996).
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In contrast to the work of Spinelli (1994, 2001), the other main
existential-phenomenological approaches share far less ground with the
person-centred approach due to their more explicit focus on the pro-
motion of existential themes and explanations to clients. Therapeutic
approaches such as existential-humanist (e.g. Yalom, 1980) emphasise,
for example, themes such as the inevitability of death and the exclusion
of ‘opposites’ (i.e. un-chosen possibilities) in guiding a client toward an
examination of the dilemmas these afford as well as their impact upon
her ‘lived experiences’. This examination is designed to deepen a client’s
understanding of his choices in relation to these as well as his way of
‘being’ in the world. However, in actively introducing and promoting
such a focus, the approaches take a very different stance to both ‘clas-
sicial’ and ‘experiential’ person-centred therapy, providing a clear
agenda for the content and focus of the therapeutic work being under-
taken and relying, to a far lesser degree, on the therapeutic relationship,
and conditions such as empathy and unconditional positive regard, to
facilitate change.

Box. 5.3 Is ‘classical’ person-centr ed therapy a
phenomenological approach?

As we have seen, ‘classical’ person-centr ed therapy may be
differentiated fr om humanistic therapies (as well as other counselling
psychology appr oaches) due to its sole emphasis on understanding a
client’s ‘frame of r eference’ in the context of a r elationship meeting
the 6 ‘necessar y and suf ficient’ conditions (Rogers, 1957). This focus
on understanding, describing and accepting the client’s meanings or
‘truths’ has much in common with the principles of phenomenological
inquiry (Husserl, 1977). As such, it may be ar gued that ‘classical’
person-centred therapy is actually a phenomenological appr oach best
situated within the existential-phenomenological paradigm, a point
suppor ted by Spinelli (1989) who ter ms ‘classical’ person-centr ed
therapy as ‘clinical phenomenology’. Hence, while person-centr ed theory
is undoubtedly humanistic in character , the ‘classical’ appr oach to
therapy may be mor e readily accommodated within a phenomenological
framework (Worsley, 2002). Do you think this cr eates a tension for the
approach and its ‘humanistic’ tradition?

The psychodynamic paradigm
So far we have explored the relationship of the person-centred approach
to the two paradigms in counselling psychology with which it has most
in common. We now turn our attention to its relationship with its
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more distant cousins, the psychodynamic and cognitive behavioural
paradigms, focusing firstly on its relationship to psychodynamic theory
and practice.

The psychodynamic paradigm encompasses a diverse array of theo-
retical and practical standpoints united by a focus on the inner dynam-
ics of the mind (as in the term psycho-dynamic) as well as their effects
on experiencing and behaviour (Jacobs, 2005). Such is the diversity of
psychodynamic approaches, for example those influenced by Jung (e.g.
1963), Klein (e.g. 1957) and Freud (e.g. 1938), that any summary can
only provide a generalised caricature containing the most fundamental
of assumptions. However, from such a simplified standpoint the psy-
chodynamic paradigm may be seen as promoting the following propo-
sitions (based on Thomas, 1996: pp.286–294):

1. Human behaviour and consciousness are largely determined by
unconscious motives – perhaps the most distinctive feature of psy-
chodynamic approaches is that they view the majority of our
intentions, desires, fears and assumptions as unavailable to con-
scious awareness until such time that they are (only ever partially)
revealed to us, such as through therapy with a trained psychody-
namic practitioner. 

2. Consciousness and internal versions of the world are systematically dis-
torted so as to avoid emotional pain and anxiety – contained within the
unconscious is considerable psychic torment resulting from inner
conflict, often linked to the interactions between our desires, moti-
vations and feelings and our experiences as social beings. Various
mechanisms of psychological defence are seen to protect us from
this torment, such as denial of socially unacceptable feelings or desires
(Stevens, 1983).

3. Internal versions of the world form very early in life and are emotionally
charged constructions – much emphasis is placed upon childhood
experiences, such as our relationships with the people around us
and the consequent assumptions we came to about the social world
and our place within it. As Thomas suggests (1996: p.291), ‘it is the
minutiae of the responsiveness, overall feeling tone, emotional
states, power relations (and internal worlds) of other people, espe-
cially mothers and fathers or other early carers, that are by far the
most important environmental influences of the shaping on infants’
internal words and their developing versions of psychic reality’. This
psychic reality is strongly emotional, for young children do not have
the sophisticated conceptual and thinking capabilities of adults, and
are thus unable to reflect on their emotional experiences. Life, at
this age, is therefore entirely emotional, and conflicts experienced
during this time are highly emotionally charged. This charge remains
into adulthood at an unconscious level. 
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4. Individuals’ own idiosyncratic meaning systems, constructions, memories,
fantasies, unconscious phantasies and dreams are the raw data of psy-
chodynamic theories and clinical practice – the focus is very much on
individual meanings rather than more general psychological
processes or behaviours. Each person is seen as unique in terms of
her own inner world, and the focus of psychodynamic approaches
is subjective experiencing, albeit in terms of unconscious defence
mechanisms and the inner processes they mask.

On the basis of such assumptions, psychodynamic approaches to
therapy employ a catalogue of therapeutic practices designed to increase a
client’s awareness of his unconscious desires, impulses, feelings and
conflicts (Burton and Davey, 2003). Bringing such material into con-
scious awareness enables their emotional and behavioural conse-
quences to be examined and ‘worked through’ (Lemma, 1997) in turn
affording greater choice and functionality in living.

Relationship to the person-centr ed
approach 
Concepts and philosophy

The person-centred approach shares an uneasy relationship with many
of the concepts and assumptions integral to the psychodynamic para-
digm. One of the primary areas of contention relates to their respective
views of the ‘person’, with psychodynamic approaches assuming an
individual governed by an unconscious containing, in part, ‘anti-social,
selfish, destructive and aggressive – desires (Lemma, 1997). By con-
trast, the person-centred approach adopts a more optimistic, positive
view of people, stressing our essentially constructive, pro-social nature
as manifest in the ‘actualising tendency’. Despite this difference, both
views emerge historically from a shared understanding of the role of
both biology and the environment in ‘personality’ development. Although
psychodynamic approaches diverge significantly over the importance
of biological drives, the ideas of their founding father, Sigmund Freud –
who argued that biologically given instincts (the ‘id’) interact with
environmental factors, such as the relationships with caregivers (the
‘super-ego’) to form adult ‘character structure’ or ‘ego’ (Zeigler, 2002) –
promote a similar interaction to that proposed by person-centred the-
ory, where the biological organism (and actualising tendency) is seen as
interacting with socially acquired conditions of worth (Rogers, 1951) to
produce the ‘self-concept’. 

Another area of common ground between the psychodynamic para-
digm and the person-centred approach is the shared assumption of an
unconscious dimension to human experiencing (Wheeler and Mcleod,
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1995), an assumption which, within the latter, is embedded within
the concept of incongruence (Ellingham, 1999) between self and organ-
ism. This disjuncture is seen to have the potential to generate huge
anxiety which is seen, in common with psychodynamic understand-
ings, as masked from conscious awareness by processes of psychologi-
cal defence (Owen, 1999).

The person-centred approach assumes two mechanisms of psycho-
logical defence, denial and distortion, both of which serve to maintain
the ‘self’ from the anxiety and threat generated by contradictory organ-
ismic experiencing. By contrast, psychodynamic approaches have identified
around 42 (Burton and Davey, 2003), organising these into a hierarchy
linked to the stage of childhood development during which they are
believed to emerge (e.g. Perry, 1993). 

Different forms of defence (e.g. such as those termed repression,
projection and denial) in adulthood are considered as more or less
‘mature’, in terms of the developmental stage to which they relate (i.e.
the developmental stage of the infant at the time of the experiences that
gave rise to them). It is the least mature forms of defence (i.e. those
associated with the earliest stages of child development) that are
viewed as the most problematic and thus most highly associated with
serious mental health problems such as psychosis (Burton and Davey,
2003). Indeed, psychodynamic approaches use the different kinds of
defences displayed by a client to ‘diagnose’ the kind of psychological
difficulties he or she is contending with, a process which now supports
the various categories of mental illness identified by medical doctors
(psychiatrists) as well as the therapeutic work undertaken by practi-
tioners. For example an individual may be seen to have a ‘narcissistic’
personality disorder, a diagnosis based on a psychodynamic conceptu-
alisation of a personality orientated around a range of psychological
defences to produce a grandiose view of self and consequent diminish-
ing of the importance of others (e.g. Johnson, 1994)

Psychological defences are viewed in a very different way within the
person-centred approach. While both denial and distortion are seen
emerge in conjunction with the acquisition of conditions of worth dur-
ing childhood, these are not ordered hierarchically nor used in any way
to inform the therapeutic work conducted. This reflects the lack of
importance accorded to ‘unconscious’ processes within the person-
centred framework with its sole focus on the client’s experiences and
perceptions in the present moment (Mearns and Thorne, 2000). Any
therapeutic analysis of the content of the client’s ‘unconscious’, in
terms of particular feelings, motivations or conflicts, from a person-
centred perspective, is seen as both irrelevant and unnecessary, despite
its centrality within the psychodynamic paradigm. Indeed, there is sig-
nificant disagreement between the two as to the very necessity of psy-
chological defences in effective human functioning.
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While psychodynamic approaches view psychological defences as
functional and thus part and parcel of healthy and effective living (i.e.
protecting the individual from excessive anxiety), person-centred ther-
apy views non-defensive experiencing (i.e. becoming fully congruent) as
both possible and ideal, enabling what Rogers (1961) termed the ‘the
good life’. Hence person-centred therapy assumes previously denied or
distorted organismic experiencing can become a full part of conscious
awareness, in contrast to psychodynamic approaches which assume
the inevitability of a significant and ongoing unconscious dimension to
life. From a psychodynamic view, psychological change is thus associ-
ated with the adaptation of unhealthy defences (i.e. challenging those
which are dysfunctional or ‘immature’; Jacobs, 2005), rather than their
elimination. 

Therapeutic appr oach

There is considerable disagreement between therapeutic approaches
within the psychodynamic paradigm and the person-centred approach
in terms of the nature of psychological therapy and its role in enabling
change within the client. From a psychodynamic perspective, psycho-
logical change is a product of increased conscious awareness of previ-
ously unconscious impulses, motivations and defences. This outcome is
viewed as best enacted through the direct analytic input of the thera-
pist, whose primary role is to guide the client toward a greater degree
of awareness by offering ‘interpretations’ of her actions and experi-
ences in terms of the unconscious processes motivating them. 

Due to the emphasis on the developmental basis of psychological dif-
ficulties, psychodynamic interpretations orientate around the links
between past and present, highlighting, for example, how present day
adult relationships are informed by childhood experiences. The thera-
peutic focus is thus very much on what Jacobs (2005) terms ‘the pre-
senting past’, a focus which allows previously unconscious material
(feelings, motivations and related forms of psychological defence etc.)
to be brought into conscious awareness and attended to.

Person-centred therapy, by contrast, adopts a very different thera-
peutic focus, exploring the client’s perceptions and experiences in the
present moment, with no agenda to encourage an exploration of how
these link to the past unless wished by the client. Indeed, understand-
ing childhood experiences is not seen as necessarily relevant to the
process of change, which is instead viewed as a product of deepened
experiencing of organismic feelings in the present (Davy and Cross,
2004). Furthermore, rather than viewing therapy as a process reliant on
the ‘interpretations’ provided by a therapist, the emphasis within the
person-centred approach is on trusting the client to contact her own
organismic experiencing within the context of a supportive, facilitative
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therapeutic relationship. Neither ‘classical’ and ‘experiential’ traditions
see a place for any therapist-derived interpretations of ‘unconscious’
processes, preferring instead to work collaboratively with the client to
become more fully congruent in her experiencing. Although techniques
may be suggested to assist this process (i.e. by those within the ‘expe-
riential’ tradition) these are only ever facilitative and designed to aid
the client draw his own conclusions. Interpretations are wholly unac-
ceptable, undermining the client’s autonomy and prioritising the ther-
apist’s expertise. As McLeod, in Wheeler and McLeod (1995: p.286)
suggests, rather than being the ‘expert’, ‘As a person-centred counsellor
I always want to be following the client, half a step behind, rather than
“knowing” the answer to the puzzle’. 

Another, but related, difference between psychodynamic and person-
centred therapeutic approaches is the type of relationship that is envis-
aged between client and therapist. Although an empathic, or close
emotional relationship is emphasised by some psychodynamic stand-
points (Mitchell, 2000), a more detached, opaque therapeutic stance is
often encouraged to enable the client to ‘transfer’ unconscious feelings
from the past onto his therapist (who, accordingly, discloses as little as
possible about herself to avoid confusing things). This process, known
as ‘transference’, is hugely important within the psychodynamic
paradigm for it is seen as a core technique through which to identify
the unconscious motivations and feelings within the client as they are
enacted within the therapeutic relationship. The therapeutic relation-
ship is thus seen as of great significance, for it is assumed that within
it – as an ongoing, regular and intimate interaction – the client begins
to repeat, unconsciously, patterns from the past linked to unconscious
feelings, desires and motivations (Freeman, 1999). For example, a client
feeling scared of her therapist’s judgements may be ‘transferring’ expe-
riences of an authoritarian and castigating mother onto this relation-
ship. In bringing these unconscious feelings into conscious awareness,
the therapist is able to assist the client work them through and change
their influence on her life. 

From a person-centred perspective, the concept of transference is
problematic because it detracts from the primacy of the actual, adult-
to-adult, relationship between therapist and client, a process which
may be seen to ‘infantilize’ the client by undermining the legitimacy of
her feelings in the moment (Rogers, 1987). In viewing the client’s rela-
tionship with the therapist as, in part, a re-enactment of the past, the
actual dynamic between them is distorted to the extent that the thera-
pist is viewed primarily as a ‘blank screen’ upon which the client may
‘transfer’ feelings from the past rather than an actual person whose
behaviour and methods of relating have real consequences within the
relationship (Owen, 1999). This potentially provides the therapist with
more power in the relationship with the client, for she is potentially
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able to define a client’s feelings as transference from the past rather
than a legitimate response in the present. By contrast to this, within the
person-centred framework it is the ‘real’ relationship between therapist
and client that is accorded primary significance. Practitioners aim
toward being as genuine (or congruent) as possible in relating, trusting
the client and viewing her as an autonomous participant with legiti-
mate motivations, experiences and choices in the present relationship
(Brodley, 1997b). Indeed, they take a highly personal, actively warm,
and unconditionally valuing stance – often termed ‘prizing’ by Rogers
(1951) – in contrast to the more detached, impersonal style traditionally
associated with much psychodynamic practice.1 Hence, the power rela-
tionship between the two may be seen to be different, with the person-
centred therapist working toward a collaborative, equal therapeutic
relationship between two persons in contrast to the traditional psycho-
dynamic interaction between practioner and ‘patient’.

Box 5.4 Is transfer ence a fiction? 

In a now famous ar ticle, a well know person-centr ed practitioner , John
Schlien (1984: p.23), ar gued that ‘transfer ence is a fiction, invented
and maintained by the therapist to pr otect himself fr om the
consequences of his own behaviour’. This str ong proposition
expresses Schlien’s concer n at how the concept of transfer ence
enables a psychodynamic therapist to r emain unaccountable in the
relationship, able to avoid his own legitimate feelings/behaviours and
those of the client by viewing these as r e-enactments of the client’s
past. It is an invented ‘fiction’ because, as Schlien ar gues, it suits
psychodynamic practitioners to r emain imper vious to the dynamics of
the ‘r eal’ r elationship with a client, as such a r elationship may raise
personally thr eatening issues; such as how to deal with a client’s
actual dislike for him. In accor dance with humanistic principles, he
proposes instead that it is this ‘r eal’ r elationship between client and
counsellor that is of therapeutic significance; a r elationship masked
by what he ter ms the ‘transfer ence neur osis’ prioritising things fr om
the client’s past which emer ge from in the mind of the therapist (as
analytical interpr etations) rather than fr om client dir ectly. 

Of course Schlien’s view has its detractors, even among those
within the person-centr ed community . Lietaer (1993), for example,
states (pp.35–36): ‘Y es John, ther e is transfer ence … in client-
centred therapy [ sic] too, the client r epeats his past with the therapist …’
However Lietaer (1993) goes on to suggest that this can be worked
through in the ‘her e and now’ context of an actual healthy r elation-
ship, rather than used, as in psychodynamic therapy , as a vehicle for
interpreting unconscious feelings fr om the past.
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While there is little doubt that person-centred therapeutic practices
differ substantially to those advocated within the psychodynamic
paradigm, it is all too easy to see them as fundamentally oppositional
and thus as having little or nothing in common (Geller and Gould,
1996). This is not the case, for the two do share some general similari-
ties in approach, such as that they both operate mainly through talking,
that they both take an exploratory stance with the aim of helping the
client increase self-awareness and develop understanding, that they
both emphasise, albeit in different ways, the relationship as central to
the therapeutic encounter, and that they both demand a high level of
self-awareness and personal development on behalf of the therapist
(Wheeler and McLeod, 1995: p.284). Hence, while the psychodynamic
paradigm and the person-centred approach do not agree on many
aspects of how therapy should be conducted, there are also many areas
of cross-over and commonality, a point best illustrated by recalling the
considerable influence of Otto Rank, the psychoanalytic psychothera-
pist, on many key aspects of person-centred theory and practice. Indeed,
recent dialogues between prominent therapists from both traditions
(e.g. Mearns and Jacobs, 2003) also highlight the significant extent to
which mature therapeutic practice in either approach is actually more
similar in process and style to such practice in the other than is often
assumed.

The cognitive-behavioural paradigm
The final paradigm of counselling psychology we shall consider in terms
of its relationship to the person-centred approach is the cognitive-
behavioural paradigm. This paradigm is one of the most well-known
within the field of psychology and is a product of two different psy-
chological traditions, namely behaviorism (e.g. Skinner, 1953) and cog-
nitive psychology (e.g. Neisser, 1967).

Although there are a large number of different therapeutic approaches
within the cognitive behavioural framework, (Scott and Dryden, 2003), two
of the most well-known are rational emotive behaviour therapy (REBT)
(e.g. Ellis, 1994) and cognitive therapy (often now simply called, confus-
ingly, cognitive behaviour therapy: Beck, 1995). Both of these approaches
highlight the inter-relationship between cognition, emotions, physiology
and behaviour (Scott and Dryden, 2003) in creating and maintaining
psychological problems while at the same time highlighting the faulty or
‘maladaptive’ thinking patterns at their hub.

Rational-emotive behaviour therapy proposes that there are two
types of distorted thinking which create psychological difficulties; ego
disturbance where the individual evaluates herself in an irrational or
unrealistic manner, and discomfort disturbance, where an irrational
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expectation that life must be comfortable at all times prevents a client
functioning in an effective way (Ellis, 2004). Therapy focuses on chal-
lenging all these ‘irrational’ beliefs preventing any individual achieving
his basic goals and purposes as well as those inconsistent with ‘reality’
(Dryden, 2002). 

The cognitive (behaviour) therapy of Beck (e.g. 1967) takes a similar
therapeutic stance, albeit one highlighting a wider range of maladaptive
cognitions. Distorted thinking is seen to operate at three different
levels, organised hierarchically; firstly that of the ‘automatic thoughts’
used to make sense of everyday situations, (e.g. ‘he doesn’t like me’),
secondly, the more general assumptions and rules underpinning for liv-
ing (‘I must be liked by everyone to be a success’), and finally, the deep,
core beliefs seen to be the basis of psychological disturbance (e.g. ‘I am
a failure as a person’). Each of these levels are viewed as linked to one
another, with ‘automatic thoughts’ arising from rules/assumptions and
their corresponding core belief. 

In common with REBT, cognitive (behaviour) therapy generally (but
not exclusively) views psychological change as a product of modifying,
or more effectively managing, distorted thinking and its effects (Moorey,
2002). This is supplemented in both by interventions at behavioural,
physiological and emotional levels designed to support the cognitive
changes being enacted. These interventions may include relaxation
techniques and behaviour modifications such as confronting previ-
ously feared situations (Scott and Dryden, 2003). It is also not uncom-
mon for behavioural interventions to take precedence over cognitive
work (a stance derived from the tradition’s behaviourist underpin-
ning) in the treatment of specific difficulties (e.g. obsessive-compulsve
disorder).

Relationship to the person-centr ed
approach
Concepts and philosophy

As may be expected from their diverse theoretical ancestry, the con-
cepts and philosophy of person-centred therapy and the cognitive-
behavioural paradigm differ substantially. A particular example of this
difference lies in their respective views of psychological disturbance
and its causation.

The person-centred approach proposes incongruence as the basis
of all psychological difficulties, viewing the tension between the expe-
riences of the organism as a whole, and those acknowledged within the
‘self’, as the cause of psychological dysfunction (Rogers, 1959). By contrast,
cognitive-behavioural approaches emphasise the primary role of cognition
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in psychological disturbance (Scott and Dryden, 2003), highlighting the
role of dysfunctional or maladaptive thinking patterns in creating emo-
tional, physiological and behavioural difficulties. As these patterns may
be corrected through the acquisition of more effective thinking skills
(Person, 1989), the cognitive-behavioural view is thus of the client as a
learner (Clarkson, 1996), and change a product of the client being edu-
cated to think (and behave) in a less dysfunctional, and more realistic
way. This is in contrast to the person-centred view of the individual as
already possessing the inner resources for constructive growth (the actu-
alising tendency), which render her both trustworthy and capable of
change within a facilitative climate.

Such a climate is seen within the ‘classical’ person-centred approach
as the 6 ‘necessary and sufficient’ conditions specified by Rogers (1957).
Yet, while the presence of the conditions of empathy, unconditional
positive regard and congruence are also seen as important within the
cognitive behavioural paradigm, they are not viewed as ‘sufficient’ to
enable change within a client, as Gilbert (1992: p.13), suggests:

Cognitive counsellors doubt that the qualities of accurate empathy , pos-
itive r egard and genuineness ar e, by themselves, suf ficient to pr oduce
change. Education into the way an individual thinks about events and
labels or puts him/herself down is cr ucial for change. But cognitive
counsellors do believe that these qualities ar e necessar y ingredients of
a helping r elationship.

Another conceptual difference between person-centred therapy and
cognitive-behavioural approaches follows from their understanding of
psychological disturbance (Zeigler, 2002). If psychological difficulties
are understood in terms of distorted thinking, it is possible to link specific,
identifiable psychological ‘disorders’ to particular patterns of thinking,
and as a result employ diagnostic techniques and pre-determined, inter-
ventions designed to alleviate them. Cognitive-behavioural approaches
are thus ‘disorder-specific’ (e.g. Palmer and Dryden, 1995), in that they
differentiate between different psychological disorders, and often inter-
vene in a manner ‘targeting’ the specific cognitive and/or behavioural
components associated with each. In recent years this method of work-
ing has become increasingly enmeshed with the practices of medicine
whereby particular psychological ‘illnesses’ are diagnosed and their
symptoms treated in a specific (structured) way, such as focusing
specifically on the perceived ‘threat’ causing anxiety and attending to
the often unrealistic (cognitive) appraisal of evidence at its root (Padesky
and Greenberger, 1995). An approach like this strongly contrasts with
the person-centred perspective and its emphasis on client autonomy
and self-direction, although as we shall explore in Chapter 6, specific
client ‘processes’ may be identified (e.g. Warner, 2000) from an ‘expe-
riential’, person-centred standpoint.
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Box. 5.5 The person-centr ed approach and the
medicalisation of psychological distr ess

In contrast to many of the therapeutic appr oaches within the dif ferent
paradigms we have explor ed, the person-centr ed appr oach does not
undertake practices or pr ovide explanations which suppor t a ‘med-
icalised’ view of psychological distr ess. (Joseph and W orsley, 2005). A
‘medicalised’ view is one that views such distr ess as something
that may be diagnosed in accor dance with medical
classifications of mental disor ders, and tr eated using specific
interventions tar geted solely on these in or der to alleviate symptoms.
The identification of par ticular psychological defences within the
psychodynamic paradigm accor ds with a medicalised view because
this pr ocess suppor ts the classifications of dif ferent kinds of mental
disorders by pr oviding explanations for these in ter ms of their primar y
causes and ef fects (as well as their likely r esponse to
psychodynamic tr eatment). Appr oaches within the cognitive-
behavioural paradigm adopt a similar stance, albeit one using CBT
methods to focus specifically on alleviating symptoms and impr oving
functioning in r elation to the par ticular psychological dif ficulty being
encountered. The person-centr ed appr oach does not shar e either of
these views, r efusing to view clients in medicalised ter ms; as people
with diagnosable ‘disor ders’ that may be ‘tr eated’. Instead, the focus
is on r elating to the client as a whole person, tr usting that she has the
necessar y resources to enhance her own well-being when pr ovided with
the right conditions to do so (i.e. an ef fective therapeutic r elationship),
facilitated or other wise by the use of ‘experiential’ techniques.

