








and which ranges from a very authoritarian approach to a very passive approach. 
Each role is also depicted in relation to the key interactional style that is portrayed 
to clients within a session (Need to Intellectualize, Need to be Curious, Need to 
Control and Manage Information, and Need to Save others).

This cross map can be used to help the therapist determine his personal dynam-
ics related to these two variables and also reveal alternative professional therapeutic 
roles that may be more productive should an impasse develop. For example, let’s 
imagine that a therapist is using the professional therapeutic role of the Angel and 
an impasse has developed with the clients. The therapist is cognizant that clients have 
become disillusioned and are thinking of terminating therapy. In order to redress 
this situation, the therapist considers an alternative professional therapeutic role. By 
reviewing the cross map, he is not only able to identify how his current professional 
therapeutic role is related to the dimensions of client control and client involvement, 
but also is able to examine alternative roles that offer opportunities to function on 
these dimensions in ways more consistent with client needs. In addition, the cross 
maps helps the therapist identify which preferred interactional style may be needed 
with certain clients.

The Angel determines that he should be less involved and more authoritarian. 
After reviewing the cross map to determine the placement of each therapeutic pro-
fessional role on the continuum, the Angel adopts the role of Preacher because it 
provides greater opportunities to meet client needs from a control and involvement 
level and allows the Angel to be more intellectualized. 

The cross map serves as a quick reference guide for analyzing each therapeutic 
role, level of client involvement, level of therapist control and professional interac-
tional style connected to each role.
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Chapter 24

The Process of Self Reflection
Now that you have read chapters 5-22 and have a clearer understanding of the profes-
sional therapeutic roles described in this book, you may find it useful to reflect upon 
the interactional styles and roles that you have unconsciously adopted in various 
familial, social, and therapeutic settings. During your reflection, pay particular atten-
tion to the behaviors that you adopted when family or friends were in a conflicted 
state. How did you respond in these conflicts? Did you give advice? If so, what type 
of advice? Did you attempt to resolve the conflict? If so, what strategies, techniques, 
or roles did you adopt? As you read this chapter, take time to speak to your family 
of origin members as well as high school and college friends in order to identify the 
behaviors that you unconsciously demonstrated during interactions with them. It is 
imperative that you identify the interactional behaviors that you employed during 
developmental experiences (i.e., family, school, social clubs) because these behaviors 
will be unconsciously reflected in the way you shape your professional therapeutic 
sessions. Knowing your behaviors in these contexts will assist you in identifying 
your preferred professional therapeutic role(s) as well as the “living culture” that you 
bring to every therapeutic setting. 

Family, School, Friends and Learned Societies
As a child, adolescent, and young adult you adopted certain interactional behaviors 
that allowed you to cope with the demands of different social settings and relation-
ships. Over time, you unconsciously adopted certain behaviors, which served as the 
foundation for your preferred interactional role. Functioning in your preferred role 
enabled you to manage the vagaries and challenges of social interactions, especially 
when tension or conflicts arose. 

As you identify your preferred interactional behaviors and roles, you may 
recognize that you continue to display these behaviors not only in your family of 
origin but also with your current partner, spouse, and/or children. With a bit of 
additional exploration, you may discover the roles that members of your family of 
origin assumed during your childhood and learn how these roles (behaviors) helped 
reinforce the behaviors that you automatically employ with people in general.

In order to begin the process of identifying your personal and professional 
therapeutic roles, we offer the following suggestions, tasks, and questions. They are 
designed to promote a deeper understanding of your “living culture” and personal 
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interactional style when working with clients. More specifically, this process is 
designed to help you:

(1) Identify the particular therapeutic role that you unconsciously adopt in          
      responding to a client’s  seduction (impasse contributing behaviors); and,   
(2) Adjust your behavior or shift into another therapeutic role to de-construct   
      the impasse.

Development of a Therapeutic Professional Role

Investigating My Preferred Role in Life
The following activities have been designed to promote reflection on your continuum 
of life, which includes relationship dynamics in your family of origin, with peers, 
and in various social and school settings. The process will aide you in identifying 
unconscious roles or behaviors that you may have assumed when engaged in such 
interactions, particularly when interpersonal conflicts arose.

Your “Living Culture”
Before engaging in the activities identified below, it will be important for you to thor-
oughly examine your “living culture”. Refer to Figure Two, Living Culture, to assist 
you. Based on information presented in this figure, draw your own “living culture” 
and think about how significant others throughout your life (alive and deceased) 
have positively or negatively shaped your interactional style with family members, 
friends, professional colleagues and clients. As you reflect upon your drawing and 
the persons you included in your “living culture”, determine those who may be of 
greatest assistance in completing the following tasks:

 
 1.  Contact members in your family of origin and check the accuracy of your  
     recollections of both your own and their interactional styles during your  
     childhood.
 2.  Ask your family members how they perceived your behaviors as a child... 
     during adolescence...and now?
 3. Contact friends from high school and college and discuss with them how  
     they perceived your behaviors and roles in various interactions, especially  
     when tensions or conflicts emerged.
 4. Create your own family of origin genogram. Focus on the conflicts within  
     your family of origin and reflect upon how you typically responded to ten- 
     sions between and among family members.
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My Role as a Therapist
After obtaining answers to the above questions, think about your preferred ways of 
interacting with clients, your preferred professional therapeutic role, and how you
typically respond to clients when tensions or conflicts arise (between/among clients 
or between clients/you):

1.   How much client information do I typically gather in a session before imple- 
      menting tasks or therapeutic techniques?
2.   Am I easily seduced into solving clients’ presenting problems, even before  
  gathering critical information such as clients’ histories, family dynamics and  
      interactional patterns?
3.   Do I encourage clients to examine interactional patterns in their families of  
     origin and help them to understand current problems in light of such patterns?
4.    Do I take time to construct a family genogram with clients?
5.    Am I judgmental in my work with clients? Do I unintentionally work to impart
      my beliefs, opinions, and values on clients?
6.    How do I respond when tensions or conflicts arise in the session? Am I com- 
       fortable with allowing tensions to emerge as a natural consequence of family  
       differences or do I work to eliminate them as quickly as possible?
7.    How much do I use humor in a session?
8.    How do I know when I am at an impasse? What are my cognitive and emo- 
       tional responses? Do I freeze, become bored, end the session, make a referral,  
      talk to myself?
9.    Do I respond to all clients with the same professional therapeutic role or do  
        I adjust my professional therapeutic role from client to client based on pre- 
        sented typology?
10.  Do I rely on the DSM-IV-TR to diagnose clients and quickly refer them to       
       specialists for additional medical/pharmacological treatments?
11.  How do I respond to a crisis? Do I act thoughtfully, efficiently, and in the clients’ 
   best interests?
12. Do I permit clients to call, text, or email me between therapy sessions?
13. Do I work hard to make everyone in the session happy?
14. Do I try to control the session by controlling who speaks to whom and when?
15. Am I uncomfortable with enmeshed systems? 
16. Do I assume responsibilities that rightfully belong to my clients?
17. Am I likely to record notes during sessions rather than at their completion?
18. When in session, do I often find myself lost and wishing the session were over? 
19.  Do I dominate sessions by talking about myself rather than clients or by pre-
 senting myself as an expert who knows more about a situation than the client? 
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20. Do I interrupt clients or quickly ask a question when they attempt to share  
 feelings of anger, rage, deep sadness, or other powerful emotions? 
 21. Do I ask question after question without looking at the ecological aspects of  
 presenting concerns?
 22. Do your clients get annoyed when you attempt to use humor or joke with them? 
 23. Are you likely to listen to each client’s desires or wishes before making a 
 treatment recommendation?  Are your treatment recommendations 
 designed to accommodate the needs of all family members or a subset of family 
 members?
Based on your answers to all of these questions, identify your preferred inter-

actional styles and professional therapeutic roles from those presented in this book:

____________________________________________________________

____________________________________________________________

____________________________________________________________

___________________________________________________________

___________________________________________________________

____________________________________________________________

Difficulties in Adopting Alternative Professional Therapeutic Roles
Information gleaned from completing the above activities is designed to create self-
awareness of professional functioning and encourage positive changes in therapeutic 
relationships. As appropriate, we encourage you to practice “role shifting” during 
therapy sessions in order to address client concerns more effectively and to develop 
skills in resolving therapeutic impasses. Should you experience difficulties shifting 
into alternative therapeutic professional roles, we recommend that you seek a pro-
fessional consultation. 

Andolfi and Haber (1994) wrote extensively on the benefits of using consultants 
in their edited book, Please help me with this family: Using consultants as resources 
in family therapy. Although this book is an excellent resource for professional 
development, you may also consider arranging a consultation session with a con-
sultant, yourself, and clients. Should this arrangement not be possible, an alternative 
approach may prove to be equally effective. First, seek the services of a seasoned 
therapist who is also an experienced consultant. During the consultation session: 



(1) Explain your interactional style and preferred therapeutic role(s); 
(2) Jointly review a videotape of a recent therapy session in which an 
 impasse developed; 
(3) Solicit consultant feedback on the relationship of client dynamics to 
 your preferred interactional style and therapeutic role in the develop-
 ment of the impasse; 
(4) Seek feedback on alternative therapeutic roles that may have been 
 effective in “shifting out” of the impasse; (5) comprehensively and 
 honestly explore reasons you did not/could not make such shifts 
 during the therapy session;
(6)  Ask the consultant to model role shifts that could have been imple-
 mented  in the session; and, 
(7) Practice “role shifting” opportunities by pausing the recorded 
 session at appropriate points, demonstrate behaviors or techniques 
 consistent with the alternative role, and solicit evaluative feedback 
 from the consultant.
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Chapter 25

The Shake-UP in Motion
The following case scenarios were designed to illustrate how therapists may resolve 
therapeutic impasses by consulting with an experienced supervisor. In each case, 
the therapist had reached an impasse with clients. Through the consultation process, 
therapists were able to successfully shift from one therapeutic professional role to 
another, the impasse was “busted” and proper therapeutic interventions were imple-
mented. Each case further demonstrates how individuals with psychosis were able 
to make productive life changes.

Case 1: “Call the Doctor, Please”
This following case will demonstrate how a therapist can quickly shift from one 
therapeutic role to the next. In this case the Shake-Up consisted of the professional 
therapeutic roles of Mediator, Doctor, Journalist, Judge, Teacher, and Archaeologist.

A couple presented at an outpatient clinic of a psychiatric institute and was 
assigned to a resident therapist. After speaking with the couple for an hour, the 
therapist met with his supervisor to report that he was “stuck” and did not know 
how to proceed. He reported to the supervisor that the husband had brought his 
wife to the clinic in order to “get her diagnosed and fixed.” The couple had report-
edly worked with many therapists in recent months, but none were able to make 
an accurate diagnosis. The husband believed his wife was depressed because she no 
longer spoke to him and avoided him most of the day. 

The therapist told the supervisor that, during the session the husband spoke 
extensively about the struggles that he had with a “group” of people who wanted 
to “destroy” him. He had presented to the resident therapist a notebook that docu-
mented “proof” of his claims. The notebook had many letters written by the husband 
to various lawyers, politicians, and even the Queen herself. In the letters, the husband 
wrote that the Queen was in extreme danger by the same “group of people” that 
wanted to destroy him. The husband reported that, for more than ten years, he had 
“gone to court to get this group condemned,” but that all of the lawyers he had hired 
were in the same camp as “those criminals.” As a result, the husband stated that they 
refused to represent him.

The resident therapist further shared that, during the interview, the wife 
remained silent, provided no information, and made no eye contact. The supervi-
sor suggested that the resident therapist meets alone with the wife to determine 
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if she would respond differently when the husband was not present. The resident 
therapist shared that he had made this proposal, but that the husband had refused 
to allow such a meeting. 

Upon receiving this report, the supervisor adopted the professional therapeutic 
role of the Doctor. He and the resident therapist met with the couple, at which time 
the Doctor told the husband that the therapist needed to meet individually with his 
wife in order to make an accurate diagnosis. The husband granted permission and 
then asked the supervisor if he wanted to read his notebook while his wife was in 
session with the resident. The supervisor agreed.