Despite their differences, there are also numbers of areas of conceptual
agreements between the person-centred and cognitive-behavioural stand-
points, none more so than their shared emphasis on the capacity of clients
to become more ‘flexible and confident to practise and develop … ‘poten-
tialities’ (Mearns and Thorne, 2000: p.34). Both person-centred therapy
and cognitive-behavioural approaches view the individual in terms of what
he may be (i.e. able to think more realistically, able to become ‘congruent’)
and hence adopt a positive, optimistic perspective. Similar to this is their
shared phenomenological basis. In emphasising the personal meanings at
the core of all psychological distress, cognitive-behavioural approaches
accord with the person-centred emphasis on individual perceptions and
thus attend to the unique meanings of events to every individual in the
present rather than their links to the past, unlike, say, psychodynamic
approaches (Zimring, 1974).

Recent developments indicate still further scope for shared perspec-
tives. A particular example of this is the evolution of ‘mindfulness’
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based cognitive therapy (e.g. Teasdale, 1999), a Buddhist-inspired approach
stressing ongoing awareness (and acceptance) of thinking (and feeling)
patterns. This has a number of similarities to Rogers’ (1961) ‘process-
conception’, and his model of the self as an ongoing ‘flow’ of experi-
encing. It also shares much in common with more contemporary work
exploring person-centred thinking from a Buddhist perspective (e.g.
Moore, 2004). Another area growing synergy between the approaches
is the increasing awareness of the importance of the therapeutic rela-
tionship between client and therapist within the cognitive-behavioural
domain (e.g. Giovalolias, 2004).

Therapeutic appr oach

Cognitive-behavioural approaches draw on a whole range of techniques
designed to teach a client cognitive-behavioural ideas (e.g. on the link
between thoughts and feelings) and methods (e.g. how to challenge
‘thoughts’ or use breathing techniques to combat panic). These are
underpinned by inquisitive forms of questioning (e.g. ‘if you did get
embarrassed and turn red, what do you think would happen then’)
designed to elicit and progressively elaborate the thinking patterns at
the root of the problem, and identify the problematic cognitions to ‘tar-
get’ (e.g. ‘what is the evidence that your boss would sack you for being
weak if she saw you turning red?’). While practitioners vary with
regards to how they balance teaching and questioning activities within
sessions, they generally introduce information, explanations and ideas
into the therapy and as such situate themselves in a position of ‘exper-
tise’ over the client.

Box 5.6 Can person-centr ed therapy be integrated with
therapeutic appr oaches fr om other paradigms?

Although a number of appr oaches have developed which attempt to
integrate person-centr ed therapy with therapeutic appr oaches fr om
other paradigms, (e.g. Egan, 1998), these generally take what is
termed a technical eclectic stance (Nor cross and Newman, 1992)
drawing on dif ferent therapeutic techniques for dif ferent ends, such
as applying various cognitive-behavioural techniques while at the same
time employing many aspects of person-centr ed therapeutic r elating
(e.g. of fering the ‘cor e’ conditions etc.) to establish an ef fective work-
ing bond. However , this stance arises fr om a commitment to what
Grant (1990) ter ms, i nstrumental non-directivity, wher e the person-
centred relationship is seen as a technique (or instr ument), like any
other, that may be used to suppor t change.
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(Continued)
If person-centr ed therapy is primarily viewed as a set of attitudes held

by the therapist (Rogers, 1957), the r elationship these enact cannot be
seen as a technique, for it is instead an ethical commitment to a
particular ‘way of being’ with a client. In ‘classical’ person-centr ed therapy
this, as a matter of principle, is non-dir ective (in ter ms of the therapist
not being pr epared to assume an exper t stance in dir ecting the client
toward par ticular ideas or techniques). Hence integrating such an
approach with, say , a cognitive-behavioural standpoint is impossible.
These perspectives ar e fundamentally dif ferent with r egards to therapist
behaviour and pr ocess of change (Hollanders, 2000). However , clearly
such a stance is compr omised if ‘experiential’ appr oaches ar e
considered, for many of these draw on methods and techniques of fered
by the therapist and designed to facilitate change. 

As we have seen, the development of ‘experiential’ standpoints has
been highly contr oversial within the person-centr ed framework, for they
more readily accommodate the integration of methods fr om other
therapeutic appr oaches (such as gestalt therapy) fr om within the humanistic
paradigm. Yet, to be defined as person-centr ed requires, in all fundamental
formulations of the appr oach (e.g. Schmid, 2003) a commitment to not
introducing content into therapeutic work and ther efore avoiding, as much
as possible, an ‘exper t’ stance over the ter ms of the client’s experiencing.
This is unlike most appr oaches in the existential (e.g. intr oducing
‘existential’ concer ns), psychodynamic (i.e. thr ough ‘interpr etations’) and
cognitive-behavioural (i.e. thr ough ‘teaching’ a client cognitive-behavioural
ideas and methods) paradigms. Hence, generally speakling, integrating
person-centred centred therapy with therapeutic appr oaches fr om other
paradigms raises some significant philosophical, as well as practical,
dilemmas for the person-centr ed practitioner .

Despite the many philsophical and pragmatic dif ficulties pr esented
arising fr om the notion of integration, r ecent theor etical work has
highlighted the extent to which it may be possible to conceive of a
different grounding for integrating person-centr ed therapy with therapeutic
approaches fr om dif ferent paradigms. Ger gen (1991), for example,
argues fr om a social constr uctionist perspective that it is no longer
possible to ar gue that any one paradigm or therapeutic appr oach of fers
the moral ‘tr uth’ over the other . Hence, he ar gues, ther e is space for a
multiplicity of ways of working, a stance often ter med pluralism (Samuels,
1997) and within which the possibility of new, mor e integrated perspec-
tives may emer ge. Such a move would r equire a new philosophical
grounding for person-centr ed therapy, but is a possibility incr easingly
highlighted by social constr uctionist critiques of existing assumptions
within the psychological domain, assumptions of dir ect relevance to the
theory and practice of person-centr ed therapy. This critique, as it applies
to the person-centr ed approach, will be explor ed in Chapter 8.
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The person-centred approach takes a very different stance, rejecting
the idea that a client requires to learn more effective thinking skills in
order to alleviate distress. Practitioners within the tradition work
instead toward establishing a facilitative relationship within which the
client is viewed as already possessing the resources to enable change.
Person-centred therapists do not adopt a directive or teaching role
(although some ‘experiential’ methods involve the therapist teaching
the client the techniques involved), assuming that it is the client who is
best able to know what is wrong, and what direction to take things in
making things better. Indeed, from a person-centred point of view,
encouraging a client to attend to, and challenge, ‘maladaptive’ cogni-
tions may be seen, like the use of ‘interpretations’ in psychodynamic
practice, to ‘suppress the individual’s growth process’ (Bohart, 1982:
p.248), undermining her internal locus of evaluation and capacity to
contact her own, organismic experiencing. 

As well as differing in terms of therapeutic focus, a further area of
divergence between person-centred therapy and cognitive-behavioural
approaches lies in the formal organisation of each therapy session. As
well as an emphasis on targeting specific problems or ‘disorders’, the
emphasis within cognitive-behavioural methods is on therapeutic ‘effi-
ciency’ (Ellis, 2004). Therapy is thus designed to be as minimally inva-
sive as possible (i.e. in terms of number of sessions as well as their
regularity) to prevent dependency on the therapist (Dryden, 2002) as well
as to emphasise the primary importance of the client learning for himself
how to identify and change faulty thinking and associated behaviours. 

To promote efficiency, cognitive-behavioural practitioners generally
adopt an organised approach to the conduct of therapy, with sessions
highly structured to ensure that little time is wasted on material that is
irrelevant to the problems being addressed. A typical session structure
involves the following aspects (Blackburn and Davidson, 1995):

1. Review client’s present state – clients first have the opportunity to
explain what, if anything, has changed since the last meeting (an
issue that may mean some revision is required in terms of the types
of problem being addressed in the therapy). 

2. Set agenda – an ‘agenda’ for the session is negotiated and agreed,
defining the specific problem/s to be worked and the goals it is
designed to achieve.

3. Review homework assignment(s) – a review of the client’s activities
since the previous session is conducted to examine how he got on
completing the tasks he had agreed, tasks that were designed to sup-
port his learning outwith the session. 

4. Target problem – focus therapeutic work on an agreed specific prob-
lem, undertaking activities and techniques designed to identify and
address the difficulty being worked on.
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5. Negotiate homework assignment(s) – determine what tasks the
client will work on to support his learning, such as identifying unre-
alistic thoughts and evaluating the evidence for and against them to
arrive at a more realistic conclusion. 

6. Session feedback – review the actual session itself with a view to
enhancing future work. 

An approach such as this differs substantially to the usual process of
person-centred therapy, which avoids the imposition, by the therapist,
of a formal structure on the sessions and instead enables the client to
determine what to focus upon as the session progresses. Although for
some clients an unstructured approach can be challenging and frus-
trating (Bozarth, 1993), the client is trusted to know ‘what hurts’
(Rogers, 1951) and seen as able to judge what aspects of her experienc-
ing to attend to as a result as each session evolves. From a person-
centred perspective, the very nature of therapy means that its process
cannot, and should not, be planned for at the outset, for previously
denied or distorted organismic experiencing may be contacted at any
point. This may, in turn, influence the subsequent focus of the session.
For a therapist to police a pre-agreed ‘agenda’ may thus inhibit a
client’s capacity to contact his experiencing as it unfolds (i.e. deepens),
something which would be viewed as significantly detrimental to the
therapeutic process (Rennie, 1998). 

Another dimension of the cognitive-behavioural approach to therapy
which does not accord with person-centred understandings is that
of ‘homework’. Homework is an important aspect of cognitive-
behavioural approaches, designed to help a client challenge his old
beliefs by ‘testing’ these against reality through experimentation, such
as undertaking activities in a manner supporting the realistic thinking
being practised. From a person-centred perspective, however, there
is little need to agree specific ‘homework’ tasks with clients, for all
individuals are seen as fundamentally trustworthy, and able to deter-
mine how best to meet their goals at any given moment. Furthermore,
the approach views incongruence, rather than maladaptive thinking,
as the cause of psychological distress. Hence, the technical require-
ment to rectify particular symptoms, aided by ‘homework’ is seen as
irrelevant.

Summary

• The person-centr ed appr oach is str ongly associated with the humanistic
paradigm, known as the ‘thir d force’ in psychology . 

• The appr oach pr omotes key humanistic concepts such as human poten-
tial, autonomy and choice.
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• Classical person-centr ed therapy is ver y dif ferent to other humanistic
forms of therapy due to its sole emphasis on the therapeutic r elationship
and the client’s actualising tendency to motivate change. No therapist pr o-
vided techniques or strategies ar e seen as necessar y, unlike in other
humanistic therapies such as the gestalt appr oach.

• The person-centr ed approach is str ongly influenced by existential philosophy
and has much in common with the existential-phenomenological paradigm.

• Classical person-centr ed therapy has been called ‘clinical phenomenology’
due to its similarity to phenomenological ideas. As a r esult, some theorists
view ‘classical’ person-centr ed therapy as a phenomenological therapeutic
standpoint, despite the humanistic basis of its underlying theor y.

• The person-centr ed appr oach has many dif ferences with the psychody-
namic paradigm despite sharing the view that ther e is an ‘unconscious’
dimension to experiencing.

• Person-centred and psychodynamic appr oaches to therapy dif fer due to
their r espective emphasis on the pr esent and the links between the pr e-
sent and the past.

• The person-centr ed appr oach does not agr ee with cognitive-behavioural
propositions that psychological disturbance is caused by faulty or mal-
adaptive thinking. Instead, it views incongr uence as the sole basis of all
psychological dif ficulties.

• Cognitive-behavioural appr oaches take a str uctured therapeutic appr oach,
teaching a client new methods of thinking and behaving to encourage well-
being. Person-centr ed therapy , by contrast, views the client as alr eady
possessing the r esources to enable gr owth and change. 

Note
1 It is important to note here that psychodynamic approaches vary con-

siderably in therapeutic stance, and the more ‘relational’ perspective
emphasising a positive, genuine relationship between practitioner and
patient is becoming increasingly popular (e.g. Stern, 1986). See Mitchell
(2000) for a review of this ‘relational turn’. 
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SIX Person-centr ed Therapy and
Contemporar y Practice in
Mental Health: W orking with
Distr ess

Introduction 
In the previous chapter we explored how the person-centred approach
relates to the four paradigms in counselling psychology. We now turn
our attention to the context of psychological provision in the UK to
examine where person-centred therapy is situated within it. Although
there is a diverse range of services offering psychological therapy to
individuals (e.g. voluntary agencies, charities, private practitioners etc.)
most commonly those with psychological difficulties are supported
within healthcare contexts, such as those of the National Health Service.
In this chapter we shall explore the ways in which psychological dis-
tress is attended in the contemporary healthcare arena, highlighting the
extent to which this context is informed by a medical standpoint view-
ing psychological difficulties as ‘disorders’ which require treatment.
Such a stance is highly problematic from a person-centred perspective,
and we will explore some of the key reasons for this, investigating promi-
nent person-centred objections to the ‘medicalisation’ of psychological
difficulties and their associated ‘treatments’. We will also examine some
of the alternative, person-centred, understandings and practices
pertaining to severe psychological disturbance. These offer a radical
alternative to many of the methods commonly employed from more
medicalised standpoints and thus again point to the alternative per-
spectives offered by the person-centred framework.

A medical model of ‘distr ess’
While methods of attending to psychological distress have a long and
complex history (e.g. Bentall, 2004), it is medicine that currently provides
the framework for how psychological difficulties are understood and
addressed in the Western world (Tudor, 1996). This medical framework
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provides a particular view on the nature, causes and treatment of
psychological difficulties, a view which assumes, as Sanders (2006:
p.26) suggests, that;

the best way of thinking and talking about human mental distr ess … [is]
to think and talk in ter ms of ‘illness’ and ‘health’, or if we pr efer, ‘nor-
mality’ and ‘abnor mality’ ... Since mental health is a medical condition,
we need a psychopathology and system of classifying symptoms, and
by association, tr eatments (diagnosis).

From a medical perspective, psychological difficulties are illnesses (often
termed ‘psychopathologies’ or ‘disorders’) which may be diagnosed and
treated like any other. Such a process relies on an underlying classifica-
tory scheme identifying the different kinds of psychological or mental ill-
nesses that exist (Sommerbeck, 2003). Although there are a number of
different classificatory schemes, one of the best-known is The Diagnostic
and Statistical Manual (APA, 1994, 2000) published by the American
Psychiatric Association. This manual is designed to provide an up-to-
date categorisation of all disorders and their diagnostic symptoms (i.e.
reported by the client) and signs (i.e. behaviours observed by the prac-
titioner), as there are no biological tests that can confirm or otherwise
the presence of a non-organic mental illness. These disorders change
over time as psychiatrists (medical doctors specialising in treating men-
tal illness) refine and elaborate their views on what types of mental ill-
ness exist and how these may be identified. Hence the 106 types of
mental disorder identified by the American Psychiatric Association in
the DSM 1 in 1951, are now superceded by the 347 described in the
1994 version of the DSM IV (APA, 1994) a manual now so well known
in the USA that it has even featured in the comedy programme Frasier
without further explanation or description (Bentall, 2004). Typical exam-
ples of the mental disorders identified in the DSM IV include depression,
anxiety, obsessive-compulsive disorder, borderline personality disorder
and psychosis (APA, 1994). 

Diagnostic manuals (such as the DSM IV) are widely used within the
field of mental health to enable practitioners to diagnose what particu-
lar disorder an individual has. This diagnosis is generally made as part
of an assessment process, where a psychiatrist, psychologist or other
relevant individual examines the psychological state of the client using
various mechanisms, such as open questions, observation of verbal and
non-verbal behaviour, psychometric tests, asking for verbal reports of
particular symptoms (e.g. feeling depressed) etc. Like biological medi-
cine, a diagnosis is followed by a treatment or ‘care’ plan detailing what
interventions are necessary to improve mental well-being. As mental
illness is seen by the medical profession as having a strong biological
component (Breggin, 1993), a common form of treatment is pharmaco-
logical and psychiatry uses a vast array of drugs designed to treat the
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different illnesses diagnosed (e.g. anti-depressants such as Prozac).
Psychological therapy is also often employed, either as an adjunct or as an
alternative to medication, and it is the provision of this that constitutes the
primary task of psychologists working within healthcare settings.

A medicalised ‘psychology’
While Counselling Psychology, as a discipline, adopts an engaged but
wary perspective on the diagnosis and treatment of specific psychological
disorders (Golsworthy, 2004), the area of psychology that dominates the
clinical arena (Clinical Psychology) has traditionally aligned itself strongly
with a medicalised approach (Proctor, 2005a). Clinical Psychologists play
a central role in the assessment, diagnosis and treatment of individuals
with psychological difficulties within the healthcare domain, and a whole
area of psychological research, abnormal psychology, has emerged to
support it, as Lazarus and Colman (1995: p.14) explain:

Abnormal psychology is devoted to the study of mental, emotional and
behavioural aber rations. It is the branch of psychology concer ned with
research into the classification, causation, diagnosis pr evention and
treatment of psychological disor ders or psychopathology . ... The essence
of abnor mal psychology is its emphasis on r esearch into abnor mal
behaviour and its endeavour to classify the wide range of mental and
emotional aber rations into coher ent categories, and to understand
them. Abnor mal psychology ser ves as a backdr op or guide to clinical
practice.

Abnormal psychology provides a theoretical framework for Clinical
Psychology practice, promoting psychological understandings of, and ways
of working with, a range of different mental disorders (Sanders, 2005).
Both psychodynamic and cognitive-behavioural paradigms are implicated
in these, often providing their conceptual basis and underlying rationale.
However, it is the cognitive-behavioural framework that is presently
dominant within both abnormal and clinical psychology (Proctor, 2005a)
due to its nature as a disorder-specific, symptom-focused and efficient
manner of psychological working as well as its close relationship with the
empirical basis of contemporary Western psychology. 

Box 6.1 Should we use the ter m patient or client?

For psychologists working within medicalised settings, the ter m
patient is generally the nor m when r eferring to individuals r eceiving
‘treatment’ of one sor t or another . Yet, the ter m ‘patient’ is highly 

(Continued)
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(Continued)

controversial, for it car ries with it number of connotations linked to
how the person being tr eated is seen, and the power he or she has in
relation to the diagnosis and tr eatment of his or her dif ficulties. For
many, calling an individual a patient is depersonalising, r educing the
entirety of a person to the status of a par ticular pathology or disor der
(e.g. anxiety). Mor eover, it implies passivity in the r elation to the
treatment being r eceived. For Rogers (1942) the str ong relationship
between the ter m ‘patient’ and the principles and practices of
medicine r endered it inappr opriate as a way of r eferring to individuals
experiencing psychological dif ficulties or distr ess. Instead, he
preferred the ter m client, which infer red that the individual being tr eated
was, in ef fect, dir ecting the course and natur e of his or her therapy .
Moreover, the ter m client suggests a mor e equitable r elationship of
power and exper tise between the counsellor and the individual with
whom he or she is working, in contrast to the medicalised understandings
informing much psychological work. Hence client-centred therapy (now
person-centred therapy) was pr eferred over all other options.

Medicalised distr ess: a
person-centred perspective
It would not be an exaggeration to say the person-centred approach,
particularly the ‘classical’ tradition, takes one of the most radical stances
within psychology toward the medicalisation of psychological distress,
rejecting many of the fundamental terms and processes associated with
it (e.g. Bozarth and Motomasa, 2005). For person-centred practitioners,
objections to medicalised approaches crystallise around the process
of diagnosis, an activity viewed as highly problematic for a number
of reasons. 

In diagnosing a particular ‘disorder’ (e.g. anxiety disorder), the
practitioner defines an individual experiencing psychological distress
in terms of a single classification rather than viewing her as a whole being
with specific needs, experiences and resources. This results in a client
being reduced to a generalised classification or diagnostic category, under-
mining her autonomy and status as a unique human being. Furthermore,
it situates the psychological distress being encountered as central to
her identity. This not only detracts from the entirety of her lived experi-
ences, but also emphasises her deficiency (i.e. her illness or ‘disorder)
rather than her resourcefulness and potential. A diagnostic standpoint
thus adopts a deficiency rather than potentiality model, in contrast to the
person-centred emphasis on the individual’s actualising tendency and
inherent potential for creative growth and change (Mearns, 2004). As a
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result, Irving Yalom (1989. p.185), an existential psychotherapist and
psychiatrist, argues:

I mar vel that anyone can take diagnosis seriously , that it can ever be
considered mor e than a simple cluster of symptoms and behavioural
traits...Even the most liberal system of psychiatric nomenclatur e does
violence to the being of another . If we r elate to people believing we can
categorise them, we will neither identify nor nur ture the par ts, the vital
parts of the other that transcends categor y. The enabling r elationship
always assumes the other is never fully knowable.

As well as a conceptual objection to reducing a person through diagnosis,
Yalom hints at a practical question in asking the extent to which an
accurate diagnosis is possible bearing in mind the many ‘unknowable’
dimensions of another person. Such an argument reflects the way that
the many signs and symptoms of psychological distress frequently
indicate a variety of possible difficulties and thus do not enable clear-
cut classification of any underlying pathology (Boy et al., 1989). Added
to this is the subjective basis of the diagnosis process itself. A number
of theorists have demonstrated that diagnostic categories, such as those
within the DSM IV, are not reliable in statistical terms due to their low
levels of inter-rater reliability (Bentall, 2004).

As well as highlighting the subjective nature of a diagnostic process
within the psychological domain, person-centred practitioners further
challenge the extent to which such a method detracts from the client’s
perceptions and experiencing. As an approach spanning the humanistic
and existential-phenomenological paradigms, person-centred therapy
prioritises the client’s own meanings and frame of reference over those
of any external party. Such a view is very different to a medicalised
approach in which an expert practitioner (psychologist, psychiatrist
etc.) determines what is wrong (i.e. a particular disorder), and accord-
ingly decides what to treat. In this latter way of working, the views and
knowledge of an expert clinician are accorded greater power and sig-
nificance than those of the patient (Natiello, 2001) which reduces the
client’s autonomy as well as undermining the development of an inter-
nalised locus of evaluation. 

Although person-centred theory (Rogers, 1957) does provide a diag-
nosis for psychological distress, i.e. all psychological difficulties as
caused by incongruence, it is the client’s diagnosis of his experiences
that is seen to matter, as Rogers, (1951,22 pp.222–3) suggests:

Therapy is basically the experiencing of the inadequacies in old ways of
perceiving, the experiencing of new and mor e accurate per ceptions, and
the r ecognition of significant r elationships between per ceptions. In a
very meaningful way, therapy is diagnosis, and this diagnosis is a pr ocess
which goes on in the experience of the client, rather than in the intellect
of the clinician. 
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Hence, externally derived classifications are seen as irrelevant, or even
dangerous in detracting attention from the client’s perceptions (Merry
and Brodley, 2002). 

A further objection to diagnosis, from a person-centred perspective,
is linked to its underlying function of differentiating between disorders
to enable treatment to be determined. Inherent in this activity is
the assumption that different types of psychological difficulty require
different forms of intervention. In many instances these are composed
of various medications supplemented by the specific psychological
interventions indicated by research studies to be effective in working
with that specific disorder. However, from a person-centred perspective,
identifying different psychological treatments is unnecessary, for there is
only one way of enabling psychological change; facilitating a client’s
own actualising tendency by means of therapeutic relationship meet-
ing the six conditions specified by Rogers (1957), a process supported,
within the ‘experiential’ tradition, by various techniques or methods.
As this relationship is seen as embodying the same elements irre-
spective of the problems or difficulties of the client, person-centred
therapists see no need for differentiated methods of working.
Diagnosis thus has no pragmatic purpose, for all treatment is the same;
not symptom or problem-centred but relationship-centred (Mearns,
2004). 

Clearly, as we explored in Chapter 4, a therapeutic relationship meet-
ing the 6 conditions may be difficult or indeed impossible to establish
due to the requirement for psychological contact not being met. For sig-
nificantly disturbed individuals (e.g. those with psychotic experienc-
ing), it may therefore be the case that person-centred therapy (or indeed
psychological therapy of any kind) cannot take place and an alternative
intervention is needed instead. Within the person-centred framework,
such an intervention is termed pre-therapy, a method of working with
contact-impaired individuals (e.g. Prouty, 1994) which we shall explore
later in the chapter. 

Box 6.2 Can diagnosis sometimes help?

Although ver y critical of many featur es of psychiatric and psychological
approaches to mental health, Rachel Fr eeth, a person-centr ed
counsellor as well as psychiatrist (Fr eeth, 2004) ar gues that some
patients find a ‘diagnosis’ helpful in the pr ocess of tr ying to make
sense of their feelings and experiences. Fr eeth ar gues that, on
occasion, a diagnosis can help a person come to ter ms with what is
happening to them, per haps allowing them to feel less guilty over the
cause of their dif ficulties or to understand that they ar e not entir ely to
blame for what is happening (i.e. by showing that their disor der is not
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(Continued)

uncommon and, in tandem with cur rent psychiatric thinking, has a
likely biological component). Alter natively, Rowan, (1998) ar gues that
diagnosis can have many negative ef fects for the client in ter ms of
the stigma and social consequences of being ‘labelled’ mentally ill.
Indeed, they suggest that these consequences can include that they
become self-fulfilling pr ophecies, in that the person begins to be
related to by others in ter ms of his diagnosis rather than his
personality, such as viewing someone as being a depressive.

Do you think a diagnosis is a help or hindrance to someone experiencing
psychological dif ficulties? 

An insuf ficient basis for psychological
working?

Although the person-centred approach offers a strong critique of
medicalised approaches to psychological distress, its radical perspective
has had a number of consequences over the years. By far the most
significant of these is the evolution of a corresponding critique of the
person-centred approach as a model of therapy which is inadequate for
working with those with significant or severe psychological difficulties.
This critique is based on the view that person-centred therapy is not
underpinned by a sufficiently elaborate theoretical understanding of
the different types of psychological disorder to enable therapists to
work effectively with them. In conceptualising all forms of psychological
distress as incongruence, person-centred theory is seen as too lightweight
to fully prepare practitioners to meet the range of complex needs presented
by those with significant distress (Cain, 1993).

Linked to such arguments are concerns regarding the approach’s
disavowal of ‘disorder-specific’ (Schmid, 2004) diagnoses, and the refusal
of a number of person-centred practitioners to undertake ‘assessment’
procedures prior to commencing work with a client. Within a medicalised
psychological framework, assessment of every patient is undertaken
prior to therapeutic work as a means of diagnosing the specific disorder
presented, and for determining how best to treat it. However, as assess-
ment is for the purposes of diagnosing a specific disorder and in devel-
oping what is termed a psychological formulation (see Box 6.3) of a
client’s difficulties on the basis of which treatment is decided, from a
person-centred perspective (e.g. Bozarth, 1998) it is seen as unnecessary.
Yet in refusing to undertake any explicit diagnostic procedure, the person-
centred practitioner may be seen as neglecting to ensure that the client
receives the best form of treatment for her needs, which may or may
not be person-centred or any psychological therapy (depending on the
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type of difficulties identified and the research evidence regarding their
effective treatment). Hence practitioners working in such a manner
may be seen as acting naively and even recklessly, potentially failing in
their obligations to their clients (c.f. Wilkins, 2005a). This is a particular
concern for counselling psychologists whose training, professional
identity and common working environments (e.g. in the NHS) require
a significant degree of engagement with assessment procedures, albeit
in a manner that is highly sensitive to the client’s subjective experi-
ences as well as the dynamic of power in the relationship between
practitioner and client (Strawbridge and Woolfe, 2003). As a result, the
issue of assessment and diagnosis raises a number of significant philo-
sophical and practical tensions for counselling psychologists when
working using a person-centred approach.

Box 6.3 Psychological for mulation and person-centr ed
therapy

An impor tant concept in psychological appr oaches to
distress within healthcar e setttings is that of psychological for mulation.
(e.g. McMahon) This for mulation elaborates, fr om a psychological
perspective, a diagnosis by pr oviding what Kang et al. (2005: p.289)
define as the ‘pr edisposing, pr ecipitating and perpetuating
factors of these [diagnosed] pr oblems as well as the r elationship
between these factors within the patient’. Hence a psychological
formulation r equires the development of a psychological understanding
of the client in ter ms of the factors causing and perpetuating her
difficulties, as well as a pr ediction for how these may impact as
therapy continues (Sper ry et al., 2000). Thus it suppor ts psychological
‘treatment’ by pr oviding greater insight than a diagnosis alone, pr oviding
a ‘blueprint’ for appr opriate therapeutic goals (Persons, 2006) in
conjuction with evidence-suppor ted tr eatment pr otocols.

From a person-centr ed perspective, a psychological for mulation
(which is central in both cognitive behavioural and psychodynamic
methods of working) is highly pr oblematic, for it is inher ently diagnostic
in prioritising therapists’ knowledge and exper tise over that of the
client. It is a pr ocess which, although often conducted as mutually as
possible, draws heavily on psychological theor y in understanding a
client’s dif ficulties, thus detracting fr om the client’s own experiencing
and perceptions in favour of the knowledge of the therapist. Like
diagnosis m ore generally, what counts instead, fr om a person-centr ed
perspective, is the ‘for mulation’ pr ovided by the client of his experi-
ences at any given moment. However , such a view conflicts with the
more medicalised ways of working pr omoted by cognitive-behavioural
and psychodynamic methods of working, and as such r eiterates the chal-
lenge presented by those adopting a mor e person-centr ed perspective. 
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Whether the person-centred critique of disorder-specific diagnosis is
right or wrong, its radical stance has certainly had an effect on the
standing of the approach within the contemporary mental health field.
Person-centred therapy is now commonly viewed as inadequate as a
form of psychological therapy, particularly for those with significant dif-
ficulties who have complex needs, and whom are thus seen to require a
more direct or theoretically sophisticated form of intervention. This
view has led to many difficulties for practitioners, as Joseph and
Worsley (2005: p.1) explain:

The Person-Centr ed Appr oach does not adopt the medical model to
understanding psychopathology and does not make the assumption
than ther e ar e specific disor ders r equiring tr eatment. Insofar as
practitioners in psychology and psychiatr y do make this assumption...
we can see why the Person-Centr ed Appr oach has become mar gin-
alised...Some person-centr ed practitioners have indeed r evelled in living
on the edges, taking gr eat satisfaction in the radical natur e of the
paradigm.

While there is no doubt that any constructive criticism is worth
considering, from a person-centred perspective, the many criticisms
made of it from a medicalised perspective derive not only from a one-
sided view of how best to attend to psychological distress, but also from
an over-simplified and outdated view of person-centred therapy itself.
Contemporary person-centred approaches have evolved a range of
alternative understandings providing both theoretical and practical
insights for those wishing to work with a range of complex client
difficulties. These afford considerable dialogue with standpoints differen-
tiating between disorders and requiring assessment, diagnosis and formu-
lations processes to be undertaken. Indeed, much time has been spent
developing uniquely person-centred understandings of what these
processes may involve. 

Person-centred alter natives
Person-centred assessment

For many (although not all: c.f. Bozarth, 1998) within the person-centred
framework it is not so much the concept of assessment that is objec-
tionable but its purpose within a medicalised context (Wilkins and Gill,
2003). If an assessment of a client is undertaken as a method of mak-
ing a diagnosis of a client in terms of his ‘illness’ or ‘disorder’ then this
is entirely discordant with the basis of the approach and hence resisted
for the reasons stated previously. However, if an assessment is con-
ducted with a view to establishing the extent to which a therapist
believes he or she is able to build a potentially effective person-centred
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relationship with the client, then far fewer philosophical and practical
issues arise. From such a view it is not the client who is being assessed
and diagnosed but her potential involvement in a person-centred rela-
tionship (Wilkins, 2005a). 

This relationship-based formulation of assessment follows directly
from the 6 ‘necessary and sufficient’ conditions (Rogers, 1957) which
specify a range of requirements which must be met in order to facili-
tate change. If, during an initial assessment, it appears that one or more
of these conditions seems unlikely to be met, then change cannot be
assured and therapy is contra-indicated (i.e. indicated against). Such an
outcome may occur when, for example, a client with severe distur-
bance (e.g. psychosis) seems unable to establish contact (contravening
the requirement for contact to be established and thus requiring pre-
therapy to take place: Van Werde, 2005), in a circumstance whereby the
client is not anxious or vulnerable (condition 2) and sees no need for
therapy to take place, or when a therapist feels unable to offer a par-
ticular client empathy or unconditional positive regard for a particular
reason (e.g. the client is suicidal and the therapist feels unable to work
with someone in such a situation).

In order to provide a framework for a person-centred method of
assessment, Wilkins and Gill (2003) have identified 6 questions to guide
the practitioner in whether or not person-centred therapy is indicated
or contra-indicated with a particular client. Each of these questions, based
on the 6 conditions specified by Rogers (1957), must be answered affir-
matively for person-centred therapy to be seen as of benefit. The ques-
tions are as follows (Wilkins and Gill, 2003: pp.184–185):

1. Are my potential client and I capable of establishing and maintain-
ing psychological contact?

2. Is my potential client in need of, and able to make use of therapy?
3. Can I be congr uent in the r elationship with the potential client?
4. Can I experience unconditional positive r egard for this potential

client?
5. Can I experience an empathic understanding of the potential client’s

internal frame of r eference?
6. Will the potential client per ceive, at least to a minimal degr ee, my

unconditional positive r egard and my empathy?

Although these questions do not attempt to develop a diagnosis of the
client’s particular disorder, they do require a practitioner to evaluate
the extent to which a relationship is possible between her and the client
in question. This places a great deal of importance on the practitioner’s
assessment of the likelihood of a therapeutic relationship being estab-
lished, a process which necessitates an implicit evaluation of the client’s
psychological state, albeit one that does not attempt the diagnosis of
any particular disorder. In advocating an assessment process such as
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this, Wilkins and Gill (2003) acknowledge a possible role for diagnosis
(i.e. of the potential for relationship) within the person-centred frame-
work and thus call into question the anti-diagnostic stance traditionally
advocated by many within the framework. This adds to those within
the approach highlighting a pragmatic need for finding ways of engag-
ing with medicalised methods of working, simply to prevent person-
centred therapy becoming extinct within the healthcare domain, as
Sanders (2005: p.38) suggests:

There are those who take a pragmatic position, knowing that if we r eject the
medical model and diagnosis, person-centr ed therapists would ef fectively
disenfranchise themselves ... in the majority of ser vices which accept
the medical model and r equire assessment and diagnosis as r outine ...
with disenfranchisement comes disempower ment.

A person-centr ed appr oach to
classifying distr ess
Articulation

In response to criticisms as well as theoretical advances, two areas of
work dedicated to the development of person-centred approaches to
medicalised standpoint have emerged in recent years. The first of these
has been to strengthen the ‘articulation’ (Mearns, 2003) between person-
centred theory and existing diagnostic systems such as the DSM IV.
This follows on from the pragmatic view mentioned previously and is
represented by the work of Lambers (1994) who has explored a num-
ber of common mental health disorders, such as ‘personality disorder’
and ‘psychosis’ from a person-centred perspective. Lambers draws on
the terms and concepts of person-centred personality theory to develop
a uniquely person-centred understanding of such difficulties, which
she argues arise as a consequence of (1994: p.106):

1. The nature of the pr edominant conditions of wor th the person has
experienced.

2. The person’s par ticular way of coping with the conflict between
these conditions and the ‘self’.

3. The combination of 1 and 2 with other pr edisposing her editar y, cul-
tural, social and situational factors. 

So, for example, ‘borderline personality disorder’, a ‘disorder’ defined
within the DSM IV as associated with symptoms including mood swings,
intense anger, self-destructive acts, persistent identity disturbance
and frantic attempts to avoid abandonment real or imagined (APA,
1994), is seen from a person-centred perspective as a product of
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(Lambers, 1994: p.111) ‘inconsistency in conditions of worth, lack of
validation of experience, abuse and emotional neglect’ that has led to
the development of a ‘vulnerable, unstable self-concept’. Lambers
stresses that working with a client presenting in such terms can be a
challenging experience for the person-centred therapist, mainly due to
the threat presented to the client by a close, valuing relationship focus-
ing on understanding his ‘self’. Hence, she argues the role of congru-
ence is paramount in enabling the therapist to maintain his own sense
of ‘self’ as well as avoid becoming drawn into the client’s internal con-
flicts and fears (1994: p.111). 

The analysis undertaken by Lambers (1994) uses person-centred theory
to provide a more detailed understanding of how a particular ‘disorder’ is
seen to arise, as well as offering an analysis of some of the issues likely to
emerge in its ‘treatment’. Hence she goes some way to providing an
alternative method of formulating particular forms of distress to those
made by other psychological views (i.e. psychodynamic explanations)
while at the same time working within a medicalised framework of
diagnosis and classification. A similar approach has been undertaken
by other person-centred practitioners, such as Speirer (1998) who has
developed a model interpreting existing psychiatric classifications in
terms of how they link to incongruence. 

Diagnosing and working with ‘pr ocess’

The second area of work in relation to supporting person-centred
working in medicalised frameworks has been to develop an alternative
system of understanding (and classifying) significant and severe psy-
chological distress. Work in this area has been conducted almost exclu-
sively within the experiential domain (e.g. Elliot et al., 2004; Purton,
2004c) and, as a result, has tended to focus on identifying particular
client ‘processes’ (i.e. ways of relating to internal and external stimuli)
which may be attended to in different ways. What makes this stance
different to ‘diagnostic-specific’ (Schmid, 2003) approaches taken within
a medicalised domain is that the client is still seen as an active participant
in the act of therapy, with the actualising tendency seen as central to the
enactment of change (Takens and Lietaer, 2004). Indeed, in focusing upon
particular psychological processes, the emphasis remains upon the
client, as a constructive agent and holistic being, rather than on the dis-
order or illness only. The role of the therapist, in such regard, is that of
expert in offering ways of working with a particular psychological
process, but not on the content of the client’s experiences themselves
(such as is implied by the process of making interpretations or identi-
fying maladaptive cognitions – see Chapter 3 for further discussion on
this). Clients are not diagnosed as having particular disorders, but
instead seen as employing particular forms of process or ‘patterns of
difficulty’ in their experiencing (Elliott et al., 2004). As a result, they are
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viewed as beings with choices and alternatives, and not pathologised
(i.e. attended to and classified entirely in terms of the pathology or dis-
order diagnosed).

One of the most significant theorists developing a person-centred
approach to psychological distress based on process is Margaret Warner
(e.g. 2006). Warner has identified three styles of ‘difficult’ process – fragile,
dissociated and psychotic (Warner, 2000, 2002) – describing their devel-
opmental basis as well as how best to work with them from a person-
centred perspective. Her work provides a rebuttal of any remaining
concerns that person-centred therapy has insufficient basis for working
with those experiencing significant difficulties. 

For example, in describing the developmental roots of ‘fragile process’
(ways of processing often discussed in terms of narcissistic or border-
line ‘personality disorder’ within the DSM IV) Warner (e.g. 2000: p.147)
draws upon theories of cognition and information-processing (e.g.
Wexler, 1974) and suggests that a number of key experiential capacities
are central to any person’s ability to effectively process their experi-
ences. These capacities are, a) to hold experience in attention at mod-
erate levels of arousal, b) to modulate the intensity of experiential states
and, c) to relate words to experience. As infants embark upon the journey
of establishing a discrete and autonomous awareness of ‘self’, they are
entirely dependent upon the empathic attunement and attention of
caregivers to enable emotional experiences to be soothed (e.g. the anx-
iety associated with hunger) and for accurate symbols (e.g. words) to be
related to feelings. If caregivers are unable, for whatever reason, to
empathically relate to the infant, he is unlikely to develop these capac-
ities. One possible outcome of this is that the infant becomes unable to
encounter his feelings without being overwhelmed by them (i.e. unregu-
lated) and feels of little, if any, inherent value in his transactions with
others. Hence he becomes unable to interact in an intimate way without
feeling threatened or misunderstood, while at the same time remaining
unable to regulate the feelings that such experiences present to him. 

For Warner (1996), like Lambers (1994) working with ‘fragile’ process
in an adult client places great demands on a person-centred therapist.
As well as therapist congruence, she highlights the role of empathy in
ensuring the individual is able to gradually re-connect with emotional
experiences in a context that is sufficient soothing and valuing to
prevent this process becoming overwhelming. Such therapeutic work
requires intensive empathic attention to be paid to the moment-
by-moment experiences of the client in a context that is secure and
supportive. Although often difficult, as Warner (2000: pp.152–153)
suggests, it is of vital importance in facilitating change in the form of
emotional processing enacted by the client; 

Ideally, therapy with adults who have a fragile style of pr ocessing
creates the kind of empathic holding that was missing in the child’s
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early childhood experiences. If the therapist stays empathically connected
to the significant client experiences, the clients ar e likely to feel the satis-
faction that comes fr om staying with their experiences in an accepting
way ... over time ... clients ar e likely to find that their r eactions make mor e
sense to them than they thought and that seemingly inexorable feelings go
through various sor ts of positive change and r esolution.

The therapeutic approach advocated by Warner for fragile process is
highly intensive and demanding. However, equally challenging, if not
more so, is work with clients encountering impaired ‘contact’ with real-
ity (Van Werde, 2005). While medicalised approaches to such difficulties
(e.g. psychosis) rely heavily on pharmacological interventions (Breggin,
1993), the person-centred approach offers an alternative method based
on therapeutic relating. Again this work serves to demonstrate the ongo-
ing development of a highlight theorised, but person-centred, method of
working with those experiencing severe disturbance. 

Working with psychosis – the r ole
of ‘pr e-therapy’
Although explored by a number of person-centred therapists (e.g. Warner,
2000), the application of person-centred therapy to psychotic experiencing
has crystallised around the work of Gerry Prouty (e.g. 1990) who has
developed a method of working with psychosis such as those who are
developmentally impaired, experiencing dissociation or have Alzheimers
(Prouty et al., 2002). Prouty (1990) starts with the condition of psycholog-
ical contact, one of the 6 conditions Rogers (1957) proposed as ’necessary
and sufficient’ for change to occur, arguing that its place within the
theory of therapy – that each person makes some perceived difference in
the experiential field of the other (Rogers, 1957, cited in Kirschenbaum
and Henderson, 1990b: p.96) – prevents person-centred therapists from
working with those for whom contact may not be in place (Prouty, 1994).

For Prouty (1998), psychological contact encompasses three elements;
contact with reality, contact with other people and contact with self. Each of
these types of contact is significantly impaired in clients experiencing psy-
chosis (or other contact impaired populations), preventing such individuals
from meeting the required ‘contact’ condition for person-centred therapy
to be indicated. To bridge this gap, Prouty has developed a form of
‘pre-therapy’ with the aim of assisting clients with ‘contact difficulties’ to
re-connect their own experiencing (affective contact), other people (com-
municative contact) and reality (reality contact). 

Pre-therapy, according to Prouty (1994) is essentially a theory of psy-
chological contact. It contains a practice description (contact reflections),
a description of internal client functioning (contact functions) and an
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assessment of consequent observable behaviour (contact behaviours).
Its aim is to use contact reflections by a therapist to stimulate a greater
level of psychological contact with self, others and reality (contact func-
tions) which is then manifested in contact behaviours (i.e. relating to
these domains in a manner that demonstrates contact is being achieved).
Content reflections take five forms, each of which is designed to assist
the client gain greater contact functioning or contact behaviour. They are
very concrete in form, for example, simply providing an accurate reflec-
tion of what a client is doing or saying. 

The five forms of contact reflections are:

1. Situation reflections – aspects of the client’s situation or context
are accurately pointed out (e.g. ‘Susan is drawing a picture’).

2. Facial reflections – highlighting the emotional content that is
implicit in a facial expression (e.g. ‘you look angry’).

3. Body reflections – stating accurately the movement or posture of
the client’s body (e.g. ‘your finger is pointing’).

4. Word-for-word reflections – accurately and clearly repeating what
a client is saying or socially comprehensible noises he or she is
making (e.g. ‘that’s a car’).

5. Reiterative reflections – repeating previous reflections that seemed
successful in establishing contact in order to strengthen the contact
made and facilitate the client’s experiencing.

Each of these forms of contact reflection work in different ways to
facilitate contact functions and contact behaviours. For example, a facial
reflection such as ‘you look sad’ is designed to assist the client make
contact with their own feelings of sadness, or in other words, establish
affective (i.e. emotional) contact with themselves. Similarly, situational
reflections work to facilitate contact with a concrete reality, by offering,
as Prouty (1998, cited in Merry, 2000a: pp.69) states, ‘a pointing towards
the world’. Such reflections directly attend to the features of the con-
textual ‘reality’, thereby helping the client make connections to it.

Box 6.4 Example vignette of pr e-therapy (fr om Prouty, 1998,
cited in Merr y 2000a: p. 73) 

C: The voices (client puts hand on head)
T:BR Your hands ar e on your head
C: (moves hands to cover face)
T:FR Your hands cover your eyes
T:BR You are breathing deeply
C: (The client r emoves her hands fr om her eyes and looks at the

floor)
(Continued)
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(Continued)

T:SR You’re looking at the floor
T:SR There is a gr een carpet in this r oom
C: (no response)
T:SR We’re standing her e together
T:SR You’re breathing easier now
C: (the client looks dir ectly at the therapist)
T:SR You looked dir ectly at me 
C: The client puts her hands on the side of her head and over

her ears) I hear voices
T:WWR You hear voices
C: The voice says ‘you die, you should kill yourself’
T:WWR The voice says ‘you should die, you should kill yourself’
T:RR You said earlier you hear d voices
C: (looking dir ectly at the therapist, the client begins to tell her

stor y about an actual experience of sexual abuse)
Key: C (client), T (therapist), SR (situation r eflection), BR (body

reflection), FR (facial r eflection) RR (r eality r eflection), WWR
(word-for-word reflection).

Although the direct and concrete nature of the contact reflections advo-
cated by pre-therapy can be uncomfortable for inexperienced therapists in
the early stages of establishing contact with a client (Sommerbeck, 2005),
they highlight the significant role of person-centred relating with even the
most severely disturbed individuals. This is not to suggest that clients who
are ‘out of contact’ do not need other forms of practical and social care
to ensure their well-being is attended to. However, pre-therapy offers a
person-centred alternative to methods of working predicated solely on
medicalised grounds. Indeed, as ‘contact’ is increasingly established with
an individual, it is seen as possible to integrate person-centred therapeu-
tic work into the pre-therapy being undertaken, as occasional moments of
contact allow the client to experience the empathy, unconditional positive
regard and congruence of the therapist (Van Werde, 2005). This allows the
incongruence causing the psychotic experiencing to be attended to via the
client’s actualising tendency, and as such offers a first step toward a fuller
person-centred therapeutic relationship.

Summary

• The ‘medical model’ dominates contemporar y mental health settings.
Most psychological disturbance is understood in medicalised ter ms, and
thus diagnosed and tr eated as specific ‘disor ders’ or ‘illnesses’.
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• The person-centr ed approach takes an ‘anti-diagnostic’ stance, pr eferring
to view individuals with psychological distr ess in ter ms of their potential
and resourcefulness rather than in ter ms of specific mental ‘illnesses’.

• Due to its r esistance to medicalised ways of psychological working, the
person-centred appr oach has become incr easingly mar ginalised in many
mental health settings. It is often seen as insuf ficiently sophisticated to
deal with complex dif ficulties.

• In r ecent years person-centr ed practitioners have evolved a number of
methods of engaging with medicalised ways of working. The two main
ones ar e ar ticulation and pr ocess-dif ferentiation.

• Person-centred therapy now of fers a gr owing framework for practitioners
wishing a theor etical basis for working with sever e dif ficulties. This
includes the work of Pr outy et al. (2002) which outlines how person-
centred theor y and practice may be applied to those clients with ‘contact’
impairments such as psychosis.
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Box 7.1 What ar e the main types of r esearch conducted
into person-centr ed therapy?

Although r esearch into person-centr ed therapy takes various for ms, in
reading this chapter you will come acr oss two main types. The first of 

SEVEN Resear ch and the
Person-centr ed Appr oach

Introduction
Counselling Psychology as an area of applied psychology highlights the
vital importance of empirical research as a basis for therapeutic prac-
tice (Frankland, 2003). Indeed, one of the things that differentiates
counselling psychology from other disciplines within the counselling
field is the significance it accords to the need for practitioners to engage
in, and/or understand, research as part of their professional activities.

In this chapter we shall explore the relationship between person-
centred therapy and the research domain, focusing firstly on the beginnings
of person-centred research in the early 1940s and then moving on to
examine the key developments since then. Following this, we shall explore
some of the main challenges faced by person-centred researchers in
recent times, focusing particularly on the need to provide evidence demon-
strating the effectiveness of person-centred therapy as a form of coun-
selling psychology. This requirement has presented a number of very real
difficulties to those in the approach, for it is a need arising from a med-
icalised perspective assuming different forms of distress (i.e. disorders)
require different types of treatments. Research, in such terms, is viewed as
a means of demonstrating ‘what works for whom’ (Roth and Fonegy,
1996), a motivation which conflicts with many conceptual principles of the
person-centred perspective.

Following our consideration of issues arising from the need for an
‘evidence-base’ for person-centred practice, we shall examine what con-
temporary research tells us about person-centred therapy as a psychologi-
cal approach, both in relation to the need to demonstrate effectiveness with
different ‘disorders’ as well as in terms of its contribution to understanding
how the approach works to enable change. This will also allow recent
trends to be identified and possible future developments to be explored.
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(Continued)

these focuses on the outcome of therapy in ter ms of the change it
yields within the client. This type of r esearch is impor tant for it
establishes the extent to which the therapy does what it intends to, or
in other wor ds, whether it is ef fective or not. The focus is simply on
whether or not the client’s psychological wellbeing is better at the end
of therapy than when he began.

The second type of r esearch into person-centr ed therapy is called
process research. This type of r esearch examines what actually
happens during therapeutic encounters, rather than simply whether or
not therapy as a whole is ef fective. Resear ch on pr ocess also often
examines the ef fects of what happens during therapy , such as the
impact of a therapist’s use of empathy on a client’s experiences.
Hence it is often also known as process-outcome research, for it often
looks at the ‘outcomes’ of the pr ocesses it is inter ested in.