During the individual session with the resident therapist, the wife began to weep. 
The therapist shifted into the professional therapeutic role of the Journalist and 
encouraged a thorough discussion of her husband’s psychiatric history. She said that 
over the previous ten years, her husband had become increasingly convinced that 
“people” wanted to destroy him. She stated that her husband had reported receiving 
“threats” shortly after his business failed, approximately 12 years ago. She further 
reported that her husband had blamed others for the failed business and told her 
that people had co-plotted against him to destroy his business. Shortly thereafter, 
he reportedly became hyper-focused on the plot, constantly seeking proof of its 
existence. He then reportedly began to write and consult with many lawyers. The 
wife further reported that, for more than ten years, several lawyers had contacted 
her to report that they believed her husband “was ill and needed medical attention.” 

The wife said that, on numerous occasions, she had spoken to her husband about 
the possibility that his perceptions may not have been accurate and that he may 
benefit from a discussion of his concerns with a doctor. In response, her husband 
became angry and hostile, accusing her of being part of the “group” that wanted to 
destroy him. The wife stated that, as her husband’s symptoms increased in severity, 
she stopped speaking to him in order to avoid angry outbursts that included both 
verbal insults and physical attacks. She said that as she limited communications 
with her husband, he became convinced she was ill and told her that she needed to 
consult with a doctor.

The wife said that she had met with her general physician (GP) without her 
husband and asked for his help. The GP, who operated in the professional role of 
Mediator, reportedly tried to negotiate a solution with her and her husband, but 
without success. In the end, he reportedly told the wife that he could not help her 
because her husband would not pursue therapy. She said that she had to accept the 
situation because her husband had threatened lawsuits against the professionals 
if they tried to intervene against his will. The wife said that, despite her husband’s 
threats, she continued to periodically meet with physicians to seek help for her 
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“illness.” She reported that one of the physicians suggested that she consult a psy-
chiatrist to discuss her problem. She reportedly consulted with two psychiatrists, 
presenting herself as the patient to both. Both psychiatrists, who also operated in 
the professional therapeutic professional role of the Mediator, reportedly told her 
they could not help her if the husband did not accept therapy. The wife said that 
neither psychiatrist spoke to her husband regarding their conclusion that he most 
likely suffered from a psychotic breakdown.

The wife said that she had stayed with her husband because she hoped that he 
would change over time. Now, she had realized this was not going to happen but 
said that she could not leave her husband because she feared that he could not care 
for himself.

Following their individual sessions with the husband and wife, the resident 
therapist and supervisor met to share information and discuss the problem. The 
supervisor indicated that he believed the resident therapist should shift out of the 
professional therapeutic role of the Mediator and stop avoiding a conflict with the 
husband. The consultant told the therapist that it would be extremely difficult to 
discuss the true nature of the couple’s presenting problems and keep the husband 
in therapy; but said that they had to accept the risk. The supervisor then shifted into 
the professional therapeutic role of the Judge because he felt it necessary to make a 
determination of which client needed psychiatric treatment. He would announce a 
“verdict” in order to connect with the interactional style of the husband.

The resident returned to the couple and, in a serious tone of voice, said that the 
supervisor had important information to share. The husband said that he was pleased 
to hear that the supervisor had become involved in their case because he thought 
that the resident therapist was too inexperienced to draw a correct conclusion. The 
supervisor entered the therapy room and said that he had some very difficult infor-
mation to share with the husband and wife. He asked them if they were willing to 
hear his conclusions and to remain silent until he had finished making a complete 
statement of his findings. Both the husband and wife readily agreed. The supervisor 
then said, “ I know this will be a shock for both of you, but I must inform you (look-
ing at the husband), that you are suffering from what we call a severe and prolonged 
paranoic psychotic breakdown and that you require immediate intensive treatment.”

Both the husband and wife were silent for several minutes. Then the husband 
said, “So you also belong to “the group” that wants to destroy me.” The supervisor 
responded, “Are you certain of this belief? If so, then it proves that my conclusion is 
correct. Your response reveals an inability to process information rationally.” So, I 
ask you to calm down and to listen to my explanation.
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The supervisor then shifted into the professional therapeutic role of the Teacher 
and explained to the couple the complexities of psychotic thinking. He said that such 
thinking is not proof of madness but is a special way to experience the world, all 
of which is motivated by mostly unconscious, intense and complex problems that 
cannot be easily resolved. The supervisor then explained that it would be necessary 
to speak with both of them about these intense experiences, which could only be 
understood by exploring the husband’s life and family history. The supervisor said 
that the husband would also need to take medication designed to reduce his anxiety, 
help him to think more clearly, and ease his intense distress. 

The wife then said, “What do you advise me to do now?” The supervisor said, 
“I cannot make that decision for you, but I think you should consider leaving your 
husband if he refuses to enter therapy and take prescribed medications.” Upon hear-
ing the Teacher’s comments, the husband became very angry and left the room. His 
wife followed him.

A week later the wife called the clinic and shared that she had decided to leave 
her husband because he had refused to enter therapy. She said that she was pleased 
with the supervisor’s intervention because it had enabled her to make a decision. 
She said that it had become clear that she had to change her behavior because her 
husband was unwilling to change his and that, in retrospect, her relationship with 
her husband had not been fulfilling even prior to his psychotic breakdown. 

A week later, the husband’s general physician phoned the clinic to admit him 
involuntarily. The GP reported that since his wife had left, the husband had not 
taken food or fluids and had become emaciated. Following a medical evaluation by 
a psychiatrist, who functioned in the professional therapeutic role of the Doctor, the 
husband was admitted involuntarily to the psychiatric unit. After receiving medica-
tion for three weeks, the husband’s paranoid ideation slowly diminished. Following 
psychiatric stabilization, a therapist operating in the professional therapeutic roles 
of the Archaeologist and the Teacher, initiated individual therapy. The therapist 
explained that he would work with the husband to help him understand long-
standing underlying problems that may have been out of his awareness and to assist 
him in reorganizing his life. In the interim, the wife successfully filed for a divorce.
In retrospect, professionals who had adopted Mediator roles acted in ways to protect 
themselves and their professions rather than taking necessary risks to treat the hus-
band’s profound mental illness. These impotent responses served to perpetuate the 
husband’s illness, promote the wife’s distorted thinking and create a family system 
characterized by helplessness and hopelessness. By demonstrating ethical respon-
sibilities to place client welfare before personal desires and by skillfully adopting 
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multiple professional therapeutic roles, therapists helped the husband and wife to 
achieve realistic solutions consistent with the severity of presenting problems. 