The shor t histor y of 
person-centred research
Research into person-centred therapy began in the 1940s when Carl
Rogers and like-minded associates began to seek ways of applying the
principles of empirical analysis to the processes of therapeutic activity
(Barrett-Lennard, 1998) to support the development of their new approach.
Rogers was the first psychologist to do this and, as such, was a pioneer
in using empirical research to examine the processes and outcomes of
psychological therapy. 

For Rogers (1961) the facts were ‘always friendly’ (p.25), a perspective
derived from his long-standing interest in natural science. As a result
he was determined to establish an empirical basis for his therapeutic
ideas which would allow him to develop an accurate and testable theory
(McLeod, 2002), something vital if his approach was to be what he wished
it to be; a truly effective method based on a robust empirical grounding.
However, research in the 1940s was no easy matter and Rogers had a num-
ber of challenges to overcome in order to realise his ambition. How, for
example, could he gain a fully detailed and accurate account of what actu-
ally happened during a therapeutic interaction without the audio and
video technologies that we use today? Sitting in the therapy room watch-
ing what was happening would clearly influence both client and counsel-
lor, thus distorting their interaction. Relying on participants’ memories
would introduce a whole range of different difficulties. Hence Rogers
decided to utilise up-to-the-minute developments in gramophone technol-
ogy to record, and then transcribe, each therapeutic session word-for-word.
This was no easy process at that time, as he explains (Rogers, 1942 - cited
in Kirschenbaum and Henderson, 1990a: p.211):
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‘At Ohio State University it has been possible to install equipment which
permits electrical r ecording of counselling inter views on phonograph
records ... The equipment consists of a concealed nondir ectional micr o-
phone in the clinic inter viewing r oom, which is connected to a double
turntable r ecording machine in another r oom. This per mits continuous
recording of the inter view on blank phonograph discs ... we have
devised a machine which enables the stenographer to type the mater-
ial as she would fr om a Dictaphone, listening to the r ecord through ear-
phones. A foot pedal allows her to raise or lower the needle at will, so
that she can listen to a sentence, type it, and then listen to the next...’.

In analysing and transcribing therapy sessions using such methods,
vital questions regarding the nature and process of non-directive ther-
apy, such as how its procedures differed – in practice – to those of other
approaches, and in what ways clients and non-directive therapists
interacted with one another (e.g. Snyder, 1945) could, for the first time,
be subjected to empirical scrutiny. The initial focus on the process of
therapy (i.e. what happened during therapeutic encounters) enabled
specific theoretical hypotheses to be generated, such as that non-directive
empathic responding assisted a client attend to her own inner feelings
and experiences (Rogers, 1949). These provided the building blocks for
later research and supported the development of a theoretical basis for
the client-centred approach.

By 1949, a groundswell of studies had been completed and Rogers
and his many associates presented them to the wider psychological
community in a special issue of the Journal of Consulting Psychology.
These studies became known as the ‘parallel studies’ because they
were all based on data derived from 10 cases (i.e. work with 10 clients
over a period of time) of therapy. They all analysed aspects of the non-
directive approach from various angles, such as terms of the relation-
ship between therapy interactions and the client’s evaluations of ‘self’
(e.g. Stock, 1949). Also included in these studies was one of the first
pieces of outcome research ever conducted in the field of psychological
therapy, a study tentatively exploring the extent to which each case was
successful or not (e.g. Raskin, 1949). 

Although Rogers’ initial focus had been on understanding the
processes of therapy and their effects, his interest in outcome research
developed substantially over the following few years. Indeed, the next
collection of studies (Rogers and Dymond, 1954) took as its primary
focus the acquisition of evidence indicating the effectiveness of what
was now client-centred counselling interventions. These comprised 11
research reports and two case studies based on data derived from 54
therapeutic cases. Unlike previous research, the cases were organised
into a research study in which clients received different levels of thera-
peutic input (i.e. number of sessions) in the context of a variety of exper-
imental controls. Their outcomes were, on the whole, extremely positive
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for client-centred therapy, thus demonstrating its effectiveness in assisting
clients reduce psychological distress (Dymond, 1954). 

Box 7.2 The first steps in measuring outcomes to
explore the ef fectiveness of therapy

Testing the outcomes of client-centr ed therapy r equired car eful
measurement and contr ol of key variables, as well as a clear
understanding of how psychological ‘change’ was to be defined and
measured. This latter issue was a most contentious one, for any
definition of change was wholly dependent on the personality
theor y being employed and its underlying assumptions. Hence the
formulations employed by Rogers and associates (Rogers and
Dymond, 1954) dr ew on familiar client-centr ed constr ucts such as
the ‘self-concept’ and ‘self-r egard’, and employed measur es linked
to these, such as assessing a client’s level of self-acceptance by
comparing the match between her stated actual and ideal ‘self’
(Dymond, 1954), and her level of her psychological defensiveness
(as measur ed via a test of ‘emotional maturity’, Rogers, 1954). In
using measur es such as this, administer ed pre- and post-therapy
(i.e. befor e a course of therapy had begun and then again following
its conclusion), the r esearchers wer e able to compar e scor es in
order to evaluate whether it had been successful or not. Fur thermore,
they wer e able to follow up this evaluation a number of months
later to see if any change r ecorded was long-standing. 

Allied to the comparison of pr e- and post-therapy measur es, the
principles of experimental psychology r equired fur ther testing to be
sure that any change could r eally be attributed to the therapy itself
(i.e. the independent variable) and not any other factors influencing
the change pr ocess, such as the natural evolution of a person’s
experiencing over time. This r equired experimental contr ol, which in
the cases detailed in Rogers and Dymond (1954) took the for m of a
waiting list gr oup, who star ted therapy two months later than the
experimental gr oup and thus r eceived less therapeutic input, as well
as an actual contr ol group of individuals r eceiving no therapy at all
(something which may raise ethical issues now!). In comparing scor es
between these thr ee gr oups befor e and after therapy was completed,
the experimenters could ar gue that any statistically significant
differences wer e attributable to the therapy itself, and thus
empirically-derived evidence of its ef fectiveness in facilitating change. 

While the focus of the 1954 studies on outcome was an important one,
process research was also continuing at this time with research mostly
focusing on testing and refining client-centred theory, particularly in
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terms of understanding how the client-centred therapeutic relationship
worked to facilitate change (e.g. Bown, 1954; Standal, 1954). This work
provided the basis for Rogers’ eventual papers (Rogers 1957, 1959) out-
lining the necessary and sufficient conditions for change, which in turn
produced a mass of further studies investigating the effect of its central
therapeutic variables, namely empathy, unconditional positive regard
and congruence (Sachse and Ellliot, 2001). A particular pioneer in this
regard was Barrett-Lennard (1962), whose relationship inventory pro-
vided an important quantitative framework for assessing the client’s
experience of the therapist conditions (such as unconditional positive
regard and empathy). This inventory was hugely innovative, for previ-
ous rating work had tended to evaluate these conditions through exter-
nal raters analysing transcripts of sessions, a process fraught with
potential bias and inaccuracy.

By 1958, a bedrock of research into the client-centred approach had
been established and Rogers, encouraged by the success of his research
ventures thus far, developed an ambitious plan to examine the applica-
bility and effectiveness of client-centred therapy within a more demand-
ing clinical cohort, namely schizophrenic clients. To accompany his
personal move to Wisconsin (where his role spanned both psychology
and psychiatry departments), a large-scale study was agreed which
would examine the processes and outcomes of individual client-centred
therapy within a local psychiatric hospital. Although an intricately
planned piece of research, this study, generally known as the ‘Wisconsin
project’ proved hugely difficult, as McLeod (2002, pp.90–91) explains:

The Wisconsin pr oject was a lengthy , challenging and fr ustrating
piece of work. Many of the schizophr enic patients wer e people who had
received invasive and coer cive tr eatments, and wer e mistr ustful of
professional helpers. They r esisted completing assessment measur es,
did not tur n up for therapy sessions, and fr equently said little during
sessions.

Allied to the practical problems of collecting data were some unfor-
tunate tensions within the research team as well as a series of very
inconclusive results regarding the effectiveness of client-centred ther-
apy with such clients. This outcome was hugely disappointing for
Rogers, and the final report of the project, published eventually in 1967
(Rogers et al., 1967) was both late and lengthy, documenting as it does,
a relative lack of evidence for the effectiveness of a client-centred
approach within a psychiatric setting. Although this lack of evidence was
influenced by the many practical and political challenges of conducting
rigorous research in such a complex environment, the project as a whole
was generally seen as a failure (Kirschenbaum, 1979), and consequently
became somewhat of a watershed for Rogers and his associates. The
previously close-knit research group fragmented and Rogers himself
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effectively abandoned his interest in research to focus his attentions
on the application of client-centred principles within community and
group settings, a decision strongly influenced by his disillusionment
with his job at the University of Wisconsin and subsequent move to
California.

Box 7.3 Rogers’ abandonment of r esearch

As well as feeling fr ustrated over the outcomes of the Wisconsin
project, a number of other r easons contributed to Rogers’ decision to
focus his attentions on other applications of person-centr ed attitudes
and principles. Many of these linked to his questioning of the r ole of
empirical r esearch within the domain of therapeutic psychology . A
particular issue her e was his r ecognition (Rogers and Dymond, 1954),
that a client’s subjective per ceptions of himself and the pictur e
revealed by scientific measur es often dif fered substantially . This
‘problem of per ceptual vantage points’ (1954: pp.431–432) sowed a
seed of doubt for Rogers as to the extent scientific measur ement may
be able to objectively measure an individual’s experiences, and hence
its r elevance to psychological r esearch. 

By 1968 these doubts had deepened, and Rogers found himself
grappling with some complex questions r egarding the extent to
which his r ole as a ‘scientist’ could be r econciled with his experiences
as a therapist and person (Rogers, 1968). These wer e par ticularly
challenging in the context of a psychological discipline at that time
utterly dominated by empirical perspectives, and one which seemed,
to Rogers, to be moving in entir ely the wr ong direction, towar d a cold,
detached, mechanistic and ‘medicalised’ view of people; neglectful
of the subjective meanings and personal cr eativity so central to the
experience of being a person. He wished for a new for m of ‘science’,
one which (Rogers, 1968, cited in Kirschenbaum and Henderson,
1990a: p.277) ‘would put the str ess on meaning, not simply on
statistical significance at the .01 level...’. Hence, once again he was
ahead of his time in highlighting a need for r esearch of the kind found
in recent developments such as qualitative methodologies. 

The fur ther evolution of person-centr ed
research

After the Wisconsin project and the fragmentation of Rogers’ research
group in the late 1960s, the disparate interests of individual researchers
evolved into a number of different strands of work, mainly focused
on the therapeutic process. This was a difficult time for the approach,
for the coherence and energy that had been part of person-centred
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research up until that point evaporated. Furthermore, the close link
between theory and practice began to loosen as researchers pursued
their individual interests and ideas. This work generally fell into two
main categories, the first of which involved the further testing and
refinement of the ‘necessary and sufficient’ conditions specified by
Rogers (1957). 

Research on the therapist ‘conditions’

Of these conditions, it was empathy that attracted the greatest attention,
with various studies since that time demonstrating a strong correlation
between empathic understanding and therapy outcome (Zimring, 2000).
Indeed, on the basis of a historical meta-analysis undertaken as part of
a major review of ‘Empirically Supported Therapy Relationships’
(Norcross, 2002), Bohart et al. (2002) demonstrated not only that empa-
thy is strongly correlated with outcome in therapy, but also that it
‘accounts for as much, and probably more, outcome variance than does
specific interventions’ (Bohart et al., p.96). What this means is that
therapist empathy would seem to be an even more important factor
influencing therapeutic outcome than the therapeutic approach being
employed. This is an issue we shall explore later in the chapter, for
it points to the significance of what is called ‘common factors’ in the
therapy process. 

As well as demonstrating that empathy is strongly correlated to
outcome, the review conducted by Bohart et al. (2002) also explored
what research studies over the years have indicated why this may be the
case. They propose that research into empathy has highlighted four fac-
tors to account for its strong relationship with a positive (i.e. statistically
significant – indicating that the result is not a product of chance) outcome.
These are, a) empathy as a relationship condition – it supports a close
relationship between client and counsellor enabling trust and self-
disclosure to occur, b) empathy as a corrective emotional experience – an
empathic relationship offers a client a direct learning experience of
being understood and valued by another person, c) empathy and cog-
nitive processing – empathy promotes cognitive re-structuring by
encouraging reflection and meaning creation, and d) empathy and the
client as active self-healer – empathy encourages the client to become
more actively involved in the healing process. As we saw in Chapter 3,
many of these factors are stressed by person-centred therapy in its theo-
retical rationale and, as such, research would seem to provide an empiri-
cal grounding for the envisaged role of empathy in facilitating
psychological change.

As well as empathy, much research has also been undertaken into
the other conditions such as unconditional positive regard. Somewhat like
empathy, research studies generally point toward an association between
therapist ‘positive regard’ and therapy outcome; (the conditionality of the
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regard is not assessed for conceptual and methodolgical reasons).
However, findings on this condition are less clear cut than with empa-
thy, with just over half (51%) of the recent studies examined by Farber
and Lane (2002) demonstrating a statistically significant positive asso-
ciation between positive regard and therapy outcome, and the rest
demonstrating no such significant positive effect (although no negative
effect). This even split between significant and non-significant findings
reflects most research on positive regard since the 1970s, although
when the therapist’s positive regard and therapy outcome is rated by
the client, rather than a neutral observer, the proportion of studies
demonstrating a statistically significant positive effect increases substan-
tially (Farber and Lane, 2002), indicating that, in generalised terms, clients
who claim to have experienced positive regard from a therapist tend to
perceive therapy as successful. 

The third condition identified by Rogers (1957) is congruence.
Like empathy and positive regard, this condition has been subject to
considerable empirical scrutiny over the years. However, the range of
studies included in the review conducted by Klein et al. (2002) for
the Norcross (2002) investigation into empirically supported therapy
relationships, highlighted far less evidence for a positive association
between congruence and therapy outcome than for the other two con-
ditions (34% of studies demonstrating statistically significant positive
results). However, one possible reason for such inconclusive findings may
be the conceptual and methodological difficulties in evaluating congruence
as a single condition (Sachse and Elliott, 2001); as Klein et al. (2002: p.207)
suggest: 

while the empirical evidence for congr uence as an independent condi-
tion for therapy outcome is mixed, ther e remains both empirical and the-
oretical suppor t for it to be consider ed as an impor tant component of
a more complex conception of the psychotherapy r elationship.

Hence, when taken as part of a strong therapeutic bond between
client and counsellor, therapist congruence (or percieved genuineness)
may be seen to exert an indirect, but positive, influence on therapy out-
come (Horvath and Bedi, 2002). Indeed, the difficulties of empirically
examining congruence as an independent condition may be generalised
to any of the other conditions due to the fact that the six specified as
‘necessary and sufficient’ (Rogers, 1957) are inextricably linked (Tudor,
2000), and as a result cannot be easily be operationalised as indepen-
dent variables. 

Research on client experiencing

The second main area of person-centred research following Rogers
focused upon client experiencing, further examining some of his ideas,
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as well as their implications, from the ‘process conception’ of
psychotherapy (Rogers, 1961). A particular interest emerged in finding
ways of facilitating change itself (i.e. in terms of assisting clients move
from one level of psychological process to another), an area of work
motivating the ‘experiential’ tradition and first captured in a book by
Wexler and Rice (1974), titled Innovations in Client-Centred Therapy. 

As well as a chapter by Eugene Gendlin on his focusing approach
(Gendlin, 1974), this book presented research by Rice (Rice, 1974) high-
lighting the role of what she termed ‘evocative empathy’ (i.e. evoking
aspects of a client’s experiencing) in facilitating the processing of spe-
cific emotional experiences. Rice’s research was pivotal for it specified
different types of empathic responses as techniques for different types
of client difficulties, a proposition that opened up the possibility of
other techniques and strategies being developed for specific types of
difficulty. Hence, experiential researchers began to devise and evaluate
techniques designed to facilitate client processing in specific ways, a focus
that subsequently resulted, for example, in the model of ‘emotion-focused’
therapy proposed by Greenberg et al. (1993) and the application of
process-experiential methods to specific ‘disorders’, such as PTSD (Elliott
et al., 1995).

A coher ent person-centr ed research
progamme?

Despite the sophistication of research within the experiential field as
well as ongoing investigations into the therapeutic conditions, follow-
ing Rogers move to California person-centred therapy became increas-
ingly detached from the rigorous research base that was its founding
characteristic. This lack of a coherent research programme and the
increased suspicion of empirical methods by many person-centred
practitioners meant that ‘classical’ person-centred theory stagnated
while ‘experiential’ theory and practice was insufficiently advanced
to become a predominant dimension of the approach, recognisable to
others.

As time passed, person-centred therapy fell behind other psycholog-
ical therapies (e.g. cognitive-behavioural approaches) in providing an
up-to-date empirical link between theory and practice (Elliott, 1998), a
differential highlighted by the huge lack of any systematic research
examining its effectiveness, as an approach to psychological therapy, in
treating specific ‘disorders’. Since the 1970s, such research had become
increasingly important due to the medicalised nature of mental health
provision and its need to determine effective treatments for different
diagnosed problems, person-centred therapy became further margin-
alised as a form of mainstream psychological working, viewed not only
as theoretically insubstantial but also lacking in empirical validation.
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As we saw in Chapter 7, a medicalised approach to mental health
raises some specific difficulties for person-centred practitioners.
Certainly the type of ‘clinical trial’ research that is now required to jus-
tify the use of a particular psychological approach within a medicalised
setting makes some very specific demands which do not easily accord
with person-centred principles and procedures. Hence, in recent years,
person-centred researchers have been faced with a dilemma; either
accord with medicalised methods of researching or challenge them with
the consequence of further alienating the approach from the main-
stream. Each of these standpoints has been adopted in particular ways.
We will explore the latter first, exploring both the need for an evidence-
base for practice as well as person-centred objections to the types of
evidence commonly required.

Evidence-based practice and the
person-centred appr oach
A move towar d an evidence-based
framework

Over the last few decades there has been a significant increase in the
level of interest in determining which psychological therapies provide
the greatest tangible benefit to clients with different problems and
difficulties (Roth and Fonegy, 1996). This interest stems from a move
toward greater accountability in public services, and is often translated
into a desire to maximise effectiveness and quality of medical provision
(Mace and Moorey, 2001). As psychological therapies have increasingly
become part of such provision, a pivotal role has been ascribed to
research evidence in demonstrating that a particular type of therapy
treats particular client difficulties both safely and more effectively than
others. Such evidence is then used to develop guidelines for practition-
ers (and clients) regarding the best type of psychological therapy for
common ‘disorders’ such as depression and anxiety (Rustin, 2001).
They thus provide the link between diagnosis (and psychololgical for-
mulation) and treatment planning.

This process of translating research evidence into guidelines for
treating specific psychological difficulties (such as depression) is now
entrenched within both the UK and elsewhere (Elliott, 1998). In the
USA, for example, Division 12 (Clinical Psychology) established a Task
Force on Promotion and Dissemination of Psychological Procedures (c.f.
Chambless and Hollon, 1998) to identify which forms of therapy are
empirically validated for particular disorders. In the UK, a similar
process has been undertaken by the Department of Health, and pub-
lished in a document entitled Treatment Choice in the Psychological
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Therapies (DoH, 2001). This attempts to ‘address who is likely to
benefit from psychological treatment, and which of the main therapies
currently available in the NHS is most appropriate for which patients’
(Parry 2001: p. 3), work that is now carried forward in various ways,
such as by The National Institute for Clinical Excellence (NICE), whose
recommendations on treating psychological difficulties such as anxiety
(NICE, 2004) inform the flow of funding in the NHS. These generally
advocate cognitive-behavioural methods on the basis of many studies
demonstrating their effectiveness in treating a range of client difficulties. 

Although research can take a multitude of forms, the type of evi-
dence given strongest weight by those developing guidelines for treat-
ment choice is derived from clinical studies and organised into a
hierarchy linked to its perceived robustness or grade. Most commonly,
this hierarchy accords greatest weight to data acquired in experimental
studies akin to medical trials (such as those used to evaluate pharma-
cological treatments), with randomised controlled studies (i.e. when
the therapeutic outcomes of two groups of people, randomly allocated
to a no-treatment control group and a treatment group are compared)
providing what is often called the ‘gold standard’ (Wessley, 2001)
of research evidence. This is often followed by data elicited using a
range of other experimental methods, for example ‘cohort’ studies
(where a non-randomised sample of patients receiving treatment is
tracked over time and compared to a similar group of patients not
receiving the same treatment) as well as a number of other experimen-
tally derived material. Non-experimental data, such as that elicited
from qualitative research studies, is seen as of low quality from such a
perspective.

In weighting experimental evidence (and in particular, the methods
of the ‘clinical trial’) above all else, researchers wishing to demonstrate
the effectiveness of any type of psychological therapy are required to
adhere to many of the terms and assumptions of the medical model, as
applied to the psychological domain. These include identifying partic-
ular psychological disorders (i.e. the dependent variable), defining the
treatment being offered (i.e. the independent variable) in the form of
standardising procedures and techniques (this is called ‘manualisation’
for it involves writing a manual for practitioners in which the specific
therapeutic procedures or protocols to be used are outlined) and deter-
mining what experimental controls are required to minimise interfer-
ence from extraneous variables. Hence, embedded within this type
of research are some very clear assumptions that derive strongly from
a medicalised viewpoint. It is assumptions such as these that are at
the heart of what is often termed the Empirically Supported Treatments
Controversy (Elliott, 1998), and to which many person-centred practitioners
have taken great exception.

140 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Gillon-3563-07.qxd  5/24/2007  10:36 AM  Page 140



Person-centred responses

Although the principle of developing a research base to evaluate psy-
chological practice was central to the evolution of the person-centred
approach (e.g. Rogers and Dymond, 1954), the clinical trial type of
research required to provide robust empirical support for person-
centred therapy as a form of psychological ‘treatment’ is problematic
from a person-centred point of view. 

Unlike much research in the person-centred tradition, to provide
robust evidence in a medicalised context requires studies in which dis-
orders are identified (i.e. diagnosed) and then treated in a ‘manualised’
manner (Bohart et al., 1998). Both of these processes are problematic
because, a) the requirement to focus on diagnosed ‘disorders’ runs
contrary to a person-centred anti-diagnostic standpoint (see Chapter 6)
and, b) the need to work in a manualised manner assumes a therapeutic
intervention that is amenable to ‘manualisation’ (Henry, 1998). Although
this assumption may suit those psychological therapies which rely
primarily on specific treatment techniques (such as those used within
cognitive-behaviour therapy to identify and challenge ‘maladaptive’
thinking), it does not accord with the person-centred emphasis on
client autonomy, nor its presumption that the relationship itself has a
primary role in facilitating change (i.e. a problem because the nature
of the relationship between two people cannot be standardised suffi-
ciently to be ‘manualised’ as a set of procedures). Hence, requirements
for medicalised evidence derive from a different set of assumptions
to those of person-centred therapy and as a result are challenged by
person-centred researchers, who suggest (Bozarth, 1998: pp.163–164):

Our entir e mental health education and tr eatment system is vir tually
founded on a sham and the pr etense of scientific suppor t for the
effectiveness of tr eatment by techniques and methods of exper tise
(which I label the ‘specificity myth’) ... The fundamental fictional foun-
dation of the system is that ther e are specific tr eatments for specific
disorders.

Arguments such as these highlight the vigour which many person-
centred practitioners resist the medicalised terms and assumptions of
the research commonly used as ‘evidence’ to guide practice (e.g. Brodley,
2005). However, they also call into question application of medicalised
research practices (i.e. clinical trials) within the psychological domain,
highlighting a number of methodological and practical flaws that
undermine their capacity to establish a reliable battery of evidence
demonstrating what therapies are effective for which disorders. A key
issue raised in such terms is that of researcher allegiance.
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The allegiance of a researcher to a particular type of therapy has been
shown to be strongly related to a positive outcome for that therapy when
compared to any others in many research studies (c.f. Wampold, 2001).
As most researchers employing a medicalised, ‘clinical trial’ model tend
to favour a cognitive-behavioural standpoint, this has been shown to influ-
ence the extent to which the approach is so often found to have the high-
est level of effectiveness in a range of studies (Elliott et al., 2004). 

Linked to this is the issue of external validity, or the extent to which
findings of a clinical trial of psychological therapy may be generalised
to real-life therapeutic settings. Seligman (1995), for example, questions
the generalisability of clinical trial studies conducted in experimental
settings and offering consistent, measured ‘doses’ of a particular type
of therapy which is ‘manualised’. He goes on to argue that, unlike clin-
ical trials, psychological work, in the field, often involves variable
length of ‘treatments’ (i.e. different patients often being seen for dif-
ferent lengths of time), different therapeutic strategies being tried out
(i.e. when one approach does not seem to work another is often
employed) and a more general interest in working toward an improve-
ment of overall functioning rather than simply the alleviation of spe-
cific symptoms associated with a specific disorder, such as anxiety.
Hence, from such a perspective, clinical trials of psychological thera-
pies offer very little indication of what works in real-life settings. 

Box 7.4 Evidence-based practice or practice-based
evidence?

As a consequence of the move towar d establishing an ‘evidence base’
for practice, much ‘clinical trial’ r esearch has been under taken into a
whole range of health (e.g. occupational therapy) and counselling
psychology appr oaches. Y et, the r esults of much of this have been
found by many practitioners to bear little r elevance to what actually
happens in r eal-life settings (Mar gison, 2001). As a consequence,
there has been a move to develop a method of generating ‘evidence’
via evaluating the outcomes and pr ocesses of actual clinical ser vices
(Barkham and Barker , 2003). This kind of r esearch is not
experimental but based on r eal therapeutic practice, such as in
therapists and clients monitoring their pr ogress using questionnair es
and other measur es completed r egularly. To reflect the emphasis on
deriving evidence fr om actual practice rather than experimental trials, data
from of this kind of r esearch is often called ‘practice-based evidence’. 

To address these problems of ecological validity, Seligman (1995)
proposes that researchers wishing to validate particular types of
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therapeutic intervention should turn their attention away from ‘clinical
trial’ research models and focus instead on evaluating the effectiveness
of psychological interventions in real life. One method for doing so is
evaluating actual clinical services (see Box 7.4). Another, he suggests, is
large-scale consumer surveys. 

In citing an example of one such survey involving 7000 readers (who
had experienced therapy of one kind or another) of an American con-
sumer magazine, Seligman (1995) argues that the results demonstrated
both that treatment by a mental health professional usually worked
and, most importantly, that ‘no modality of psychotherapy did any bet-
ter that any other for any problem’ (1995: p. 968). This finding would
seem to run contrary to the principle of establishing different treat-
ments for different client problems or disorders, suggesting instead that
all forms of therapy do as well as each other. One reason for this may
be that it is what they have in common that is more important than
where they differ. This idea is known a the ‘common factors’ hypothe-
sis (c.f. Lambert and Barley, 2002), and constitutes a hugely significant
aspect of the person-centred critique of medicalised approaches to
‘evidence-based’ practice.

Box 7.5 What has a ‘dodo-bir d’ got to do with
person-centred therapy?

In 1975, Lester Luborsky (Luborsky et al., 1975) suggested that
research into counselling and psychotherapy seemed to be doing the
same thing as the ‘dodo-bir d’ in Lewis Car roll’s Alice in W onderland.
While the ‘dodo-bir d’ first suggests a r unning race takes place, after
half an hour of r unning he stops it to announce that ‘ever yone has
won and ever yone must have prizes’! In other wor ds, the ‘dodo-bir d’
decides that all r unners ar e equal and thus each should be equally
rewarded. This conclusion seemed, to Luborsky et al. (1975) to
parallel much r esearch in counselling psychology which found that no
one for m of therapy did better or any worse than any other , a finding
arrived at by statistically aggr egating the r esults of a range of studies
into what is called a ‘meta-analysis’. This finding is still r egularly
replicated (W ampold, 2001), and points to the impor tance of the aspects
shared by all appr oaches, such as the therapeutic r elationship, rather
than their dif ferences. These ar e called common factors.

Neglect of common factors 

One of the strongest challenges to the clinical trial model, and indeed
the very project of establishing an evidence-base for differentiated psy-
chological therapy from a person-centred perspective is that it simply
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ignores the conclusions of decades of research which suggest that what
works is dependent not on the type of treatment used in therapy, but
instead the strength of the client-counsellor relationship coupled with
the self-resources of the client (Bozarth, 1998). There is certainly much
evidence also showing that the quality of therapeutic relationship
between client and counsellor is a key factor in the success or failure
of the therapeutic work, irrespective of the ‘disorder’ being attended to
or the therapeutic approach employed.

Crits-Cristoph and Mintz (1991), for example, have demonstrated
that different therapists vary in their degree of therapeutic efficacy,
even when using a ‘manualised’ form of psychological therapy such as
CBT. This points to the possibility that it is less the technical nature or
philosophical basis of the intervention that influences outcome, but instead
an individual therapist’s skill in establishing and maintaining an effective
therapeutic relationship with an individual client. Similarly, a meta-analysis
by Martin et al. (2000) showed that a strong therapeutic ‘alliance’ bet-
ween therapist and client was consistently related to positive therapy
outcomes in 79 major studies. 

Client self-resources (i.e. personal characteristics, psychological capa-
bilities and support systems) are also of great importance and, indeed,
generally shown to account for the greatest degree of variance in ther-
apeutic outcomes or, in other words, make the greatest contribution
(estimated to be around 40%: Lambert and Barley, 2002) to the change
process, even more than the therapeutic relationship and the tech-
niques of the therapist herself (Lambert and Barley, 2002). For example,
Clarkin and Levy (2004) summarise a range of personal and social vari-
ables that have been strongly related to successful therapeutic out-
comes. These include issues such as attribution style (the extent to
which a client attributes responsibility for his experiences to internal
and external factors), socio-demographic characteristics, and a number
of personality variables such as client expectations of therapy outcome,
readiness to change and ‘psychological mindedness’ (i.e. capacity to
conceptualise things in psychological terms). Many of these resonate
strongly with Rogers’ (1957) conditions suggesting that a client must be
both willing and able to undertake therapy for it to be a success. However
other ‘extratherapeutic’ variables are also relevant, such as self-help,
friends and family, as well as association with others with similar
difficulties.

On the basis of findings such as these, Henry (1998) argues that the
only reason for neglecting the primary role of common-factors is that
of politics, in that it suits those promoting medicalised approaches to
psychological therapy to maintain a search for evidence demonstrating
one ‘treatment’ is more effective than another for particular disorders,
as he suggests, (Henry, 1998: p.128):

I believe that to a neutral scientific panel fr om outside the field the
answer would be obvious, and empirically validated. As a general tr end
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across studies, the lar gest chunk of outcome variance not attributable
to pr e-existing patient characteristics involves individual therapist dif-
ferences and the emer gent interpersonal r elationship between patient
and therapist, r egardless of technique or school of therapy . This is the
main thr ust of thr ee decades of empirical psychotherapy r esearch.
Nonetheless, the implications of these findings ar e being systematically
ignored, while an incompatible r esearch paradigm continues to fur ther
entrench itself, most appallingly , in the name of science .

Arguments such as these make clear the extent to which many
within the person-centred approach challenge the assumption that par-
ticular therapies may be found to have more of an evidence-base than
others, ignoring, as it does, the strong evidence suggesting a pivotal role
for ‘common factors’, such as the therapeutic relationship, which sup-
port many of the propositions of person-centred theory and practice
(Bozarth and Matomasa, 2005). For some, issues such as these highlight
a need for the approach to challenge medicalised assumptions and
maintain a stance of ‘principled opposition’ to its demands (e.g.
Sanders, 2005). Such a stance would continue to identify the significant
problems associated with the application of ‘clinical trial’ methodolo-
gies within the psychological domain, as well as potentially stressing
once again the concerns about empirical methods first made by Rogers
in the 1960s (see Box 7.3). 

For others within the approach, (e.g. Elliott, 2001a), there is more to
be gained by finding ways of developing relevant evidence of person-
centred therapy as an effective means of working with psychological
distress. Hence it is argued the person-centred researchers must strive
to provide robust evidence of its effectiveness in treating a range of dis-
orders. Like those adhering to the need to engage with diagnosis, many
within the approach have accepted the pragmatic case for the develop-
ment of a relevant evidence-base and an increasing number of studies
are being conducted in order to empirically validate the person-centred
approach as a legitimate form of psychological treatment. It is to work
in this area that we now turn.

Recent r esearch: person-centr ed therapy
as an ‘evidence-based’ appr oach

In evaluating recent evidence for person-centred therapy via a painstak-
ing and comprehensive meta-analysis, Elliott et al. (2004) argue that
there is now much ‘solid evidence for the efficacy and effectiveness’
of the person-centred approach (which they term ‘experiential’ psy-
chotherapy) for a wide range of psychological disorders. 

A study by Greenberg and Watson (1998), for example, used an
experimental methodology in a piece of outcome research to examine
the effectiveness of both process-experiential and classical (which they
term ‘client-centred’) person-centred approaches in treating 34 people
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diagnosed with depression (17 in each group) over 16–20 sessions. In both
instances, the clients showed considerable improvement, both at the
termination of therapy and following an intervening six-month period. In
examining why the therapy was successful, the authors report that the
working alliance and the relevance of the therapeutic ‘task’ to the client
were the predominant factors in enabling success. However, as they
suggest (Greenberg and Watson, 1998: p.220):

these r esults cannot be seen as demonstrating the equivalence of the
two tr eatments. The addition of the active experiential inter ventions
to pur ely client-centr ed tr eatment appears to facilitate gr eater change
at ter mination in interpersonal pr oblems, self-esteem and general
distress.

Hence they go on to argue that the process-experiential model was
slightly more beneficial to clients because of its use of particular tasks over
and above the relationship to facilitate experiencing. This is a finding often
replicated, although the differences are often extremely slight and also
strongly mediated by factors such as research allegiance which calls into
question their generalisability (Bozarth et al, 2001). Greenberg and Watson
are ‘process-experiential’ therapists.

As well a multitude of studies demonstrating the effectiveness of the
person-centred approach as a method of treatment for various disorders,
there is increasing evidence to suggest that it is equally effective as
other therapeutic approaches, such as Cognitive-Behaviour Therapy (CBT),
which is at present the approach with the greatest evidence-base for
effectively treating a wide range of client problems. For example, a recent
Randomised Controlled Trial (RCT) in the UK (King et al., 2000) found
that ‘classical’ person-centred therapy (termed ‘non-directive’ coun-
selling in this study) and CBT had equivalent outcomes in the manage-
ment of depression and mixed anxiety and depression in primary care.
As the authors state (King et al., 2000: p.37):

when the two psychological therapies wer e compar ed directly (in an analy-
sis that included patients randomised by either allocation method, t o
provide twice the ef fective sample size) ther e wer e no significant dif-
ferences in clinical outcome between the therapies at either the 4- or
12-month follow up...The cur rent trial does not suppor t the view that
CBT in primar y care of fers clinical ef fectiveness superior to NDC [person-
centred therapy].

As a result, this study would seem to suggest that the person-centred
approach is an equally effective therapeutic method to CBT, a finding
that is increasingly emerging in studies looking at a wide range of
different client problems, ranging from depression and mixed anxiety
and depression (as above) to trauma (e.g. Clarke, 1993) and severe
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personality disorder (e.g. Eckert and Wuchner, 1996). Although this is
not yet represented in guidelines produced by NICE or associated bod-
ies, such a state of affairs is a product of the quantity of studies demon-
strating the effectiveness of CBT being far greater than those examining
person-centred therapy. A lack of research on, and thus evidence for,
person-centred therapy cannot be taken to indicate that it doesn’t work!
One future trend in person-centred research is thus to continue to fur-
ther expand the evidence for the approach when applied to a widening
number of client problems (Timulak, 2003). 

Recent pr ocess r esearch

Although the development of research aiming to strengthen the evidence-
base for person-centred therapy as an effective psychological interven-
tion has been a priority for many person-centred researchers, there
also remains considerable interest in the processes of person-
centred therapy. A number of researchers within the approach are thus
further elaborating how person-centred therapeutic interactions work
to facilitate change in a client, building on the research into conditions
such as empathy we explored previously. At the forefront of this has been
David Rennie (e.g. 1996, 2001), whose focus upon the client’s experiences
of the therapeutic process highlights many important dimensions that can
help or hinder the processes of change. What makes Rennie’s approach
so important is that it focuses in significant depth, on the moment-by-
moment meanings for the client and how particular factors (such as a
therapist disturbing a client’s train of thinking/feeling by an unhelpful
comment or suggestion) affect the processing of experience (Rennie,
2001). 

Similarly important understandings of what Elliot et al. (2004) term
‘micro-processes’ of therapy have been provided by Sachse (e.g. 1998),
whose work has explored how clients with different types of problem
relate to their experience during a therapeutic interaction. This is linked
to a more general recognition that clients have different ‘processing
styles’, or in other words, ways of relating to internal and external events,
which influence the way they may be helped by a therapeutic encounter
(Sasche, 1998). This work reflects the emphasis on client process high-
lighted within the experiential tradition.

In further exploring therapeutic processes, another trend among a
number of person-centred researchers has been the application of inno-
vative research methodologies, and in particular those employing a
qualitative, rather than quantitative approach, to many issues of interest.
Qualitative methods, in emphasising meanings, mesh strongly with the
phenomenological standpoint of the person-centred approach (McLeod,
2003a) and have been drawn upon widely by researchers in exploring
a number of therapeutic concerns. 
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Box 7.6 Being a person-centr ed researcher?

As well as being an appr oach to psychological therapy , the person-
centred perspective encompasses a range of philosophical principles
that can be applied to the conduct of any r esearch in any ar ea of
psychology. Mear ns and McLeod (1984) have translated these into
five principles in which the r esearcher; a) maintains an inter est in
empathically understanding the par ticipant’s subjective experiences,
b) sees r esearch as a pr ocess and not an activity simply focused on
an outcome, c) maintains a congr uent stance in r elation to her
participants, d) accepts par ticipants and their experiences in a non-
judgemental manner and, finally e) tr eats individuals who take par t in
research projects as equals, as participants rather than subjects (the
latter being a ter m that denotes the authority of the r esearcher). 

Being a par ticipant in a r esearch project of fers the individual a
share in the r esearch, such as in ter ms of guiding the r esearch
questions being asked and playing an active r ole in deter mining
findings. This is in contrast to objective empirical appr oach of many
psychologists who attempt to maintain tight contr ol of all variables
measured to minimise any subjective bias. Involving par ticipants in
research would thus seem to r un contrar y to empirical quantitative
approaches in psychology , and per haps be mor e in tune with
the focus on the par ticpant’s subjective views and experiences
commonly associated with many qualitative r esearch methods
(McLeod, 2000). 

The use of qualitative methods in psychological r esearch is still
unfamilar to many students of the person-centr ed appr oach. However ,
some common qualitative methods that may be employed ar e:

• Phenomenological r esearch – inter viewing par ticipants to develop
a deep appr eciation of the subjective meanings attached to a
particular ‘lived experience’ (e.g. being counselled). An incr easingly
popular phenomenological appr oach is Interpr etive
Phenomenological Analysis (IP A) which examines phenomenological
accounts and interpr ets them using existing theor etical concepts to
generate findings.

• Grounded Theor y – a r esearch method that generates theor y
entirely on the basis of data collected (i.e gr ounded in the data)
rather than thr ough testing pr e-conceived ideas or hypotheses.
A common gr ounded theor y approach is inter viewing dif ferent
participants and then analysing their r esponses for themes and
patterns. 

• Discourse Analysis – a qualitative r esearch method that focuses
on the r elationship between language and power by examining how
participants talk in par ticular contexts (e.g. in a counselling
encounter).
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(Continued)

• Narrative Analysis – an appr oach, like Discourse Analysis, which
focuses on talk but highlights the types of accounts (or stories)
people tell about themselves and their experiences. 

• Action Resear ch – an appr oach which mar ries the r esearch
process with the desir e to per form a par ticular ‘action’, such as
using r esearch on counselling to develop and test new ways of
suppor ting those in need of help.

Worsley (2003), for example, has examined the role of ‘small-scale phe-
nomenological research’ in supporting therapist self-development. Such
research involved a deep, rigorous and systematic interrogation of personal
meanings linked to a particular topic (in this case, anorexia) as a means of
widening self-awareness. A different, but also qualitative, approach was
that of Moerman and McLeod (2006), whose exploration of the client’s
experiences of ‘self’ during person-centred therapy for alcohol problems
used a method termed Interpersonal Recall Analysis which they describe
as ‘an interview procedure in which a taped counselling session is replayed
for the client so that the individual can recall and describe experiences
related to particular moments in the session’ (p.232). This study found that
the difficulties experienced by clients in maintaining a ‘rational self ‘ had
very significant implications for their capacity to manage change relating
to alcohol. It also suggested, again, that clients seemed to use the therapy
in different ways due to differences in ‘processing style’ being influenced
by the severity of their problem.

Although use of qualitative research is most commonly associated
with a focus on therapy process, the requirement to demonstrate ‘evi-
dence’ over therapy outcomes has led Elliott (2001b) to argue that a
case-study method may allow the integration of these concerns. Using
both qualitative and quantitative methodologies he has developed what
he terms a Hermeneutic Single Case Efficacy Design (HSCED) (e.g.
Elliot, 2001b). This draws on a comprehensive array of data (called a
Rich Case Record) including both outcome measures and qualitative
interviews to both assess effectiveness as well as understand process,
in one integrated method. Work such as this is undoubtedly at the cut-
ting edge of person-centred research and offers an interesting and
important avenue for future developments. 

A research policy?

Although it is clear that research into person-centred therapy is again re-
establishing a strong evidence-base for the approach, linking theory to
practice in the context of a wide range of methodological innovations, it
is important to ensure that this momentum is maintained rather than
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diminished as has happened previously. For McLeod (2002), the priority
is therefore a central person-centred research ‘policy’, designed to
guide and integrate research practice and to promote the central role of
research among person-centred practitioners. Such an idea may seem
somewhat alien to those more familiar with the practice of person-
centred therapy, yet it suggests a return to the kind of coherent research
programme of the kind perhaps first associated with Rogers and his
associates. In many ways such a move may represent a return to the
past, but at the same time do so with a view to the future. 

Summary

• Research into the person-centr ed approach began in the 1940s when Carl
Rogers and his associates began applying empirical methods to the
process and outcome of therapeutic cases.

• In the 1950s and 1960s r esearchers under ook many studies to help test
and refine the theor y and practice of person-centr ed therapy, demonstrat-
ing its ef fectiveness as a psychologcal appr oach.

• Following a r elatively unsuccessful r esearch pr oject examining the appli-
cation of person-centr ed therapy within a psychiatric setting, Carl Rogers
abandoned his inter est in fur ther empirical r esearch to focus instead on
working with gr oups and communities.

• In the 1970s and 1980s person-centr ed r esearch diminished in visibility
and coher ence, leading to accusations that the appr oach was insuf ficiently
‘evidence-based’.

• The r equirement to demonstrate an ‘evidence-base’ for therapeutic prac-
tice in r elation to dif ferent ‘disor ders’ has gr own in r ecent years, but is
challenged by person-centr ed r esearchers due to the ‘medicalised’
assumptions underpinning it. These include str essing the ‘clinical trial’ as
the best way of ascer taining therapeutic ef fectiveness.

• While some within the person-centr ed community have r esisted the
demands to pr ovide ‘evidence’ in the for m r equired by medicalised per-
spectives, others have pr eferred to under take r esearch designed to
‘empirically validate’ person-centr ed therapy as an ef fective way of work-
ing with a variety of ‘disor ders’.

• Contemporar y person-centr ed research utilises a range of methods to fur-
ther explor e key issues linked to the pr ocess of person-centr ed therapy .
These ar e both quantitative and qualitative in appr oach, although qualita-
tive methods ar e seen by some as mor e in keeping with the underpinning
philosophy of a person-centr ed standpoint. 
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EIGHT Social Constr uctionism and
the Person-centr ed Appr oach

Introduction
In the previous three chapters we have examined how the person-
centred approach may be considered to relate to key aspects of coun-
selling psychology theory, practice and research. In this chapter we will
broaden our focus to consider how contemporary critiques of psycho-
logical practice impact upon person-centred theory and practice. These
critiques are often described as ‘critical’, ‘postmodernist’ or ‘post-
structuralist’ (c.f. Burr, 1995), although in this chapter we shall use the
general title ‘social constructionist’ to refer to the bundle of ideas that
have called into question some of the most fundamental assumptions
and practices of modern psychology. Many of these are highlighted
within the arena of counselling psychology and hence represent an
important consideration for person-centred practitioners.

Social constructionist ideas are not straight-forward, and are
grounded in a very different philosophical perspective to that under-
pinning much contemporary psychology (Parker et al., 1995; Gergen
1999). Hence, they cannot be easily discussed in relation to the person-
centred approach without some prior (simplified!) exploration. Our first
task, then, is to explore some important social constructionist proposi-
tions and the questions they ask of psychology generally. Following
this, we shall turn our attention to the person-centred approach and
examine these questions in relation to it. In doing so we shall organise
our investigation around the three broad themes of knowledge, power
and selfhood. These themes encompass a number of crucial aspects of
social constructionist thinking and offer a useful bridge to an examina-
tion of their implications for person-centred theory and practice. 

A brief intr oduction to social
constr uctionism 
As a philosophical standpoint, social constructionism has many different
dimensions and purposes. Social construction offers a critique of our
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existing forms of psychological theory and practice, as well as an
alternative viewpoint on how instead we can understand, and act in, the
world around us as psychological practitioners. Although it is possible
to elaborate these critical ideas in a number of ways, Neimeyer (1998)
provides a useful framework identifying 3 core themes in its critique.
These are as follows. 

a) Knowledge – Social constructionism rejects the core assumptions of
the empirical form of psychology that has dominated the discipline
over the last century. It particularly challenges the search for objective,
generalisable, scientific facts or ‘truths’ about psychological phe-
nomena, arguing that the search for such truths is problematic
because all knowledge is a human product and therefore invariably
subject to cultural, historical and political factors. Hence, psychol-
ogy can never be wholly objective in its search for facts, for this
would require no prior assumptions to be made about how things
are, which is impossible. Social constructionism thus argues that
empirical psychology presents constructions of reality based on its
own assumptions and resulting methods of examination, rather
than truths elicited via empirical examination. Indeed it argues that
all psychological knowledge is socially constructed and thus relative. 

b) Power – The second theme highlighted by social constructionism is
that of power, and reflects a sensitivity to the ways in which the
theories and practices of psychologists work to support particular
types of power relationships over others. Central to this process is
language, and the ‘discourses’ (particular collections of culturally
specific concepts and ideas) that, it argues, define or ‘carve up’
(Neimeyer, 1998) the world in particular ways. For instance, a com-
mon discourse informing Western psychology is the medical
discourse (Foucault, 1974) which provides us with certain assump-
tions about how we should understand psychological distress (i.e. as
an individual ‘illness’). These differ to alternative discourses, such
as those of spirituality which define such difficulties as a conse-
quence of misdemeanour or even ‘possession’. There is no funda-
mental way of proving which of the explanations proposed by these
discourses is right, for each understands ‘evidence’ and knowledge
in different ways; psychology involving the ideas of empirical testa-
bility; spiritually assuming the centrality of ‘god’s will’. Therefore,
the issue is one of power, and the extent to which each discourse is
able to make the ideas of the other seem illegitimate and its own
‘common sense’ (Parker, 1989). In most therapeutic contexts within
the Western world, medicalised explanations are dominant, and
hence claim the authority to define how best to attend to psychologi-
cal difficulties; diagnosing what is wrong in terms of identifying par-
ticular ‘disorders’ and then offering appropriate treatment for these.
Alternative explanations for an individual’s psychological suffering
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(e.g. sociological factors such as poverty, or ‘possession’ by the devil),
are rendered illegitimate, even if these accord more strongly with
the client’s own value system than those of the practitioner. It is
power imbalances produced through discourse that social construc-
tionism challenges.

c) Selfhood – Rather than seeing people as having a single fixed ‘self’
(i.e. series of personal qualities or personality traits) which they
carry round with them, social constructionism sees the ‘self’ as con-
textual, like an elastic band that adopts different shapes and pat-
terns in accordance with the circumstances and relationships that
surround it. Our identity (i.e. who we see our self to be) is thus
enmeshed in the contexts and relationships within which we partici-
pate and hence we evolve a range of different, contextual versions
of who we are which over time become ‘sedimented’ (Wetherell and
Potter, 1992) to provide us with a consistent sense of ‘self’. Although this
may seem a somewhat strange idea, it is not uncommon for people to
talk about different ‘parts’ of themselves (Mearns, 1994). Social con-
structionism sees such parts as an inevitable consequence of our iden-
tity being negotiated on an ongoing basis, and extends this idea to
argue that our identity is thus distributed among the different rela-
tionships and contexts within which we participate (Bruner, 2004),
rather than being fixed and contained within us. In assuming the
latter, social constructionism argues that much psychology is wrong
in focusing on individuals as separate from others (i.e. in terms of
assuming personal traits and consistent views of who we are that we
carry around with us), seeing this as a product of Western values
prioritising individualism over the importance of context and inter-
personal relationships.