Case 2: Saving the Hero
In this case the Shake-Up consisted of using the professional therapeutic roles of 
Detective, Archaeologist, Bird Watcher and Savior.

A general practitioner admitted an African expatriate (Mr. Y) to the psychiatric 
clinic of a center for people seeking asylum. He was a strong man in his mid-fifties. 
His balding head revealed several long and deep scars, the result of blows from sticks 
and rifle stocks from beatings received by soldiers in his native country. Accompa-
nied by his wife, the man presented with psychotic features. He was initially treated 
with anti-psychotic medications and placed in both group and couples therapy, first 
in a day hospital and later in an outpatient clinic. 

In couple’s therapy, Mr. and Mrs. Y reported that they had supported high-rank-
ing army officers, who plotted to overthrow the military dictatorship in their country 
of origin. The couple shared that several of their friends, who had participated in the 
coup attempt, had been betrayed and killed by army officers. Mrs. Y said that when 
government soldiers captured her husband, they imprisoned and tortured him daily 
because they thought he knew the identities of others who had participated in the 
failed coup attempt. She said that one day the soldiers hit him so hard that he lost 
consciousness and had to be hospitalized. 

Mrs. Y reported that, through bribery and political connections, friends had 
succeeded in getting her husband out of the hospital and had lodged him in a safe 
house until he could be smuggled out of the country. She said that after several weeks, 
she was able to secure passage to the same country where her husband waited. In the 
interim their son was reportedly sent to England, but their daughter had reportedly 
“disappeared” when the soldiers came to arrest her husband.

Mr. Y said that he had studied in London and opened a business in his home 
country where he had been well respected. After providing a brief history of his 
marriage, career, and political activities, Mr. Y abruptly ended the conversation and 
stared blankly at the floor. In a monotone, he said that he had experienced many 
problems over the last year. Mr. Y said that he had initially suffered from symptoms 
connected to his traumatic experiences and that, more recently, his memory and 
ability to concentrate had become impaired. However, Mr. Y said that his greatest 
concern surrounded his inability to obtain asylum because immigration officers had 
not believed his story. Although he reportedly received a small monthly stipend and 
was permitted to live in a state-subsidized housing project, he said that he was not 
permitted to work or to build a new life. Mr. Y said that the stress resulting from 
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these circumstances had caused him to become despondent and had resulted in his 
mental illness. Upon hearing Mr. Y’s report, the therapist concluded that helping the 
couple to obtain asylum and opportunities to pursue employment and stability in a 
new country would be critical goals in Mr. Y’s treatment plan. However, the therapist 
felt initially compelled to inform Mr. and Mrs. Y that it was not in his power to help 
them achieve these goals. His role was to be the Doctor; he could not save their lives.

Mr. and Mrs. Y asked if the therapist would be willing to speak with their lawyer. 
The therapist agreed. The attorney shared his belief with the therapist that the couple 
had not been treated fairly by immigration officers, who had made the initial negative 
asylum decision. However, the attorney indicated that immigration officers had been 
compelled to make this decision because they had contacted government officials in 
Mr. Y’s country of origin and had been told that he was not a citizen of that country. 
Based upon all available facts, the attorney said that returning Mr. and Mrs. Y to their 
home country would probably result in their torture and death. The attorney added 
that in order to grant asylum, government officials would have to acknowledge that 
the officials in Mr. Y’s home country had lied to them. He indicated that this would 
be an extremely sensitive matter and difficult decision because government officials 
in the two countries enjoyed amicable relations. The attorney ended the conversation 
by indicating that these dynamics were responsible for the delay in a final asylum 
decision for Mr. and Mrs. Y. 

After receiving this information, I realized that I could not accept this situation 
and stay out of the conflict. As a psychiatrist, I shifted out of my Doctor role and into 
the professional therapeutic role of the Savior. I also had to assume the therapeutic 
the role of the Detective because I could not resist making additional inquiries about 
the life of Mr. Y. I have to admit that reports of the governmental institute created 
skepticism about the story Mr. Y had told me. I really was in a loyalty conflict: believ-
ing my clients meant I had to admit that my government was lying. As I learned later 
from another similar case, this is a common problem when one adopts the role of 
Savior, especially with immigrants.

During the process, I had the luck of working with three very experienced thera-
pists, two from the USA and one from Finland, who came to my clinic to exchange 
knowledge and conduct research about refugee and immigrant families (Ellenwood, 
Snyders, Poignon, & Roberts, 2006; Ellenwood, Brok, & Cornish, 2004). I asked them 
to participate in a consultation session with the couple and myself. The couple agreed 
heartily. The consultants assumed the professional therapeutic role of Journalist and 
asked Mr. Y to tell his story. During this session, the team observed from behind a 
one-way mirror and asked Mr. Y if he considered himself to be a hero. Mr. Y replied 
that he never had thought about this. Suddenly, he started to cry. He said that he 
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would have never done what he did if he would have known the consequences for 
him and his family. “So” he said, “I am not a hero.” He saw himself as someone who 
had brought a lot of suffering to the people he loved and felt guilty about that. The 
team discussed if this was not always the case with heroes. They asked him to think 
about this and to try to see himself more positively. Team members told Mr. Y that, 
in their country, he would be considered a hero. For the first time Mr. Y sat up, looked 
alive, and his depression seemed to have lifted.

The team also concluded that the traumatic events experienced by Mr. and Mrs. 
Y in their homeland were now less important than the long lasting (more than 4 
years) uncertainty about their safety and opportunities to build a new life in their 
adopted country. It was as if time had stood still for them and they were in an encap-
sulated state: they did not belong in either their adopted country or their homeland. 
Team members were aware of the fact that the longer Mr. and Mrs. Y experienced 
this “no man’s land” phenomenon, the more difficult a new start would be. Team 
members later reported that they believed information provided by Mr. and Mrs. Y 
to be truthful and that they never suspected them of dishonesty. 