Box 8.1 A rejection of moder nism 

Many social constr uctionist ar guments ar e based on a critique of
‘Modernism’, which was the dominant philosophical standpoint within
the Western world between the end of the 18th centur y to ar ound the
middle of the 20th centur y. Moder nism emphasised human pr ogress,
utilising industrial technologies and science to move away fr om
medieval, mystical pr eoccupations (Neimeyer , 1998). It str ove
toward ‘absolute tr uths’ (things pr oved beyond doubt by scientific
examination) to enable pr ogress thr ough understanding, a view that is
reflected in empirical psychology and its belief in a psychological
reality that is both knowable and measurable. It is this belief, and its
associated practices, that ar e being called into question by social
constr uctionist, and post-modern, standpoints. 
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Social constr uctionism and the
person-centred appr oach
From our brief run-through of social constructionist ideas, it is clear
that these ask a number of questions of contemporary psychology. As
an approach embedded within a contemporary psychological context,
person-centred theory and practice may be examined in relation to these.
This is not a straightforward task, for the person-centred approach main-
tains a somewhat uneasy relationship with many other approaches
within the psychological domain while at the same time sharing a
number of core assumptions and procedures. Our exploration will
therefore attempt to chart a somewhat unique dialogue, focusing once
again upon the broad themes of knowledge, power and selfhood.

Knowledge

One of the primary concerns of social constructionism is to challenge
what it sees as truth claims made by psychological theories (Gergen,
1991). These claims are generally based on the scientific principles (i.e.
testing hypotheses to generate facts) of empirical psychology and used
to present one theory as offering the truth over all others, a proposition
social constructionism argues misrepresents the nature of knowledge,
as well as masking the impossibility of objective, assumption-free data.
Such truth claims are also often embedded within what Lyotard (1984)
terms a ‘meta-narrative’ (i.e. an all encompassing, universal theory), which
social constructionism argues ignores the many differences between
peoples, cultures and historical periods. What may be applicable to us
living in the 21st century Western world at the present time may not
explain the psychological realities of all people in different parts of the
globe or during a different time in history. Psychological theories which
ignore this by generalising their conclusions to all people, often on the
basis of empirical research conducted solely on a Western population
in recent times, are seen as diminishing the legitimacy of alternative
cultural standpoints and philosophies. Thus they may be seen to con-
stitute a form of cultural imperialism.

In looking at person-centred theory it is clear that many of its dimen-
sions, like many psychological theories based on empirical methods,
make a number of truth claims derived from empirical examination
(Jones, 1996). Furthermore, its conclusions are presented in the form of
‘meta-narrative’ that suggests its propositions are generalisable to all
people, irrespective of context of circumstance. 

A particular example of this is the theory of therapy, personality
and interpersonal relationships, presented by Rogers in 1959. Rogers (1959,
cited in Kirschenbaum and Henderson, 1990a: p.239), describes this
theory, based on empirical testing and refinement, as ‘of an if-then vari-
ety. If certain conditions exist (independent variables), then a process
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(dependent variable) will occur which includes certain characteristic
elements. If this process (now the independent variable) occurs, then
certain personality and behavioural changes (dependent variables) will
occur’. In using concepts such as independent and dependent variables,
he clearly defines the approach in terms assumed by empirical psy-
chology and claims for it factual status by suggesting that personality
and behavioural changes will occur if particular conditions (i.e. inde-
pendent variables) are met. These claims suggest the theory holds true
for all people, and gives no scope whatsoever for alternative possibili-
ties or different ways of understanding. Similar claims are made for a
number of the concepts inherent within person-centred theory, such
as that all individuals possess an actualising tendency which promotes
constructive growth (Rogers, 1951). 

On the basis of such propositions, it would seem clear that person-
centred theory is enmeshed within a Western empirical psychology
adopting a modernist approach to knowledge which, as we have seen,
is strongly criticised by social-constructionist ideas (Jones,1996). Yet,
this is not all there is to person-centred therapy, for the approach is also
informed by a second kind of knowledge, one which emphasises
subjective meanings and perceptions and thus one which challenges any
notion of objective, scientific truth over and above what is relevant
to an individual at any given moment. As we saw in Chapter 5, this
phenomenological standpoint is highlighted in its therapeutic philosophy
and procedures (i.e. focusing primarily on the client’s frame of refer-
ence) and resonates with social constructionist propositions regarding
the relative, personal and contextual nature of truths and thus the equal
value of subjective meanings to those provided by empirical science.

One way of understanding the presence of these different types of
knowledge is to view person-centred theory as a combination of Rogers’
enthusiasm for empirical methods allied with his recognition of the
importance of subjective experiencing (derived from his personal experi-
ence as a therapist and his awareness of alternative philosophical stand-
points such as existential philosophy: Sartre, 1956). Hence, his approach
encompassed a tension between its underpinning theory and its thera-
peutic practice (as we saw in Chapter 5), with the latter, promoting
the value of personal meaning and, hence, subjective understandings.
For Jones (1996), this highlights a parallel between Rogers’ focus on the
client’s perspective and the type of non-directive, ‘interested enquiry’
now proposed by social constructionist psychologists such as Gergen
(1991) and Shotter (1993). Hence, as O Hara (1995) argues, as well as being
a modernist, Rogers was a post-modern pioneer, grappling with the diffi-
culties of applying scientific principles to human beings in the context of
multiple, personal truths. Indeed, as we saw in Chapter 7, Rogers himself
came to question the role of empirical methods in psychology. Was there
room, he asked, for an alternative method of psychological understanding
(Rogers, 1959, cited in Kirschenbaum and Henderson 1990a: p.251):
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there is a rather widespr ead feeling in our gr oup that the logical
positivism in which we wer e professionally r eared is not necessarily the
final philosophical wor d in an ar ea in which the phenomenon of subjec-
tivity plays such a vital and central par t... Is ther e some view , possibly
developing out of an existential orientation, which might find mor e room
for the existing subjective person...? This is a highly speculative dr eam
of an intangible goal.

Power
The second theme of a social constructionist critique as applied to the
person-centred approach is that of power. Social constructionism argues
that psychology, as a discipline, has taken very little interest in its
own power (Parker et al., 1995) with the effect of masking the ways in
which its theories and practices work to legitimise particular types of
power relationships over others (Foucault, 1974). One example of such
relationships is the way in which medicalised approaches place signif-
icant power in the hands of the practitioner to ‘diagnose’ psychological
disorders and treat these using specific methods and skills (see Chapter 6).
Another is the individualised focus of much psychological work, a focus
that has attracted criticism from a social constructionist viewpoint
for detracting from the potential societal basis of psychological diffi-
culties, such as the link between poverty and depression (e.g. Russell,
1999). This critique is directly relevant to the focus of person-centred
therapy. 

In common with much Western psychology, person-centred therapy
may be seen to offer particular psychological concepts (e.g. the actualising
tendency) and explanations (i.e. incongruence as a basis for psycholo-
gical difficulties) that situate the source of psychological difficulty within
the individual. One outcome of such a ‘psychologised’ (Pilgrim, 2000)
perspective on mental health is to dismiss explanations of distress
which highlight structural and economic dimensions as causal factors.
Hence, it may be argued that person-centred therapy, in theorising
psychological difficulties as caused by incongruence, upholds unequal
relationships of power within society by not acknowledging the signif-
icance of socio-political oppression (e.g. racism, poverty, homophobia
etc.) on individual wellbeing (Smail, 2001). As Diamond (2004: p.244)
suggests:

A psychology that attends primarily to the individual is only par tially
informed and is r eactive to the pr edominantly psychiatric concepts of
pathology and illness. It is seduced by the zeitgeist that the individual
is both omnipotent and culpable. A serious cor ollar y for psychotherapy
is that with the attention focused upon the individual, the person feels
culpable for distr esses they had little if any , influence over and may well
have little, if any , contr ol and power in changing.
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What is being suggested here is that situating the individual as at the
centre of her distress maintains a therapeutic focus upon inner experi-
encing rather than the socially oppressive factors involved in creating
and maintaining it (Sanders and Tudor, 2001). For Waterhouse (1993),
this can lead to an undue weight being attributed to an individual’s
capacity to change (i.e. become congruent) when what is actually at the
root of her problem is, for example, unemployment and a consequent
lack of social power. Indeed, it may even be argued that a person-centred
therapeutic approach working in such terms may be compounding the
problem by giving inadequate recognition of the structural factors con-
tributing to her distress and constraining the choices she is able make
(Diamond, 2004), a critique that reflects existential-phenomenological
arguments (c.f. Cooper, 2004) over the lack or attention paid to the con-
straints of existence within a person-centred framework. In this vein,
Cromby (2004) points to the visible ‘contrast between opulence and
poverty’ (p.184), asking how these legitimise the powerlessness and
hopelessness experienced by those with depression. 

While it is certainly true that person-centred therapy may be seen to
take an individualised stance in its theory and practices, a number of
person-centred practitioners have argued that it is a misnomer to sug-
gest that issues of power are neglected by the approach (Wilkins, 2003). 

Natiello (1990), for example, has argued that person-centred therapy
actually places awareness of power at the very heart of its practice, in its
active resistance of medicalised psychological explanations and practices
(such as identifying and diagnosing particular psychological disorders)
and working toward a sharing of power between therapist and client.
Hence the approach may share a focus upon the individual with other
psychological approaches, but does this in a way far more sensitive to
the potential power inequalities inherent in the process of psychologi-
cal therapy (Proctor, 2002) than most. 

It is also possible to view person-centred theory as adopting a socially
aware standpoint, rather than a psychological perspective fully grounded
in an individualistic stance (Cameron, 1997). Rogers (1977), for example,
draws attention to the fact that oppressive external realities can often
become internalised as conditions of worth. Hence, rather than ignoring
the social context, the approach views it as enmeshed within personal
experiencing, seeing ‘the personal as political and the political as per-
sonal’ (Tudor, 1996). Such an idea of internalised oppression parallels,
to a degree, social constructionist arguments that social power inequal-
ities are often enacted through individual identities (Sampson, 1989).
Hence the approach may be seen to advocate social change through
personal change (Perrett, 2006), for example in a client overcoming
oppressive conditions of worth and thus influencing the world around
him as a result. 

In addition to the social effects of its personal therapeutic work, the
approach continues to develop many strands that address power and
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politics at a social level (e.g. Proctor et al., 2006). Toward the end of his
working life, for example, Rogers became increasingly interested in the
possibility of person-centred relating (i.e. in terms of the 6 conditions of
therapy previously defined) in wider contexts, such as those involving
community struggle or political conflict. Indeed, he wrote widely on
issues relating to global peace and conducted a number of workshops
designed to facilitate communication in conflict situations. In relation
to one such workshop (The ‘Rust’ workshop), he describes the inten-
tion as being to create ‘a climate in which persons could meet as
persons, not in their official capacities ... to facilitate free expression ...
in such a way as to increase mutual understanding, reduce tensions
and foster good communication’ (Rogers, 1986, cited in Kirshenbaum
and Henderson, 1990a. p.460). Hence his interest was in social change
through dialogue, mutual respect and empathic understanding, themes
that clearly resonate with the therapeutic climate he advocates. This
aim is continued by many contemporary practitioners of the approach,
such as Tudor and Worrall (2006) who link the political concept of
‘alienation’ introduced by Karl Marx to the lack of ‘authenticity’ asso-
ciated with incongruent personal experiencing. 

Despite the critical, socially engaged nature of such work, there
undoubtedly remains a number of questions over how many person-
centred therapists actually work with issues of power, and in particular,
the material circumstances (and constraints) of their clients’ lives
(Sanders, 2006). One particular factor in this is that of training. Kearney
(1997), for example, makes references to the lack of attention paid within
person-centred training courses to issues of power and social inequalities.
She argues that practitioners should be trained to be more aware of these
issues to enable them to work pragmatically, as well as empathically, with
clients actual experiences, such as in recognising the impact of social
oppression in limiting her choices. As things presently stand, however, the
primary focus in training is upon the ’individual’ level, which can make it
difficult, in practice, for person-centred practitioners to view their work in
a more socially aware manner (Sanders and Tudor, 2001). 

Box 8.2 Working with power: a person-centr ed agenda

On the basis of a r ecognition that power is central to the theor y and
practices of any for m of psychology , including the person-centr ed
approach, Pr octor (2002) has pr oposed four criteria for practitioners to
meet in or der to work ef fectively with it. These ar e (Proctor, 2002: p.87);

• We do not for get the str uctures of power involved in the r oles of
therapist and client.
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(Continued)

• We do not obscur e inequalities in the r elationship with r espect to
states of (in)congr uence and the ef fect of personal histories.

• We aim to understand the socially positioned individual.
• We look at our own positions as therapists r egarding power and

our potential for oppr ession.

How easy do you think it would be for a practitioner to meet each of
these criteria in working with ever y client? What ar e the main
challenges you think a person-centr ed therapist would face in doing so?

Selfhood
The third theme of a social constructionist critique is that of selfhood.
Although a range of issues is relevant in examining the person-centred
approach from such a standpoint, we shall concentrate on just three
concerns. These are the ‘self’ as independent, authentic and unitary. 

An independent self

As we explored earlier, social-constructionism questions the possibility
of an individual whose identity is in any way separate from the varied
contexts and interpersonal relationships within which she participates
(Wetherell and Maybin, 1996). Yet this is the dominant assumption made
within much contemporary psychology (particularly in the West),
through its ‘individualised’ focus upon the independent bundle of traits,
attributes and cognitions that each one of us is seen as carrying from
one context to another (Shotter, 1993). 

As we have seen, one consequence of this view is that relatedness
is neglected as a central feature of selfhood (i.e., being a ‘self’), a per-
spective that is reflected in person-centred ‘self’ theory in a number of
ways. A particular example of this is the concept of the ‘actualising ten-
dency’, a concept which presents individual motivations such as inde-
pendence and personal autonomy at the core of personal fulfilment
(Jones, 1996), as Rogers (1951: p.488) states;

The or ganism actualises itself in the dir ection of gr eater dif ferentiation
or or gans and of function ... It moves in the dir ection of gr eater inde-
pendence or self r esponsibility , ... in the dir ection of incr easing self-
government, self-r egulation and autonomy , and away fr om heter ony-
mous contr ol, or contr ol by exter nal for ces.

From such a perspective, the person-centred approach may be seen to
take an individualistic stance, stressing an independent, autonymous
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‘self’ over views of identity emphasising the importance of relatedness
and interdependence (c.f. Wilkins, 2003). This has a number of problems
from the social constructionist perspective, for it neglects the relational,
contextual basis of identity (Wetherell and Potter, 1992). Furthermore it
promotes individual autonomy and growth over collective wellbeing, a
view which has been challenged in a number of ways.

Laungani (1999), for example, argues that the independent, individu-
alised ‘self’ promoted within the person-centred approach renders
the therapeutic method inappropriate for those living within Asian cul-
tures, particularly those from the Indian sub-continent, where the
boundary between culture, family, and individual identity is more
blurred. A person-centred therapy giving primacy to individual auton-
omy and personal fulfilment is likely, he argues, to be ineffective
within such a context, ignoring as it does the greater extent to which
such communities (unlike those in the West) acknowledge the related
basis of their experiences and wellbeing (1999: p.343). Similar argu-
ments have also been made suggesting the individual focus of the
approach on autonomy and independence encourages selfish living and
egocentrism (c.f. McMillan, 2004), rather than collective responsibility
and relationship.

To address some of the concerns raised about the over-emphasis on
Western notions of individuality and separateness in person-centred
views, Holdstock (1993) has argued for a significant ‘revisioning’ of
the person-centred concept of ‘self’. Rather than assuming separateness
and independence in terms of an individualised view of ‘self’ and actu-
alising tendency prompting greater autonomy, he proposes that a more
interdependent understanding of ‘self’ would actually be more in keep-
ing with the relational basis of the therapy itself, where a primary role is
accorded to the therapeutic relationship in overcoming incongruence.
Indeed, such a view has much in common with more general shifts
within the field of counselling and psychotherapy, as McLeod (2004:
p.353) suggests;

The discourse of therapy , as an enterprise concer ned with the str ucture
of the individual self, has gradually been supplanted by a discourse of
relatedness ... a r elatedness that is about what happens between
actual people on an ever yday basis.

Following on from such propositions, a number of person-centred
practitioners have attempted to develop person-centred theory to
account for a more inter-related view (Cooper et al., 2004). This has
taken two main forms. Firstly, the work of researchers such as Mearns
and Cooper (2005) and Schmid (2001) has provided a dialogical, rela-
tional understanding of the therapeutic encounter (see Chapter 4) in
which the individual is viewed inherently interdependent with others,

160 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Gillon-3563-08.qxd  5/24/2007  10:36 AM  Page 160



rather than as a fixed, independent ‘self’ (Bruner, 2004). This
understanding, as Mearns and Cooper (2005: p.5) state, assumes that:

We ar e fundamentally and inextricably inter twined with others ... our
being is first and for emost a ‘being-in-r elation’ ... we do not exist as indi-
viduals first and then come together with others to for m relationships.
Rather ... we exist with others first, and only after that come to develop
some notion of individual or separateness.

Although such a view of ‘self’ is very different to that proposed by
Rogers, it accords with developing intersubjective perspectives within
the approach (e.g. Barrett-Lennard, 2005) and thus may be considered
to demonstrate an increasing accommodation of social constructionist
concerns within the person-centred framework. 

The second area of person-centred theory highlighted in arguing that
the approach does assume an overly independent ‘self’ lies in its view
of the actualising tendency. Brodley (1999), for example, has argued
that an often neglected aspect of the actualising tendency is its pro-social
basis, in that it promotes a constructive form of human functioning which
views human beings as essentially interdependent, and consequently
motivates personal growth through relationship with others rather than
away from them. This social dimension has been developed by Mearns
and Thorne (2000), who have proposed that, within the ‘self’, the
promptings of the actualising tendency are subject to a process of
‘social mediation’, or in other words, an internal appraisal of the likely
effects of its promptings upon a client’s existing circumstances. When
its promptings are too threatening or challenging for the individual’s
existing ‘life-space’, various forms of resistance emerge, such as wor-
ries about what will happen if a particular form of change is enacted
or, indeed, more intuitive experiences of doubt that lead to a general
‘holding back’. These kinds of resistance take a variety of forms and
constitute a reactive force which is an essential part of moderating the
actualising tendency with regards to the demands of existing relation-
ships and contexts. Hence, Mearns and Thorne (2000) argue that the
concept of an ‘actualising tendency’ should be instead formulated as an
actualising process, which takes greater account of the contextual, rela-
tional basis of identity and thus the process of change. As they suggest
(Mearns and Thorne, 2000: p.186):

Our theoretical of ferings seek to r estore a balance wher e both the actu-
alising tendency within the individual and also the for ces of social medi-
ation ar e respected, with neither being given dominance over the other
and with therapy , as well as a fr uitful adolescence and other facilitative
human events, encouraging us not only to strike a balance but to be
fluid in that balance.
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Authenticity 

The second aspect of a social constructionist critique linked to selfhood
challenges the person-centred notion of authentic relating due to the
fact that this implies a real or core dimension to human experiencing.
Russell (1999), for example, highlights the person-centred idea of the
organismic valuing, and suggests that (Russell, 1999: p.5):

Within the humanistic therapies, the notion of the real ‘self’ is para-
mount. The Rogerian attitude and philosophy characterises the beliefs
about the ‘self’ intrinsic to mainstr eam humanistic counselling, which is
that when entr usted to pur e phenomenological experience, the person
may discover a ‘self’ thats/he tr uly is, which will, given the right condi-
tions, be a har monious self.

As we have seen in previous chapters, one of the cornerstones of
person-centred therapy is the potential integration of organismic experi-
encing into the ‘self-concept’ to resolve incongruence. It is only when a
state of congruence is reached, and organismic experiences are no longer
denied or distorted, that the individual is able to encounter his ‘true’
experiential being, so as Rogers (1961: pp.108–109) surmises ‘When a
person comes to me ... he begins to drop the false fronts, or the masks,
or the roles with which he has faced life. He appears to be trying to dis-
cover something more basic, something more truly himself’. 

Words such as these are often seen to highlight the possibility (and
desirability) of an authentic form of selfhood that may ultimately be
discovered when the false ‘self’ created by conditions of worth are dis-
garded in favour of congruent awareness of the ‘true’ experiencing of
the organism. From a social constructionist standpoint such a possibil-
ity is an illusion, Although there will always be biological or other
mechanisms influencing experiencing (Edwards, 1997) at any given
time, the meanings (and identities) attributed to their promptings or sen-
sory products (e.g. an urge to sleep) are inevitably interpretations and
thus socially constructed. Hence, from a social constructionist perspec-
tive, no experience of ‘self’ can be any more authentic than any other.
Of course such an argument undermines a hugely important aspect of
person-centred theory (the idea of authentic organismic experiencing)
and has been strongly challenged by a number of person-centred prac-
titioners. Moore (2004), for example, draws together Eastern and
Western perspectives to argue for the possibility of a pre-verbal, uncon-
ditioned, ‘self’ which is seen as a bodily, rather than psychological,
process; a ‘not-me’, of pure bodily sensation and experiencing. Eugene
Gendlin also argues for a bodily basis of an authentic ‘felt sense’ (1964).
Indeed, he provides a strong rebuttal of social constructionist arguments
prioritising the social context and interpersonal relationships above
this ‘felt sense’, as he suggests (Gendlin, 2003: p.110) ‘the current

162 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Gillon-3563-08.qxd  5/24/2007  10:36 AM  Page 162



fascination with social construction is a mistake. It is a mistake to
tell people that they are only the products of culture, interaction,
or their family. A human being is the person inside’. In such terms,
social constructionist critiques are thus rejected in favour of the pre-
sumption that there is, in actual fact, an authentic dimension to human
experiencing.

A unitar y ‘self’ 

The final aspect of the social constructionist critique linked to identity
relates to the many assumptions of a single (often termed ‘unitary’)
‘self’. Such a version of ‘self’ may be seen as reflected in Rogers’ (1951)
description of the ‘self-concept’, which he defines as the ‘portion of
the total private world that becomes recognised as “me”, “I”, “myself”’.
Hence the ‘self-concept’, as initially conceived within person-centred
theory, implies one, consistent version of personal identity irrespective
of context and seen to be maintained (to a greater or lesser extent) by
processes of denial or distortion. Indeed, it is inconsistencies or con-
tradictions in this view (i.e. incongruence) that are seen as giving rise
to all psychological difficulties. 

From a social constructionist perspective, the formulation of a single
‘self-concept’ fails to account for the multiplicity of ‘selves’ that we con-
struct in the different situations we encounter (Bruner, 1990) and the
plurality of identities we thus occupy. As these identities may each be
considered to offer a different experience of selfhood, social construc-
tionism proposes a ‘plural’ rather than single ‘self-concept’. As Gergen
(1991) suggests, we now live in a state of what he terms ‘multiphrenia’,
where ‘each truth about ourselves is a construction of the moment, true
only for a given time and within certain relationships’ (1991: p.16). 

On the basis of social constructionist arguments regarding self-
plurality, there has been a growing recognition of the ‘self-concept’ as
multiple rather than singular entity within the person-centred frame-
work (Lyddon, 1998). Much work has been done to examine person-
centred ‘self’ theory from a pluralistic view. Cooper (1999), for
example, has argued that the notion of a plural ‘self’ is not a new one,
and that Rogers himself was grappling how to explain his experiences of
clients’ ‘violent fluctuations in the concept of self’ (Rogers, 1959: p.201).
Indeed, Cooper (1999) goes on to propose that the idea of multiple self-
concepts is not, in fact, dissonant with person-centred self-theory at all. 

In exploring the possibilities open to an individual whose self-
concept is significantly at odds with his/her organismic experiences, Cooper
(1999) argues that one of two things may occur. Firstly, as Rogers
(1951) suggested, the individual may deny and distort those organismic
experiences to ensure that they are not seen as part of the ‘self’.
Secondly, however, Cooper (1999) goes on to suggest that it may equally
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be possible for that individual to radically re-structure his self-concept
in order to fit with the organismic experiences being encountered in the
particular circumstances at hand, so as to resolve the tension arising
from incongruence. This latter possibility would account for the way in
which people may change from one view of themselves to another, as
he suggests (1999: p.63):

As an entity which can only be defined in r elation to what it is not, the
‘self-concept’ is not a thing but an outline between figur e and gr ound:
a configuration which as the gestalt psychologists r ecognised, is always
open to r eversal ... in this figur e/ground reversal, a r emarkable degr ee
of consistency is actually pr eser ved. The boundar y between self and
not-self r emains fixed. The only dif ference is now that the individual is
viewing it fr om the other side of the fence.

Although this extension may potentially account for fluctuations
between oppositional ‘self-concepts’ within the individual when mov-
ing through different contexts, it may also be extended to explain the mul-
tiplicity of different ‘selves’ highlighted within social constructionist
understandings. Keil (1996) for example, argues that it is possible to
view the ‘self’ as a ‘systematic process of interactions of inner persons’,
each of which has a different concept of ‘self’ to the others. She locates
the basis of this in the fact that to maximise positive regard (and posi-
tive self-regard), any individual is required to play a range of different
‘roles’ in the multiple contexts within which they participate. As a
result, a number of qualitatively different ‘selves’ evolve over time,
each of which has congruent and incongruent aspects, and, accordingly
differs in its capacity to fully experience the totality of organismic
experiencing in any given moment. This view has been further devel-
oped by Mearns (e.g. Mearns, 2002; Mearns and Cooper, 2005) through
the notion of self-configurations which, he suggests (2002: p.21), have
a pragmatic function;

Essentially , what is being described is a system for the development
of the self that generates enor mous latitude for adaptability . The self
may develop a range of aspects, or configurations, which allows a wide
range reper toire of ways of meeting dif ferent social challenges. The per-
son is not just a single ‘self’, but a multiple cast of players, each fir mly
attached and coher ent to allow a congr uence of expr ession...What we
are witnessing in the multiplicity of configurations within the self is cr e-
ativity and expr essiveness as well as an incr edibly sophisticated adap-
tive system that can even allow the person to pr esent quite opposite
aspects of self congr uently and in dif ferent contexts.
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Box 8.3 Working with dif ferent ‘configurations of self ’

A view of people as having a number of dif ferent self ‘configurations’
has significant practical implications for person-centr ed practitioners
in their therapeutic activities. For Mear ns and Thor ne (2000) these
include some basic r equirements for the therapist to:

1. Stay close to the client’s symbolisation – some configurations
will be mor e dominant than others in the client’s r eflective
understanding. Although dominant configurations may be awar e of
one another , ther e are others which may not be accurately
symbolised or acknowledged within the client’s r eflective view of
‘self’. They ur ge therapists to exer cise caution in listening to how
a client talks about his or her dif ferent configurations, and not to
name (or r e-name) those that ar e not pr esently par t of the client’s
reflective experiencing. 

2. Avoid ‘zer o-sum’ r esponding – Dif ferent configurations can cancel
each other out. For example, a client’s experience of ‘stuckness’
may be cr eated by the conflict between a ‘for gr owth’ and a ‘not
for growth’ configuration. Rather than work simply with the pr oduct
of this conflict (stuckness), it is impor tant to of fer empathy,
congruence and unconditional positive r egard to the configura-
tions themselves.

3. Adopt a stance of multi-dir ectional par tiality – This stance, derived
from ‘family therapy’, pr esupposes a ‘family’ of configurations, each
of which r equires attention, understanding, valuing and r espect. The
therapist must not value or ‘prize’ one configuration over all others.

4. Be congr uently awar e of his own configurational dynamics – The
therapist should explor e his own configurations and be awar e of
how these ‘selves’ interact with one another and the client’s own
configurations. Such awar eness is of gr eat significance if the
congruent of fering of empathy and unconditional positive r egard
is to be maintained. 

Another aspect of person-centred theory that engages with social
constructionist arguments regarding self ‘plurality’ is that stressing the
process of experiencing. Van Kalmathout (1998), for example, has drawn
attention to the importance attached by Rogers to phenomenological
basis of experiencing and the way the ‘self-concept’ only became a
construct within person-centred theory as a result of clients repeatedly
referring to themselves as having a ‘self’ with particular features and
attributes (Rogers, 1959). Certainly, the therapeutic focus of the approach
on the moment by moment experiencing (i.e. her frame of reference at
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any given time) of the client is one that affords a considerable fluidity
in ‘self’, allowing for a multiplicity of identities or ‘selves’ to emerge
(Vahrenkamp and Behr, 2004). Indeed, for Wilkins (2003) person-
centred self-theory never formulated the ‘self-concept’ as a single, fixed
entity, but as one entirely dependent upon the individual’s perceptions
at any given moment. Hence it is a mistake to view the ‘self-concept’
in fixed or singular terms, as often assumed. Instead, he suggests (2003:
p.32), ‘the nature of the “self” people describe changes from moment
to moment and year to year.... a person’s ‘self’ is whatever he or she
believes it to be’. Hence the ‘self-concept’ is always a work in progress;
a perspective that resonates strongly with social constructionist propo-
sitions and one that challenges any notion of ‘self’ as anything other
than fluid, multiple and inherently related to context. Indeed, for
Warner (Warner, in Cooper et al., 2004), the term ‘selfing’ is preferable
to ‘self’ to denote the ongoing process of experiencing and thus of iden-
tity negotiation. However, in accordance with person-centred theory,
the greater ‘openness’ (or congruent) an individual is to her organismic
experiencing, the more possibilities are available to her in terms of the
potential self ‘identities’ she is able to acknowledge and thus negotiate.

Summary 

• Social constr uctionism takes a critical stance in r elation to many aspects
of W estern psychology . In par ticular it questions the possibility of objec-
tive ‘tr uths’ being acquir ed via empirical means. Issues linked to power
and the pr esumption of a individual, single ‘self’ ar e also raised.

• Person-centred therapy is challenged by social constr uctionism for its
claims to of fer the ‘tr uth’ about psychological change. However , the value
it places on subjective meanings accor ds with social constr uctionist
propositions r egarding the impossibility of objective knowledge.

• Social constr uctionism highlights the individualised basis of psychological
distress as pr oposed within person-centr ed theor y. This, it ar gues, neglects
the socially oppr essive dimensions of a client’s life cir cumstances that
may influence her psychological wellbeing and constrain change.

• The person-centr ed theor y of ‘self’ is pr oblematised by social constr uc-
tionist critiques calling into question its overly independent natur e, its pr e-
sumption of authentic experiencing and r elating, and its initial for mulation
implying a single (or unitar y) ‘self-concept’. 
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NINE Training as a Person-centr ed
Practitioner

Introduction
In this chapter we will consider some important issues relevant to
anyone with a psychological background wishing to train as a practi-
tioner in the person-centred approach. Although we could spend much
time exploring a range of concerns related to training in counselling,
psychotherapy or counselling psychology, this general information is
available from a variety of sources (e.g. Bor and Watts, 2006). Hence
our focus here is simply on training in person-centred therapy. 

Firstly we will explore what is involved in training to become a
person-centred practitioner, looking briefly at the different levels of pro-
grammes on offer and considering the range of professional ‘identities’
available. We will then examine how person-centred training courses
operate, exploring their key features and methods of working. In doing
this we shall focus on the ‘realities’ of person-centred working in
therapeutic settings, such as training placements in the NHS. Such
placements can present some very significant difficulties for practitioners
wishing to work from a person-centred perspective. These shall be
explored, and some possible ways of managing them discussed. Finally,
the chapter will conclude with an investigation of what is involved in
applying and preparing for a person-centred training programme.

What is a person-centr ed training? 
Unlike many psychological models, the place of training in the person-
centred approach is far from clear-cut. Generally speaking, a ‘training’
process is considered to result in development of particular competencies
and theoretical understandings relevant to a specified outcome (Gillon,
2002). However, such a competency-based model does not acknowl-
edge that person-centred therapy involves a philosophical stance rather
than simply a series of techniques. Thus, as Rogers (1951: p.432)
himself argued, ‘no student can or should be trained to become a client-
centred therapist’. 
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In making this assertion, Rogers was proposing that the therapeutic
attitudes required of a person-centred practitioner are not competencies
that can be simply acquired, like, say, learning a particular way of com-
municating or by mastering a specific therapeutic technique (although
this form of learning is necessary to learn various experiential methods
and techniques). Instead, they are personal qualities, attitudes unique in
both their acquisition and manifestation. Hence, there is no right and
wrong way to learn what to do as a practitioner. Taken to its logical con-
clusion, such a view implies that any attempt to impose a uniform, pre-
determined curriculum for training person-centred practitioners is
problematic, for such a proscriptive stance diminishes the unique capa-
bilities and learning needs of any particular individual while at the
same-time placing the power to determine necessary outcomes in the
hands of external ‘experts’ (Natiello 1998), an act that fundamentally
contravenes the philosophical basis of person-centred relating.

In order to recognise the need to foster individual capabilities, many
training programmes in person-centred therapy attempt to marry their
processes of development and examination to the principles of individ-
ual self-determination and self-assessment (Mearns, 1997). This is no
easy task, particularly in the context of the ever growing regulatory
demands of administrating organisations (e.g. universities) and quality
assurance regimes within which they operate. As a result, programmes
differ in the balance that they strike, with some clinging as ferverently
as they can to the self-directed principles upon which the approach
rests, while others take a more structured standpoint, formally assess-
ing work and providing students with significant degrees of guidance
over what competent ‘practice’ often looks like. However, whichever
end of the spectrum is preferred, person-centred training still offers
one of the most radical perspectives on practitioner development in the
counselling and counselling psychology fields. 

Training as person-centr ed 
practitioner
Counselling, psychotherapy and counselling psychology have increased
in popularity over the last decade. As a result, a myriad of different
types of training programmes have developed adhering to a wide range
of professional standards and quality frameworks, such as those linked
to vocational education and training (i.e. NVQs), distance learning, sub-
degree, undergraduate, graduate and postgraduate levels. Although
many of the programmes now on offer draw strongly on person-centred
ideas, many do not constitute a formal training in person-centred
therapy. This can lead to a great deal of confusion or disappointment to
trainees on such courses, particularly if person-centred work covered
is only part of a more ‘integrative’ or ‘eclectic’ focus (see Box 9.1). To
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avoid any misunderstandings, it is vitally important to check exactly
what any proposed course covers and how it links to the various qual-
ification frameworks presently in place. The British Association of
Counselling and Psychotherapy (www.bacp.co.uk) produces a range of
publications that offer further information on appropriate courses and
training pathways.

Box 9.1 Are person-centr ed counselling training courses
ever the same as general, integrative or eclectic counselling
training programmes?

No they ar e not. The person-centr ed appr oach has a ver y par ticular
philosophy that is r eflected in the focus and natur e of training of fered.
This is the same as training courses in other therapeutic appr oaches,
such as psychodynamic counselling or cognitive-behavioural therapy .
There are many pr ogrammes which ar e heavily influenced by
person-centred therapy, but pr esent themselves as integrative or
eclectic in natur e. To under take a person-centr ed training, it is
advisable to seek a course which is str uctured in accor dance with the
underpinning theor y and practice of the appr oach. The British
Association for the Person-Centr ed Appr oach (www.bapca.or g.uk) or
Person-Centr ed Therapy Scotland (www .pctscotland.co.uk) is able to
supply lists of courses which these practitioner bodies r egard as
offering fully person-centr ed trainings. 

Despite the array of courses available, a general rule of thumb may be to
consider person-centred training courses in terms of the following layers,
each of which offers different things to the prospective practitioner:

• Programmes focusing on developing counselling skills – There are
many short courses (e.g. evening classes) designed to develop
person-centred counselling skills. These courses are intended to be
introductory and provide a basic awareness of the ‘core conditions’
as applied within a caring setting (such as nursing). They do not
encompass many elements of programmes training individuals to
become practitioners of person-centred therapy and often have little
academic content. However, they are often a vital first step in learn-
ing more about a counselling role, and in experiencing what person-
centred practice might be like. 

• Programmes offering a certificate in person-centred counselling – A
certificate level course in person-centred therapy is the well-trod
preparation for practitioner training programmes. Certificate courses
often last about one-year, part time, and include many aspects of a
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practitioner training programme at a less advanced level. Certificate
courses are a useful ‘taster’ and are a good method of gaining the
skills and experience required for admission to a training course.
They involve a certain amount of personal development work, but
do not allow participants to practice counselling work with real
clients. 

• Programmes offering a Diploma/HND/PG Diploma/M.Sc in person-
centred counselling – A Diploma or M.Sc. is generally understood to
be a practitioner training in person-centred counselling. Following
the successful completion of this qualification, the individual is deemed
sufficiently competent to practise as a person-centred counsellor.
Although there are no hard and fast rules, a Diploma programme
involves around 400–450 hours of training, and takes about one year
of full-time study, or two- to three-years of part-time work. It is now
fairly common for students to augment the practical element of such
a course with a research project leading to the award of an M.Sc.
This is a path to be recommended if at all possible. Having both a
counselling and research qualification adds much value in an
employment market searching for practitioners able to evaluate
research ‘evidence’ effectively. It is important to note here that not
all Diploma level trainings are at the graduate or postgraduate level –
an issue that will present difficulties if a career in counselling psychology
is desired. 

• Advanced Diploma/M.Sc/Doctorate in Counselling – A small number of
courses now exist offering person-centred practitioners the opportu-
nity to extend their knowledge and training to more advanced
levels. These are only accessible to those with significant experience
in practice and/or research in the approach.

Accrediting bodies and training
pathways
Becoming a person-centred practitioner is seen by many as a method
of securing a career in the counselling or counselling psychology field.
Although an increasing number of therapeutic jobs are available, it is
important to bear in mind that competition for these is intense, and that
employers tend to prefer people whose training and experience has
enabled them to become ‘Accredited’, ‘Registered’ or ‘Chartered’ by a rel-
evant professional body (e.g. The British Psychological Society). Although
a psychological background may also be advantageous in the employment
market, being formally recognised by a professional body is seen to
demonstrate that the individual has not only undertaken a specified
amount of formal therapeutic training, but also that she has a significant
amount of experience and is able to operate effectively and independently
as a professional practitioner. Although many experienced therapists
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have not, as yet, chosen to engage in these processes of evaluation, it is
becoming increasingly necessary for all recently qualified practitioners
to become formally recognised in one way or another. The statutory
regulation of counselling, counselling psychology and psychotherapy is
now in the final planning stage, and all practitioners will soon be
legally required to register with a professional body in the same way
that doctors, dentists and other health professionals do at present.

Although there are different professional bodies overseeing the accred-
itation of practitioners employing the person-centred approach, each
specialises in different aspects of the counselling, counselling
psychology and psychotherapy arenas. Any student wishing to train in
person-centred therapy (or, indeed, counselling or counselling psychology
in general) is strongly advised to consider  firstly the kind of career she
desires in order to identify the most appropriate professional identity
to aim for. Once this is determined, appropriate training pathways become
much clearer.

For students from a psychological background wishing to become
a person-centred practitioner, three main professional identities are available.
These are:

• Person-centred counsellor
• Person-centred psychotherapist
• Counselling psychologist.

We shall consider each of these in turn.

Person-centred counsellor 
Many psychologists who are also practitioners of the person-centred
approach like to identify themselves as professional counsellors. For these
individuals, by far the most popular professional body is the British
Association for Counselling and Psychotherapy (BACP),1 who now
operate a popular accreditation scheme for training courses which
meet its criteria as well as for individual practitioners. As there is much
debate on the differences between psychotherapy and counselling –
the person-centred approach does not see them as different from one
another, (Wilkins, 2003) – the organisation recently changed its name
from the British Association for Counselling, adding the term psy-
chotherapy to allow for the practitioners in its membership wishing to
describe themselves as psychotherapists. 

Becoming ‘Accredited’ by the BACP involves the completion of a
‘core training’ course (normally a Diploma or equivalent) of at least 450
hours training, and a minimum of 450 hours of supervised clinical
work. This clinical work must take place over a minimum period of
three years, and a maximum of five years, following the first session
conducted with a ‘real’ client during the training process. At least 150
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of these clinical hours must be undertaken after the training course has
been completed. For those wishing to become Accredited as a person-
centred counsellor, the most advisable route is a Diploma-level training
in person-centred counselling followed by further clinical placements.
Although those with psychological backgrounds may benefit from such
knowledge in the employment market, the identity of ‘counsellor’ is
not one that requires prior psychological work and may, to an extent,
limit the degree to which this additional psychological expertise is val-
ued. Also, it is important to bear in mind that counselling remains a
substantially non-graduate profession, a fact which has certain impli-
cations for future career prospects as well as pay. 

Person-centred psychotherapist
Although far from common, there are now a small number of training
courses in person-centred (or what is often termed client-centred)
psychotherapy that satisfy the demands of the United Kingdom Council
for Psychotherapy (UKCP) for registration (with them) as a psychotherapist.
The UKCP defines psychotherapy in more stringent terms than the
BACP and its registration process is thus more demanding, requiring
longer periods of training, more hours of supervised clinical practice as
well as a psychiatric placement. It is highly unusual for a person-
centred practitioner individual to embark on such a programme with-
out significant amount of previous clinical work and training.

Counselling psychologist
Perhaps the most inviting training route for graduate psychologists
(with a degree conferring the British Psychological Society (BPS)
graduate basis for registration (GBR)) is that leading to Chartership as
a counselling psychologist. There are a huge number of advantages to
this pathway, not least the fact that the number of employment opportu-
nities for counselling psychologists is greater than those for counsellors or
psychotherapists. Chartered counselling psychologists are increasingly
considered for jobs traditionally associated with clinical psychology
(e.g. in the NHS) and many employers of counsellors or psychothera-
pists view the extensive psychological training involved in becoming a
chartered counselling psychologist as offering added value. This gives
counselling psychologists a competitive edge in many employment con-
texts (Frankland, 2003). 

Training to become a chartered counselling psychologist takes three
years, full time or the equivalent on a part-time basis. There are two training
pathways, the ‘taught’ route and the ‘independent’ route. The ‘taught’
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route is a formal programme conducted within a university setting leading
to a Practitioner Doctorate (or equivalent) in counselling psychology.
There are around 10 such programmes in the UK at present, mostly
concentrated within the South East of England, although this is changing.
The ‘independent’ route requires the trainee to put together, agree and
complete a comprehensive ‘plan of training’ (involving one ‘core model’
training at postgraduate level plus other specialist courses). This must pro-
vide the competences required to fulfil the ‘Qualification’ in counselling
psychology, a BPS award which comprises various assessed components,
including clinical case studies, academic essays, supervised clinical prac-
tice and a research dissertation (of at least Masters level). Award of
the Qualification confers eligibility for Full Membership of the Division
of Counselling Psychology and thus Chartership as a counselling
psychologist. 

As things stand, the ‘independent’ route to becoming Chartered as a
counselling psychologist is the only method available for individuals
wishing the person-centred approach to be their core therapeutic model
during the training process. Although a number of existing taught pro-
grammes in counselling psychology cover the person-centred approach
in considerable depth, none offer the content required to adhere fully
to its philosophical underpinning and relational demands. Individuals
strongly committed to the person-centred approach may therefore
prefer to undertake a Diploma or M.Sc in person-centred counselling
followed by further specialist work to complete the BPS Qualification.
It is vital that this programme meets the standards required by the
BPS (such as being at postgraduate level) and any reader considering
this route is strongly advised to contact the Registrar for the Division
of Counselling Psychology via the British Psychological Society
(www.bps.org.uk) at the earliest possible stage.

Although those wishing a ‘core’ person-centred training will do best
to follow the route described above, another option for those with a
more general interest in humanistic/existential approaches may be to
consider one of the taught courses in counselling psychology emphasising
these standpoints. As we explored in Chapter 5, they have much in
common with person-centred therapy and thus emphasise similar con-
cerns in the conduct of psychological therapy. Details on these pro-
grammes can again be obtained via the BPS.

A final point to be made here is that working toward qualification as
a chartered counselling psychologist does not exclude any individual from
also becoming registered with the BACP or UKCP as a counsellor or psy-
chotherapist. Indeed, it is quite common for practitioners to be members
of more than one of these professional bodies. Again however, it is impor-
tant to note that counselling psychology is, by definition, an integrative
(Clarkson, 1996) professional identity which presents certain dilemmas
for individuals viewing themselves as solely person-centred therapists.
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Basic elements of person-centr ed
training
As we have already touched upon, person-centred training programmes
at Certificate and Diploma level or above have a number of key
features linked to the philosophy of the approach, highlighting the
importance placed on therapist attitudes in facilitating change within a
client. There is thus a great deal of emphasis on personal development
and experiential learning to enable each trainee to develop her own
approach to therapeutic working. Much of this work is conducted in
group contexts, for the course membership is seen to represent a
‘microcosm’ of society and is thus viewed as the vehicle through which
different types of people and personalities may be encountered. Hence,
group working is seen as a key mechanism through which trainees can
understand more about themselves and how they relate to a range of other
people, a vital component of the capacity to practice as a professional
person-centred therapist. As a result, person-centred training courses
are often viewed as ‘therapeutic communities’ (Mearns, 1997), where
the ethos of the programme is underpinned by a desire to facilitate and
support the personal growth of the individual in the context of learning
how to practise as a person-centred counsellor. These dimensions are
seen as intertwined with one another.

Course str ucture

Person-centred training programmes have a number of different
mechanisms for facilitating trainee learning. Some of the most common
of these are discussed below.

The lar ge group

The large group is made up of the whole course ‘community’, with the
term ‘community’ being used here to describe all those involved in
the course, trainees and staff alike. This group is the place where all
course members (including staff) come together to discuss issues arising
on the course. Large group meetings provide an open forum for individ-
uals to say what they wish about the course itself, their experiences of
others on it, or indeed, anything else that matters to them. A survey by
Hill (2002) suggests that the large group is seen by counselling tutors as
having the following functions: enhancing connectiveness between course
members, experiential learning in translating counselling theory into prac-
tice, enhancing selfhood by enabling positive personality change, creating
a social microcosm where social issues (e.g. prejudice) are explored, as an
arena for interpersonal learning through developing listening and commu-
nication skills and, finally, as a means for maintaining the health of the
course by allowing organisational issues to be addressed.
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Due to its size (potentially up to 40 members) and open, often unstructured,
nature, the large group tends to invoke strong feelings in its members. For
some, the most common experience is one of boredom, for others,
exhilaration and/or fear (Hughes and Buchanan, 2000). In actual fact,
most people go through a range of emotions during meetings (which
may last for between 1–2 hours). Although it is possible just to turn up
and sit quietly in the circle of chairs (as they are usually arranged), it
is extremely difficult not to become absorbed in what is happening in
some way or other. It is certainly unlikely that any member of the large
group will not be involved directly in its process at some stage during
the course.

For many, the opportunity to explore personal issues in a large group
context is too good an opportunity to miss. However, as Brodley and
Merry (1995) point out, large groups do not always offer gentle or
positive experiences, and the group itself can be experienced as a very
dangerous place when conflicts are exposed (as they often are) between
members. The learning in such experiences is often around how best to
offer constructive feedback, cope with criticism in a non-defensive way
or to maintain a congruent (genuine) stance in relation to a disagreement
with others.

Personal development gr oup 

Although the large group offers many opportunities for personal
growth, smaller personal development groups also often meet on a
regular basis. These groups are normally a formal part of the curricu-
lum and are facilitated by a course tutor or other person-centred practitioner.
They operate with the sole aim of supporting trainees in their personal
development and are places where personal issues may be explored in
more intimacy and depth than in the large group. They are very much
‘therapy’ groups and their content is confidential.

Personal therapy

With personal growth central to all aspects of the curriculum, further
individual personal therapy (i.e. individually seeing a person-centred
counsellor) is not generally compulsory within person-centred trainings.
Indeed, for some it would be incongruent for an approach stressing self-
direction and a sharing of power to require someone to undertake personal
work unless he or she personally felt it necessary (Mearns, 1997).
Needless to say, many trainees do chose to enter personal therapy at some
point during their training programme and for most (e.g. Williams et al.,
1999) it is seen to be beneficial. It should be stated at this point that
all individuals wishing to qualify as chartered counselling psychologists
will be required to undertake a minimum of 40 hours personal therapy at
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some point during their training, although not necessarily during the
person-centred component. 

Skills training

A significant proportion of a person-centred training programme is
dedicated to skills development, focusing on the capacity of the trainee to
experience and maintain the relational conditions of empathy, uncondi-
tional positive regard and congruence and, in some programmes, develop-
ing methods and techniques associated with experiential working (e.g.
focusing). Training takes place in a very ‘hands-on’ manner, with tutor-led
discussion and presentation minimised to ensure the trainee spends the
maximum amount of time developing her personal competencies.
Although there are different ways of supporting this, two common tech-
niques are role plays and in-vivo counselling with a fellow course member.

Role plays use fictional scenarios and clients to provide the individual
in the counselling role a chance to experience what it is like to under-
take the counselling task. Similarly, in-vivo practice, where a course
member counsels another course member on real issues of concern, is
an effective method of working with ‘real-life’ difficulties and person-
alities. Both methods are often undertaken in groups of three (triads)
where the roles of counsellor, observer and client are rotated.
Following practical exercises, it is common for the group to reflect on
particular issues or dilemmas, and share experiences as a means of
enhancing learning. This process is commonly enhanced by the use of
video and audio recordings, where a particular role play or in-vivo
session is used as a basis for individual, or even group-based, discus-
sion and exploration.

Theor y and pr ofessional issues

The degree of emphasis placed on theoretical and practical considerations
associated with professional practice varies considerably between different
person-centred training programmes. Some trainings offer comprehensive
and demanding explorations of the underpinning theory and professional
issues associated with person-centred working, while others are more con-
cerned with maintaining the experiential basis of the approach and assume
a somewhat ‘lighter touch’. The kinds of theoretical and practical issues
generally explored reflect, in many ways, the content of this book – such
as person-centred personality and therapy, the approach’s relationship to
other therapeutic paradigms and methods of working, its research tradition
as well as a range of issues associated with the dominant ‘medicalised’ con-
text of psychological working.
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Therapeutic practice

As well as the elements discussed previously, a core aspect of any training
process in person-centred therapy is work with real clients in clinical
placements. This starts as soon as possible (on Diploma-level trainings
or above) in accordance with the person-centred philosophy of training
being an experiential, rather than theoretical, endeavour. Although the
commencement of work with real clients can seem a hugely daunting
prospect, this aspect of the course can often turn out to be one of the
most rewarding experiences of all. However, it can also present a num-
ber of challenges, particularly for students undertaking placements
within healthcare contexts dominated by ‘medicalised’ perspectives.
Such placements are particularly common, and of great importance, for
those training to be counselling psychologists, who by virtue of their
‘psychologist’ identity, may face additional challenges when choosing
to work in a person-centred manner.