The team suggested that adopting the professional therapeutic role of the Sav-
ior could be appropriate and effective in this case. However, I made it clear to team 
members that I did not have the power required to make changes in the clients’ lives. 
I also had to be very careful in assuming the role of the Savior not to assume the 
professional therapeutic role of Superman. This would have been a natural inclina-
tion because of my knowledge about the adopted country. In addition, I had to be 
careful not to overwhelm the couple with my desire to “save” them. My primary goal 
in supporting the couple during these difficult times was to offer group and couple’s 
therapy designed to help them deal with forces beyond their control.

After speaking to the group of international family therapists, I decided to 
believe Mr. Y and to cease functioning in the professional therapeutic role of the 
Detective. I wrote a long report to the decision making institute at the immigration 
office and stressed the brain damage that Mr. Y had suffered during his beatings while 
in prison. I wrote that it was of great importance to end this deadlock and that I had 
never had the idea that Mr. and Mrs. Y were not telling the truth. So, I had left my 
comfort zone and taken a non-neutral stance in this case. During this period, Mr. 
Y recovered very well from his psychotic breakdown and never relapsed. However, 
his neurological assessment confirmed extensive brain damage.

After some time, Mr. and Mrs. Y appeared in court for their case against the 
state. I went to the hearing with the lawyer who had invited me. During the hearing 
the lawyer for the state testified that I had reported that a Dr. B had made certain 
statements about the family. However, the information reported was erroneous. In 
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short, the lawyer was lying. I responded by saying in a loud voice from where I sat, 
“Your Honor, this man is lying. I never said such a thing and I can know this as I am 
Dr. B.” In taking this action, I went quite far in my professional therapeutic role as 
the Savior. The judge responded to my comments by saying that I was not allowed 
to speak and if I did it one more time, the police would remove me from the court. 
The hearing went on. Looking back on this situation, I may have better served my 
patients (and myself) by instead having adopted the therapeutic professional role 
of the Bird Watcher.

During the first therapeutic session after the hearing, the couple asked if they 
could bring a video for mutual review during the following session. So, I brought 
a recorder. They told me that they now trusted me enough to show this tape. They 
showed me a video made at the funeral of Mr. Y’s father some years before they had 
fled their home country. The video included images of Mr. and Mrs. Y and their two 
children. Both started to cry as they talked about their daughter. Mr. and Mrs. Y said 
that they had received no word about her since the soldiers came to their home and 
she disappeared. In observing their reactions during the videotape review, it became 
clear that their daughter’s disappearance and probable demise had been such a pain-
ful episode in their lives that Mr. and Mrs. Y could barely bring themselves to talk 
about her. Other images on the video revealed that the family had been quite wealthy 
in their homeland. I was deeply touched by this video and by the fact Mr. and Mrs. 
Y had trusted me enough to share it.

I asked Mr. and Mrs. Y if they had shown this video recording to the government 
officials responsible for making a decision about their asylum. They told me they 
showed it to no one, not even to the lawyer. When I asked why they had not, Mr. Y 
said, “Doctor, do you think I should abuse the funeral of my father to prove that I am 
not a liar to people who are so dishonest to me?” Two month later the couple were 
granted asylum and were also permitted to apply for a passport. With this new status, 
Mr. and Mrs. Y were able to seek employment and, eventually, buy a small home. 
Our hospital staff helped Mr. Y to apply for training to become a security man. He 
could no longer work in his former occupation as a highly educated economist 
because of his brain damage. He finished his studies and was hired. Mrs. Y found 
work at a shop near their home. I saw them once a month to manage Mr. Y’s medica-
tion, having reassumed the professional therapeutic role of the Doctor.

About six months later, Mr. and Mrs. Y again asked me to help them. They told 
me that they wanted their 15 year-old son to come and live with them. Immigration 
officials had reportedly denied his application to immigrate to the parents’ adopted 
homeland because they had not visited him during the previous five-year period (a 
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requirement for immigration). Sadly, these officials had failed to consider the fact 
that his parents could not leave the country because they had no passports!

In response to their dilemma, I stepped back in to my professional therapeutic 
role of the Savior and again wrote a report for their attorney and for immigration 
officials. One month later, the couple and their lawyer participated in a mandatory 
hearing with a high-ranking official from the asylum institute. To this meeting, 
Mr. and Mrs. Y were allowed to bring a Doctor to support them. So, I attended the 
hearing.

The hearing was conducted by two women, who treated Mr. and Mrs. Y as if 
they were criminals. The officials asked Mr. and Mrs. Y how they had shown interest 
in their son over the last few years. They answered they had phoned him regularly 
and had sent some money to him every month. One of the interviewers then asked, 
“And, two years ago how much did you send to your son?” Mr. Y became confused. 
He could not remember exactly how much money he had sent because of the stress 
and memory problems he experienced at that time. Once again, I could not remain 
silent and asked the interviewer if she had read my report about Mr. Y’s brain dam-
age and related problems. The interviewer became very angry and told me to “shut 
up.” She sternly informed me that I was not allowed to speak unless she asked me 
to do so. Again, I had overstepped a boundary in my professional therapeutic role 
of the Savior.

The interview proceeded in a very unpleasant manner. At the end, one of the 
interviewers asked me if I wanted to ask a question or make a statement. I told her 
that I had just one important question for her. She agreed to answer me. I asked, 
“Mrs. X, do you remember the precise date on which you changed from a human 
being into a robot without any empathy”?

We were asked to leave the room without an answer. In retrospect, I do not know 
if I did the right thing in my role as the Savior. I may have harmed Mr. and Mrs. Y’s 
chances of getting their son in my desire to protect them from the verbal assaults 
of the interviewers. Clearly, I was unable to remain emotionally detached from the 
situation. Once again, I may have better served my patients’ needs by having assumed 
the therapeutic professional role of the Bird Watcher.

In the end, the son was denied an opportunity to join his parents. During the 
application process, the son had turned sixteen and, according to immigration offi-
cials, was old enough to take care of himself. Through this case example, readers will 
hopefully understand that adopting the professional therapeutic role of the Savior is 
often fraught with difficulties and painful decisions. No matter how hard the Savior 
may work to protect clients, s/he may not always be most successful.
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Shortly after the hearing, I once again adopted the professional therapeutic role 
of the Doctor for a brief period. In this role, I ceased writing prescriptions for Mr. Y 
and terminated therapy. Mr. Y was never readmitted to our clinic. 

Case 3: The Family Box
The following case illustrates the technique of indirect consultation, which is used 
in the Shake-UP along with the professional therapeutic roles of Doctor, Detective, 
Archaeologist, Bird Watcher and Savior. 

I was working as head of a psychiatric unit with inpatient, day clinical and 
outpatient treatment options. The hospital served patients who required long-term 
care, including life long care. The hospital served our own patients as well as those 
from other facilities who were not well enough to return home. 

One day the hospital admitted a woman in her twenties, who was attractive, 
intelligent, and married with two small children. She had been treated for two years 
in a University clinic without making progress. The therapeutic team from another 
hospital had decided to refer her to our hospital for extended treatment or even 
life-long stay as all possibilities for curing her had been exhausted.

Before she arrived at the hospital, we had received an extensive report regarding 
therapeutic methods applied, medications used and treatment resistant hypotheses. 
The diagnosis was melancholia. The therapeutic team reported that every kind of 
anti-depressant and antipsychotic medication had been prescribed and that elec-
troconvulsive therapy had been employed, all to no avail.

The patient’s story was very dramatic. Not long after the birth of her second 
child, the patient reportedly became depressed. Outpatient care was not effective. 
Her situation deteriorated severely and she was sent to the University clinic where 
she was hospitalized for two years. In the absence of therapeutic progress, the patient 
was transferred to our hospital.

I will never forget the first meeting that I held with the head nurse of our psy-
chiatric unit and the client. The client came to the session with her husband, who 
reported feeling very sad and hopeless at the prospect that his wife might be hospi-
talized for the rest of her life. She looked at me as if she looked straight through me. 
No contact. She repeated the same sentence over and over while wringing her hands 
and walking up and down the small room. “I am dead, I do not know anything any-
more, and I am dead.” She was experiencing heightened desperation. “And so young,” 
I thought, “good looking and talented…what a waste…what a shame.” The husband 
noticed how overwhelmed I was by the gravity of his wife’s illness. “She has been like 
this for two years” he said. “It is so painful for me and all of us.” By this statement, 
he meant their children as well as his wife’s family that included five brothers and 
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sisters. “They help me a lot with the children” he continued. “I understand she has 
to stay here in the hospital for a long, long time?” Then he looked around. Luckily 
our ward had been built only two years earlier and was very nice and cozy. The units 
were designed for just 9 patients to live in a group environment. There were five 
one-person bedrooms and two double rooms all with large terraces surrounded by 
trees and flowers. We were very proud of our ward. Despite these pleasant ameni-
ties, the husband shivered at the thought that his wife had to stay here, all alone, 
and far from home. I did not want to share that the long-term units were still quite 
old fashioned with less privacy. We placed her in this unit so we could assess which 
ward was the best fit for her.

“Are you sure nothing can be done to cure my wife?” he asked and looked at me 
with the last hope in his eyes even as she continued to wring her hands and seemed 
oblivious of our presence.

I remember feeling very sad at that moment as the couple was just a few years 
younger than I. Unconsciously, I slipped into the professional therapeutic role of 
the Savior. I ignored recommendations provided by the psychiatrist and therapeutic 
team at the university clinic who advised that the wife be placed on a quiet ward to 
live out her life in peace. I told the husband, “If you agree, I will keep your wife on 
our admission ward for three months and try to find a way to help her. However, it 
is important for you to understand that we are working here from a family oriented 
perspective and we will need the help of all family members. Do you think they are 
available and willing to participate?” He thought. “I hope so,” he said. “Everybody has 
been so involved for such a long time. But I will ask them.” I told the husband that 
I wanted to schedule a family session as soon as possible, if necessary after working 
hours. We brought his wife to the ward and she did not even notice her husband, 
who was near tears. 

The husband phoned the next day and an appointment was made for a family 
session. The entire family came to the session, including the wife’s siblings and their 
partners, as well as the husband. Family members communicated an eagerness to 
be involved in therapy. Several members commented that this was the first time a 
therapist had invited them to a family session.
Note: family therapy was not yet popular in those days. 

I immediately adopted the professional therapeutic roles of the Archaeologist 
and the Detective. Adopting the Doctor role was unnecessary because the two-year 
treatment at the university clinic focused on patient symptoms. When a family 
member raised the issue of symptomatology, I said, “That road has been travelled 
on for two years, let us try to find new roads and a connection.”
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In these roles, I worked to obtain information about the history of the wife’s 
family of origin. However, gathering this information proved to be a difficult task 
because the client was unable to focus and frequently disturbed the conversation. 
Nevertheless, I refused to have a session without her. During this investigative pro-
cess some very important information was revealed about the death of the patient’s 
mother. The mother had reportedly died one year before the onset of the patient’s 
depression and her death reportedly affected the patient, the youngest sibling, more 
than her brothers and sisters. The father had died many years earlier and the patient 
reportedly had the strongest emotional connection to the mother. As we completed 
four more sessions around the family history it became clear that the mother played 
a very important role in the family. Whenever there were conflicts between family 
members, she found a solution. It was also reported that when a family member 
experienced difficulties, he or she always went to the mother for advice. So, the 
mother served as an important “connector” for this family.

The mother’s death reportedly had a huge impact on the family. Hidden conflicts 
emerged and were not amenable to resolutions. As a result, more and more emotional 
distance was created between the siblings. Prior to the mother’s death, family mem-
bers reportedly celebrated holidays together but now that rarely happened. Notably, 
family members agreed that their sister’s illness had brought them together again.

However true this might have been, knowing all of this information and speak-
ing openly about it had absolutely no influence on the patient’s behavior. She did not 
speak during therapy sessions other than whining occasionally. Members of the unit 
treatment team discussed the case many times, but after five weeks we had made no 
progress and felt very stuck.

Then a very important thing happened to me. I had applied to attend interna-
tional family therapy training with Maurizio Andolfi in Rome and was accepted. 
As a result, I had to leave my hospital for five weeks. Professor Andolfi had asked 
the members of his course to bring a videotape of a case that might benefit from a 
consultation. I asked the patient’s family if they would allow me to take a video of 
their case, to which they readily agreed. I eventually compiled video recordings of 
five sessions, which was a lot of work!