As we have seen throughout this book, the person-centred approach
presents a challenge to the more ‘medicalised’ viewpoints predominant
within the contemporary psychology and mental health fields. Working
as a person-centred practitioner (counselling psychologist or otherwise)
in a training placement or otherwise, is an embodiment of this
challenge, and it is inevitable that difficulties will arise in how best to employ
the approach in the context of competing understandings and practices.
Some of the key challenges likely to be encountered are discussed as
follows. (Readers who have not already done so are advised to consult
Chapter 6, where the ‘medicalised’ terms of contemporary therapeutic
contexts are discussed, prior to reading on.)

A pre-dominant philosophy of ‘deficiency’ 
Much contemporary counselling and applied psychology work is
underpinned by an ‘illness’ rather than ‘potentiality’ model (Sanders,
2005), so person-centred practitioners must become accustomed to a
language of pathology and psychiatric diagnosis (e.g. ‘personality dis-
order’, ‘schizophrenia’) rather than one highlighting personal resources
and agency. For Mearns (2004), the frequent neglect of the ‘human
curriculum’ reflects the ongoing desire of society for a manualised, symp-
tom orientated ‘quick fix’. This, he argues, is part of a process increasingly
enmeshed with tabloid journalism and its trivialised and judgemental
narratives on the demonic consequences of distress. Hence, a need
to control and manage rather than to understand emerges, with many
consequences for person-centred practice. 

To work in a person-centred manner in many placement settings
is highly demanding, requiring a constant balancing of person-centred
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principles with contextual requirements to understand and talk about
‘patients’ in diagnostic terms. Although each practitioner has to find a
way of managing these demands in the circumstances around them,
one possible mechanism is to view the context itself from a person-
centred framework. Hence the practitioner may wish to empathise with
the assumptions and language employed by others, respecting this in its
own terms, while at the same time maintaining a recognition of his or
her congruent experiencing, which at times may be expressed (e.g. ‘I
understand you use the term patient, but I personally prefer using the
term client’). Such an approach will certainly require ethical compro-
mises to be made, but also potentially create the possibility for dialogue
and mutual respect (Sommerbeck, 2005). 

A ‘diagnostic’ framework for practice
With a language of deficiency and psychiatric classification dominant
in many settings, it is common for person-centred practitioners to be
expected to undertake therapeutic practices associated with such a
philosophy. A particular example of this is an ‘assessment’ session,
where a therapeutic interview is conducted to establish a client’s pri-
mary difficulties, develop a psychological formulation (and diagnosis),
and to establish how this may be addressed or managed (treatment
planning). As we explored in Chapter 6, the concepts of ‘assessment’
and ‘diagnosis’ are extremely contentious from a person-centred per-
spective (Wilkins, 2005a). Although there are now a number of mecha-
nisms that have been proposed to enhance the dialogue between
person-centred approaches and more medicalised standpoints, many
healthcare contexts still require specific ‘diagnoses’ to be identified
(often in terms of psychiatric classifications), reports written and treat-
ments planned, processes which for some may compromise personal
philosophies and person-centred ways of working. 

Related to this is a common requirement to make use of various
quantitative measures to assess client functioning at different stages of
the therapeutic process. CORE (Clinical Outcome for Routine Evaluation)
is a typical example of such measures and involves an initial (therapist
completed) assessment questionnaire being compared with an outcome
measure filled in at the end of the therapy by the client (Barkham et al.,
1998). Any therapist-driven assessment and evaluation activity does not
easily accord with a person-centred stance emphasising the clients’
subjective meanings and experiences, and many practitioners thus
experience a dilemma in determining how best to undertake it (Watkins,
1993).

One possible method of managing contextual demands for ‘assessment’,
diagnostic and evaluation activities may be to view such requirements,

178 PERSON-CENTRED COUNSELLING PSYCHOLOGY

Gillon-3563-09.qxd  5/25/2007  6:45 PM  Page 178



from a person-centred perspective, as collaborative exercises (Proctor,
2005b), sharing their purpose with each client and working jointly
toward a negotiated understanding over how best to undertake them.
This may involve, for example, discussing with a client the kinds of
‘diagnosis’ that may be relevant to their distress (e.g. ‘depression),
asking for feedback on letters and reports written about them, jointly
determining goals and treatment plans, and working as closely as
possible in the completion of outcome measures and ratings. For the
client, such an approach may be deeply empowering. Unlike in many
‘medicalised’, methods, such a way of working actively involves her in
determining her own difficulties and needs, as well as in determining
how best to progress in attending to them within the realities of
contemporary clinical contexts.

The use of time limits 
Most therapeutic services, particularly within healthcare settings, are in
great demand and therefore limit the number of sessions available to any
individual client, often to around 8–12 (Purves, 2003). Working in a time-
limited way presents a number of challenges to person-centred practice
(Thorne, 1999). For example, the ‘external’ imposition of limits may be
seen to undermine the client’s capacity to determine his own needs or to
provide the time to enable him to ‘process’ his distress in order to become
more congruent. Furthermore, the development of a deep person-centred
therapeutic relationship, particularly one affording relational depth (Mearns
and Cooper, 2005) often takes longer than brief therapy allows, potentially
undermining the efficacy of the approach. 

Box 9.2 Brief companionship

For Brian Thor ne (1994), time-limited, shor t-term work is possible in
person-centred ter ms, but only with clients who actively choose to
work in such a manner . He cites an example of an experiment at the
University of East Anglia wher e student clients wer e of fered what he
termed focused counselling from a list of therapeutic options. Such
counselling involved a pr ocess of thr ee individual sessions followed by
the option of fur ther work in a gr oup setting. Thor ne (1994) ar gues
that such ‘brief companionship’ can be of gr eat help, but only for
individuals who ar e, a) self-exploring people r ecognising their own
needs as suitable for brief counselling work and, b) r equiring therapy
to complete an alr eady well-advanced pr ocess (p. 63).
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Despite their potential, there are a number of creative options open
to person-centred practitioners required (or desiring) to work in such
a way. First and foremost, it may be possible to view the constraints
of short-term working as an opportunity rather than a challenge, and
again work constructively with a client to determine how best to use
what is available as helpfully as possible for them. In such terms, the
principles of person-centred working may be applied to empower the
client to determine his greatest need, and thus to choose the content
and focus of therapy in the context of time-limited working (Proctor,
2005b). This process is not something that necessarily takes place
simply as part of a ‘contracting’ dialogue at the commencement of
therapy, but may also be an ongoing concern raised, wherever necessary,
by the therapist in terms of the choices the client is making in focus-
ing (or not) upon particular aspects of her experiencing as the sessions
progress. Certainly, in acknowledging the role of the context and the
choices the client is making in relation to it on an ongoing basis,
the therapist potentially highlights the client’s autonomy, a process
that may support his development of a more internalised locus of
evaluation.

A second possibility arising from person-centred working within a
time-limited setting relates to supporting the client’s use of ‘extratherapeutic’
resources, such as her existing support networks, contacts, skills and
methods of managing. Research evidence generally shows that such
resources are, in actual fact, the most important variable in accounting
for the variance in therapy outcome (Ahn and Wampold, 2001). Hence,
practitioners may be able to adopt an empathic stance that attends to
these directly as part of the therapeutic encounter, as a means of facil-
itating a client’s change process during (and following) therapy. Such a
stance may involve, for example, relating to ‘configurations’ which are
‘for change’ (Mearns and Thorne, 2000), to acknowledge these within
the client and to examine what they may provide for her once therapy
has been completed.

As well as strategies such as these, it is also important to acknowl-
edge the person-centred view of the person as trustworthy, resource-
ful, and possessing an actualising tendency promoting growth
wherever possible. Hence, while it may not be ideal that therapy is
constrained by time, clients should still be seen as able to make use of
the resources available to them in a constructive manner, and thus be
capable of exerting maximum benefit from a person-centred thera-
peutic relationship, even on a time-limited basis. Added to this is the
possibility of working at ‘relational depth’ a human-to-human experi-
ence that may have profound implications for future experiencing
and relating, even on the basis of a single encounter (Mearns and
Cooper, 2005).
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Misunderstanding and misr epresentation of the
person-centred approach
One of the hardest problems faced by practitioners within the person-
centred framework is the extent to which the approach may be
distrusted or maligned by those working from other therapeutic or pro-
fessional perspectives. Although there are many professionals with a
very positive view of what person-centred therapy can offer, there are
others who view the approach in a less favourable light, often due to
philosophical disagreements or, more frankly, a lack of understanding
of its psychological basis and complexity. Humanistic psychology
has been marginalised over the last 30 years, mainly due to its philoso-
phy and practices not according with the need to appear ‘efficient’ and
‘diagnostic-specific’ as a form of psychological intervention (Seeman, 2001).
Medicalised, diagnostic viewpoints now dominate most clinical settings
(Joseph and Worsley, 2005). Hence, person-centred philosophy and prac-
tice is widely rejected, leading to some common criticisms and objections.
These criticisms and objections, as well as how to answer them, are con-
sidered in Box 9.3.

Box 9.3 Common criticisms and objections to the 
person-centred approach

Person-centred therapy is just about being ‘nice’ to clients, not about
challenging them to deal with their issues. 
The idea that person-centr ed therapy is about being ‘nice’ derives
from the philosophy of tr usting the client in the context of an
empathic, unconditionally valuing r elationship. Such a r elationship
offers the client, often for the first time, a chance to allow dif ficult
feelings to be consciously acknowledged and explor ed in a non-defensive
manner. What could be a gr eater challenge to someone than a
relationship that allows them to let down defences and r eally
acknowledge their dif ficult, painful feelings about things?

Unconditional positive r egard (UPR) is impossible. It r equires a
therapist to accept things that ar e morally or personally r epugnant. 

Positive r egard for a client is of fered in various degr ees at dif ferent
times, with the notion unconditionally r eferring to the ideal of as
few therapist r equirements and judgements being placed on the client
as possible. Highly self-r egarding therapists have little need to judge
others and find the of fering of unconditional positive r egard as far
easier than those therapists still grappling with many personal
conditions of wor th. Such individuals ar e also able to dif ferentiate
between actions and persons (Pur ton, 1998). Thus, while someone’s 

(Continued)
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personality and behaviour may be objectionable, it is possible, at the
same time, t o recognise that he too is a person wor thy of r espect and
compassion. Unconditional positive r egard does not suggest that all
actions ar e acceptable or to be valued.

The person-centr ed appr oach is too passive. Clients need mor e exper t
suppor t and guidance to assist them to deal with their pr oblems.

There is little doubt that cer tain clients ar e used to being guided on
what to do, par ticularly those accustomed to medical inter vention or
psychological ‘tr eatments’. However , the person-centr ed appr oach
requires an extr emely active, dynamic r elationship between client and
practitioner that is focused entir ely upon facilitating the client’s
capacity to function as an independent, self-r egarding being. It is tr ue
that person-centr ed therapists pr efer not to take ‘exper t’ stances over
their clients by making interpr etations (e.g. psychodynamic practitioners)
or by acting as teachers of par ticular personal management skills (e.g.
Cognitive-Behavioural Therapy). Instead they tr ust the client to know
what she needs, which is the exact opposite of fostering an appr oach
dependent on the exper tise of others. Cer tainly, person-centr ed therapy
makes no apologies for tr usting in the constr uctive potential of all
human beings.

Person-centred therapy is not an ‘evidenced-based’ appr oach.

As we explor ed in Chapter 7, the natur e of ‘evidence’ often used to
justify the use of a par ticular psychological therapy derives fr om a
clinical trial model which is unsuitable for evaluating therapeutic
approaches emphasising the r elationship between client and counsellor
and avoiding manualised, diagnostic-specific, methods of working.
Hence, ther e is far less ‘evidence’ demonstrating person-centr ed
therapy as an ef fective method of working than ther e is for other
common appr oaches, such as CBT . This does not, however , indicate
that the person-centr ed appr oach is not ef fective, merely that ther e
have been fewer ‘clinical’ trial r esearch studies on it. This is gradually
changing and ther e have been a number of r ecent studies which have
evaluated the ef fectiveness of person-centr ed therapy in a range of
settings. These generally conclude that the appr oach is equivalent in
effectiveness to CBT in tr eating a range of disor ders (e.g. King et al.
2000). Hence claims that it is not ‘evidence-based’ and thus not
effective ar e both misleading and out of date.

Person-centred therapy is not appr opriate for those with complex
psychological dif ficulties.

It is tr ue to say that person-centr ed therapy does not embrace the
processes of psychiatric diagnosis, and thus may be seen as unsuited
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to work with individuals given such labels. However , the dif ficulty her e
lies not in the person-centr ed appr oach, but in the psychiatric
categorisation of people and their distr ess. Ther e has been a
considerable amount of work under taken in applying person-centr ed
ideas to those with sever e psychological distr ess (e.g. pr e-therapy:
Prouty et al., 2002). This pr ovides a str ong framework for any suitably
trained and experienced person-centr ed practitioner wishing to work
with such individuals. Y et, in common with all psychological therapies,
the person-centr ed appr oach cannot undo the many challenges to
individual well-being pr esented by the social and cultural context
(Hawtin and Moor e, 1998). Hence, for those with ver y sever e
disturbances, the depth of person-centr ed work r equired cannot easily
be provided within the social car e pathways pr esently in place. This is
a social and political pr oblem, not one r esulting fr om any inadequacies
of the person-centr ed way of working.

Person-centred therapists ar e insuf ficiently awar e of psychological
theor y to function ef fectively as psychological practitioners.

It is tr ue that some person-centr ed trainings do not dwell to any
great extent on theor etical debates in psychology . This is a deliberate
stance linked to its emphasis on personal r elationship over
abstract theorising. However , the appr oach is inher ently psychological
in its r easoning, having a consistent logic tracing the r oots,
causes and consequences of psychological disturbance and of fering
a clear, tested, method for its ef fective tr eatment. In lear ning
about person-centr ed therapy, the individual gains a practical
knowledge of its psychological basis which can be ar ticulated wher e
necessar y. 

Super vision
When working with clients in training placements, all trainees receive
regular supervision to ensure they are practicing effectively (Dryden
et al., 1995). Indeed, the supervisory process takes on added signifi-
cance during a training programme where key competencies are being
developed and refined. The primary focus of supervision, from a person-
centred perspective, is the counsellor’s own resources (e.g. capacity to
maintain empathy and congruence) in working with a client rather
than the technical (or theoretical) exploration of a client’s ‘disorder’
and how best to work with it (Patterson, 1983). In accordance with the
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self-directed philosophy of the approach, this exploration often takes
the form of a ‘collaborative inquiry’ (Merry, 1999), where the supervisor
offers empathy, unconditional positive regard and congruence to the
supervisee, which assists engagement with those difficult, personally
threatening issues that may be impeding her ability to experience say,
unconditional positive regard toward a client. Supervisors are also charged
with ensuring competent and ethical practice (Tudor and Worrall, 2004),
and hence it is normal for any concerns of this nature to be raised with
the supervisee as soon as they arise (Mearns, 1994). During the train-
ing process, supervision often takes place at a ratio of around 1 hour of
supervision to every 6 hours of client work.

In addition to individual supervision, it is common for peer group
supervision to be offered during a person-centred training programme.
Peer groups are generally made up of a small number of trainees (e.g.
6–10, plus a facilitator), and provide an opportunity for members
to discuss their client work and to receive feedback upon it. Again, the
focus of such groups is upon the experiences of the trainees in the
context of their individual work with clients, and deep personal issues
can occasionally arise (which will be dealt with within the group or
elsewhere). Peer supervision takes place on a regular basis, and many
groups decide to schedule additional meetings outside the formal
curriculum to enable members to support one another in meeting the
demands of client work.

Although most person-centred training courses offer person-
centred supervision, some placements may require a trainee to engage
in additional, service-specific, supervision processes. These may not
assume a person-centred stance (i.e. being, instead, psychodynamic or
cognititive-behavioural in emphasis) and, as such, may present some
difficulties for those more accustomed to person-centred methods.
Common challenges that arise in such circumstances are that the
supervisor is experienced as cold and unsupportive, overly concerned
with the client’s ‘pathology’ and life history, primarily interested in the
unconscious processes of the relationship (i.e. transference), disinterested
in the supervisee’s personal experiencing (unless directly connected to a
particular client), directive, and mainly interested in a client’s thinking
patterns above all else.

Coping with supervision from a different therapeutic orientation can
be particularly difficult for trainee person-centred practitioners. It can
be very confusing, and de-skilling, to be supervised by someone who
does not necessarily share your therapeutic philosophy and way of
doing things. Yet, there are a number of things that can be done to help
in such circumstances. These may include:

• Making contact with more experienced person-centred practitioners
(if there are any) within the placement setting itself.
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• Using peer support within the course.
• Recognising that your placement-based supervisor/peers may feel

uncertain about what person-centred therapy offers and thus need
some guidance as to your working philosophy and methods.

• Acknowledging that comments or criticisms made about your work
may reflect difference between you and your supervisor’s approach,
rather than your competence.

• Finally, being open to alternative possibilities and ideas provided by
your supervisor rather than rejecting these out of hand. Remember,
the theory of therapy specified by Rogers (1957) was intended to
integrate different perspectives, not exclude them.

Student assessment 
How best to assess trainees is a thorny issue for many person-centred
trainers (Mearns, 1994). For some, the philosophical principles of the
approach do not fit well with externally derived assessment regimes,
such as tutor marked work or external observation of clinical role-
play. However, the reality of funding, quality assurance, institutional
requirements and, indeed, the philosophy of different course programmes,
means that, in practice, trainees are invariably required to subject
themselves to varying degrees of scrutiny from peers and tutors. Such
scrutiny often takes the form of the submission of pieces of course-
work, such as client studies (where work with a particular client is crit-
ically evaluated), process reports (where a single counselling session is
recorded and critically evaluated) and essays pertaining to different
aspects of the approach. Another common mechanism in the assess-
ment of a trainee is a ‘self-assessment’ process (Natiello, 1998) in which
he evaluates his own learning about the approach and proposes, to the
course, whether or not he believes he has met the requirements to pass
and why. This process is undertaken in dialogue with peers, tutors and
clients and informs, to varying degrees, the basis of the final decision
made by examiners.

Preparing for a person-centr ed
training pr ogramme
It is vital that any prospective trainee from a psychological background
or otherwise prepares as fully as possible prior to applying, and/or
accepting, a place on a person-centred training programme at Diploma
level or above. There are a number of important reasons for this, not least
the costs, financial and otherwise, of pulling out once training has com-
menced. Therefore, it is vitally important to be absolutely clear on what
purpose any training course will serve in meeting your career aspirations,
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how this proposed training assists your move toward acquiring a particular
professional ‘identity’ (such as chartered counselling psychologist),
why a particular course has been selected over and above all others
and, finally, what to expect on any chosen course once it has com-
menced. Good people to ask in determining answers to the these ques-
tions are university or college lecturers familiar with person-centred
framework, graduates, current trainees and tutors on any proposed
course being considered, all those associated with the training pathway
being contemplated (such as the Registrar for the Division of Counselling
Psychology) and, finally, any friends and family who will be affected
by your decision to go ahead. Reading the many advisory guides to
training in counselling, psychotherapy and counselling psychology is
also vital. Doing this in conjunction with the above should, hope-
fully, prevent the unfortunate circumstance of a wrong choice being
made.

Box 9.4 Some common questions asked by pr ospective
trainees

How can I pr epare for the practical, experiential focus of person-
centred training? 

Academic psychology courses ar e often mor e theor etical and r esearch
orientated compar ed to the practical, experiential natur e of a
person-centred training. W ork experience in a caring r ole or other
counselling skills training may be a useful way of bridging the two, as
well as a good way of testing your suitability for counselling or
counselling psychology as a car eer. It might also be wor th under taking
some personal therapy with a person-centr ed practitioner to explor e
your motivations for training and see how it works, in action. It is ver y
likely that you will be r equired to have some pr evious experience of
personal development work, as well as practical experience, befor e
being accepted onto a Diploma or M.Sc course. 

Am I personally r eady for a person-centr ed counselling training?

Training as a person-centr ed practitioner is a personally demanding
process which r equires maturity , sensitivity and personal str ength.
Perhaps the main sour ce of personal dif ficulty is the impact of
previous trauma (e.g. bullying) or psychological distr ess (e.g. depr ession)
indirectly or dir ectly raised via deep r elating with peers and/or clients.
Such personal ‘baggage’ is common and, indeed, often of impor tance
in assisting therapeutic awar eness. However , it is impor tant to ensur e
that any personally dif ficult experiences have been explor ed in
therapeutic activities prior to commencing a training pr ogramme if they ar e
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likely to pr esent you with significant challenges to your well-being in
working with other trainees or clients. 

Is a person-centr ed training the right training for me?

There is a wide range of dif ferent models in counselling, counselling
psychology and psychotherapy . Although the person-centr ed appr oach
is one of the best known of these, it is impor tant to ensur e that other
possible appr oaches ar e not too r eadily excluded. Dif ferent therapeutic
approaches suit dif ferent people. It is impor tant to be fully awar e of
the other possibilities prior to deciding person-centr ed work is best
suited to you.

I know what training course I want to do, but how do I make a
successful application?

Most person-centr ed training courses, at Diploma level or above,
operate a two-stage application pr ocess, an application for m followed
by an inter view. Usually the course team will be looking to ensur e a
wide spr ead of par ticipants fr om dif fering backgr ounds. Hence it is
very dif ficult to pr edict what attributes a successful applicant will
possess. However , it is likely that the following criteria will be
influential in deter mining a successful outcome:

• A demonstrable inter est in counselling, such as a successfully
completed counselling skills pr ogramme or counselling psychology
module.

• Experience in a caring r ole, such as voluntar y work or personal
caring responsibilies.

• Maturity in outlook, although not necessarily age.
• Awareness of the for mat of person-centr ed counselling training,

and an appr eciation of the likely demands placed, by this, on
yourself and your r elationships.

• A capacity to talk about yourself (and be asked about) your motivations
and personal dif ficulties without becoming overly defensive.

• A demonstrable pr eparedness to critically r eflect on yourself and
an openness to lear ning.

• Demonstrable experience of r elating to other people in gr oups.
• A clear desir e to enter counselling or counselling psychology

professionally , rather than to use the training pr ogramme as a
means of personal development.

• A demonstrable capacity to fund the pr ogramme.
• A capacity to meet the academic r equirements of the pr ogramme,

particularly if it is at M.Sc level.
(Continued)
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What shall I do if I am r ejected by a course?

It is not uncommon to be tur ned down for a place on a person-
centred training pr ogramme. Often this is due to the course being
oversubscribed. However , on occasion, it may be the case that the
course team do not feel you ar e ready to under take such a training at
the present time. If you ar e not accepted onto a course, either on the
basis of an application for m or after an inter view, it is always wor th
asking for some feedback as to why this was so. Finding out the
reasons for your r ejection will help you understand what you may have
to do to get a place in the futur e, or indeed things you may wish to
consider doing instead. 
Once accepted, how can I pr epare for the course?
Once accepted onto a training course it is impor tant to pr epare as
much as possible for the demands it will place on you. Ensuring that
you are in physical and mental good health is vital, as is making sur e all
practical aspects such as finance, accommodation and family
responsibilities ar e sor ted out prior to star ting. It is also useful to set up
any required placements or super vision ar rangements as early as possible.

Next steps
In this chapter we have explored some of the many key issues related
to training as a practitioner of the person-centred approach. Needless
to say, we have only been able to touch upon the surface of these, so
the reader is strongly advised to do some further ‘homework’ should a
training programme still appeal. Furthermore, contact should be made
as early as possible with various professional bodies in the area to
ensure the rapidly evolving statutory framework has not changed since
this chapter was written. 

Although the chapter has sounded many cautionary notes for any
prospective trainee of the person-centred approach, it is important to
also remember that it constitutes one of the most profound, rewarding
methods of psychological working. Not to be entered into lightly, for it
is both personally demanding and professionally challenging, a person-
centred training will, without a doubt, change your life.

Summary 

• Person-centred therapy has a unique philosophy that is r eflected in its train-
ing pr ogrammes. Personal development is emphasised as a basis of
developing empathy , unconditional positive r egard and congr uence.
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• There ar e various courses available, with a Diploma or M.Sc of fering a
professional training course in person-centr ed therapy. Lower level courses,
such as cer tificates, do not train an individual to practise as a person-
centred therapist. 

• Individuals should work towar d becoming a person-centr ed counsellor ,
person-centred psychotherapist or char tered counselling psychologist.
Each of these ‘identities’ has a dif ferent training pathway .

• Person-centred training courses ar e ‘therapeutic communities’, in which
course members ar e constantly engaged in personal development activi-
ties. Gr oup working is central to this pr ocess.

• Placements assuming a mor e ‘medicalised’ stance can pr esent a range
of challenges for any individual wishing to work in a person-centr ed way. A
common way of managing these is to work as collaboratively with a client
as the context allows. 

• Preparing for the r ealities of person-centr ed working is an impor tant task
for any trainee or pr ospective trainee.

Note
1 Counsellors living in Scotland have the alternative of joining

Counselling and Psychotherapy in Scotland (COSCA).
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