In Rome, Professor Andolfi did indeed recommend a very strong intervention 
for me. When I showed the tape to him and the eleven other group members, he 
looked at it for about seven minutes. Then he asked me to stop the tape because he 
had “seen enough.” Then he said to us, “First, I want to thank L. for having the courage 
to bring us a tape of a family session that has no use.” All of us felt uncomfortable 
at that moment, especially me. Then Professor Andolfi said he wanted to do a short 
role-play. I had to be the therapist, while others played the patient and the family 
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members. He asked me to say as therapist, “Blablabla,” then for the patient had to say, 
“whoohoohoo,” while all others in the session were instructed to bow their heads. We 
were directed to engage in this activity for five minutes (which seemed five hours). 
Then the consultation was over and Professor Andolfi asked if another member 
of the group had a video to show. I have to admit that my warm feelings towards 
Maurizio Andolfi cooled down a bit that day. (However, they changed again later as 
the training continued).

I returned to the hospital full of creative thoughts and energy. The patient was 
still whining and wringing her hands all day. She followed the day program but this 
appeared to have little influence on altering her behavior or resolving her symptoms.
I had thought deeply about the case after the consultation with Professor Andolfi. 
It was clear to me I had to address her behavior in a much more forceful way. I re-
examined and retained my hypothesis that the death of the patient’s mother was very 
important precursor to her symptoms and behaviors. My idea was that the patient 
had tried to fill the gap in the family that was created by her mother’s death. She had 
tried to become the conflict manager and family healer, but had failed in these roles 
because they were too great for the youngest sibling. That, I surmised, was why she 
felt so guilty and powerless; it was as if she were as dead as her mother. 

I organized another session with family members, who were very curious about 
the results of the training with Professor Andolfi and with whom I had reviewed 
their taped therapy sessions. I told them that I had learned a great deal and that I had 
thought deeply about their situation. I then announced that I had a very important 
task for all of them. I wanted the patient to make a wooden letterbox with a slot in 
the creative therapy sessions that she attended twice a week. Every family member 
would be required to write down all of the conflicts that he or she had with another 
family member on a piece of paper and to slip it into the box, which would be placed 
in the patient’s room on a special table. Everybody agreed, even the patient who had 
listened carefully to me assigning the task.

The next day, an incredible thing happened. The patient started to make her box. 
She worked on it very enthusiastically and seriously. She decorated it and made a nice 
slot in the top of the box. After two weeks she had finished it. The creative therapist 
told me he had never seen the patient work so devotedly on any previous project.
Proudly, the patient placed the box on a special table in her room so that her family 
members could place their letters in it when they came to visit her. But after three 
weeks nobody had put a letter in her box! The patient looked very worried and sad. 
Her whining became worse. I wanted a session with the family to discuss these cir-
cumstances. However, before I could schedule it the patient disappeared. She went 
for a walk and when she did not return for dinner or the night, we started to worry. 
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We started a search and found her the next morning, unconscious, in a little forest 
on the hospital grounds. We immediately phoned the family.

We brought her to our medical unit and treated her as if she had overdosed on 
medication. At the unit, she was stabilized but remained unconscious. The family 
arrived about five o’ clock p.m. as I was sitting in my upstairs’ office. When I came 
down the staircase, family members started to shout, ”Murderer, murderer!” I felt 
terrible and tried to remain calm. I told them that the patient was stable and that 
I wanted to have a session with them immediately to discuss what had happened. 
Although they initially said that they never wanted to speak with me again, their 
anger and fears eventually abated. After a half hour, family members said that they 
wanted to have some food first and then they would be willing to have the session. 
I organized a big room in the hospital and asked a colleague psychotherapist and 
three nurses to assist me with the session. We set up a video recorder in order to 
tape the session.

We brought the patient, still unconscious, to the therapy room on a bed along 
with her empty box. The session took three hours and was very dramatic. I started 
to tell the family my hypothesis: that their sister unconsciously took the role of 
their dead mother. She tried, like her mother to solve the many family conflicts, but 
had failed. I told them that I wanted them, one after another, to sit beside her and 
to speak through her to the dead mother about conflicts they have had with other 
family members and fantasize about possible solutions for the conflicts.

I placed the box on the belly of the unconscious patient and asked all the family 
members if they had pictures of the mother with them. Surprisingly, all they did! I 
collected the pictures and put them on the body of the still sleeping patient. Then 
everybody spoke, honestly and with full emotion about their conflicts, which was 
motivated by the emotionally strong context. I adopted the professional therapeutic 
role of the Bird Watcher and simply supported the speakers (most of whom were 
sobbing), inviting the next speaker when one was ready. After everybody had spo-
ken, I thanked all for their courage, hard work, and trust in our team, even in these 
difficult circumstances. Family members then went home. 

The next day the patient woke up and told us she felt much better. She did not 
whine or wring her hands. She told us she had gotten to the point where she had felt 
totally worthless and had taken sleeping pills and walked to the forest to die. Team 
members and I asked her if she remembered the family session from yesterday. She 
said she had been half asleep but had experienced some of it without exactly hearing 
what everybody said.

The patient’s husband came to visit her and was thoroughly surprised. After two 
days, they asked for a session with me and told me that the wife wanted to go home 
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and restart her life. I felt a bit insecure and told them that I preferred a weekend visit 
with a return to the unit to discuss their experience. They agreed, returned to the 
unit the following Monday in high spirits, and reported that they had experienced 
no problems. They again proposed that I should send her home. I agreed, but told 
them that they could return at any time if necessary. Two weeks later we had a follow 
up meeting, during which the couple reported that all was going well in their lives. 
We terminated therapy and all medications. 

In retrospect, this very dramatic case taught me that adopting the role of Savior 
is sometimes necessary to cope with earlier unsuccessful treatments. You may even 
need to seduce others in to assuming the professional role of the Savior as I had 
done with the head nurse. However in severe cases, we are compelled to take risks. 
In this case, adoption of a more active and robust professional therapeutic role was 
necessary. The therapist needed to develop very powerful interventions to bring 
change to a very resistant family system. However, one must be cautious because 
the use of such interventions can be risky (e.g., in very rigid systems the outcome 
is not predictable).

In the final analysis, we must accept the fact that interventions designed for fam-
ily systems will often be very complex. We will perhaps never succeed in creating 
protocol-led treatment plans with easy to predict results. However, choosing to not 
use these powerful, family-oriented tools because they are complex and unpredict-
able is like “throwing away the child with the bathwater,” as we say in Holland. 
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Reflections of the Authors

222     Shake-UP

Without a doubt the writing of the Shake-UP changed our thinking, our creative 
ways of exploring our life teachings, our interactions with others, our families and 
our very own professional therapeutic roles in which we engage each and every 
day. We hope that through studying this book, a process was presented to you that 
helped you to self-reflect and find those professional therapeutic roles, techniques 
and tools that will guide you gently and quickly out of an impasse no matter who 
the client or what the presenting concern may be. 

  



Chapter 26

While writing this book, Stacey Lynn Osborn, Initial Editor, suggested that the 
authors prepare a “Self Reflection” and share it with you. She thought this would 
provide insight into our thinking and the development of the book. As we worked, 
it became clear that writing a self-reflection would not be a simple task. We are 
sharing our reflections here in chapter two so that you can become aware of our 
struggles as we evolved and will set the stage for your self-reflection as you progress 
through the book.

Although our preferred professional therapeutic roles were reasonably simple 
to identify, less simple was to understand how these professional therapeutic roles 
developed from our roles in our (extended) families of origin, school experiences, 
social networks, sports clubs, university and family therapy training programs, work 
settings and circle of current friends. The following content reflects how each author, 
Audrey Ellenwood- further named Audrey, and Lars Brok, further named Lars, 
developed their own set of preferred professional therapeutic roles and how they 
changed through time as well as through the process of writing this book.

Audrey Ellenwood: Angel, Savior, Teacher, Doctor
When the book was in its infancy Lars asked me, “What do you see as your 

preferred professional therapeutic role?” Without hesitation I said, “I am an Angel, 
a Savior, a Teacher, and a Doctor. As we began to speak and write about Vincenzo 
Di Nicola’s “living culture” concept I began to think upon the people who were most 
influential in my development and began to envision the roles I assumed with family, 
peers, in social circles, and in school. In my family of origin, I was the listener and 
the child who could do no wrong. I always saw the positive side and tried to help 
everyone. In hindsight, perhaps I was not as helpful as I thought. Without a doubt 
my “living culture” was touched deeply by my mother, father, and two siblings. 
My dearest junior high and high school friends (the “Illing” gang) and my “Bestest 
buddies” (Dave Fox and Tim Gurske) clearly helped to shape my interest in becom-
ing a therapist when I was in junior high school. During that period, I was not too 
excited about school and was definitely more interested in “boys,” what I was going to 
wear to school, and going to the Teen Center on Saturday night than I was in study-
ing. But as I look back at each year of school there was always a teacher encouraging 
me to study more. 
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Throughout my life, friends would approach me and talk at length about per-
sonal issues or concerns and I would always say but…. and bring in the bright side 
of life-thus the Angel was born. When I was in high school, two significant events 
shaped my life. First, I spent some time tutoring underprivileged children in an inner 
city school and that is when the Teacher entered the scene; second, I went to Europe 
with my parents and my love for travel, curiosity about other cultures, and desire 
to succeed became engrained. I returned home and went from a D and F student 
to producing A’s. 

I entered university with the goal of becoming a teacher, but a psychology pro-
fessor kept encouraging me to think about pursuing studies in that discipline. So, I 
combined the two and became a school psychologist. In 1987, after graduating with a 
Ph.D. and while studying for the national psychology licensure exam, I was involved 
in a serious head-on auto collision while traveling to Chicago and experienced a 
mild head injury. During treatment for this injury, I came into contact with Donald 
Cameron, a neurologist. It was the luckiest day in my life for he had a major influence 
on shaping my career and professional practice. I went on to study neuropsychology, 
learned to administer and interpret various neuropsychological assessments, worked 
on teams that created various hospital clinics for neurological conditions (e.g., neo-
natal, attention deficit disorders, mild head injuries, autism, and seizure disorders) 
and provided workshops on various neuropsychological topics related to children. 
Hence the Doctor was born. 

In 1991, I met Maurizio Andolfi, World Renowned Family Therapist, and fell in 
love with the art of family therapy. I began to write on the therapeutic process and 
my university teaching became very culturally based. I began to provide trainings for 
students with Professor Fredrick (Ricky) Snyders at the University of South Africa. In 
the process I grew to love South Africa and began to recognize the impact of AIDS 
on children in townships from an educational standpoint. In my role as Savior, I 
developed a 501(c)(3) charity for children in South Africa, Project Learning Around 
the World (www.platw.org). 

Through my connection and training with Maurizio Andolfi, Rick Snyders, 
Vincenzo Di Nicola, the entire Andolfi family (therapists from around the world) 
and particularly with Lars, my co-author, my guiding light was ignited and I began 
to incorporate many of their ideas into my private practice work with clients. Since 
writing this book, I now see how my “living culture” and life experiences helped to 
shape me into the therapist that I am today, or was, until the writing of this book…
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The Standard Ho Hum Me
When Lars and I began to identify and flesh out the professional therapeutic roles 
identified in this book, I sat back and studied myself as I worked with clients. In 
doing so, I noticed that the professional therapeutic roles we were writing about came 
alive within the session. I began to realize how much hope I projected onto my clients 
and how quickly I would pull out the blackboard and begin to “educate” them on 
one topic after the next. I was quick to refer them to other educational resources and 
astutely realized how many of my assigned therapeutic tasks and techniques used 
in the session were based on “teaching”. As soon as clients entered the session with 
neurological issues, I became the Angel, the Teacher, and Doctor all at once. I now 
realize that, in these professional therapeutic roles, I safely connected to clients but 
also kept a good distance from their emotions. This was a very safe place for me as 
a person and as a therapist. Without a doubt these were my preferred unconscious 
professional therapeutic styles and the ones that I depended on almost exclusively. 
For the most part, I was very successful with clients. However, as I began writing 
this book I thought about clients that came for only one or two sessions and I now 
wonder if it was my preferred professional therapeutic style that contributed to their 
not returning? Were we actually at an impasse? And, yes, I was quick to apply the 
psychoanalytical notion that the problem (i.e., resistance) resided squarely within 
“clients” and, of course, not me. I now realize that my rigid adherence to a preferred 
professional therapeutic role may have created impasses that led to some early 
terminations.

A New Awakening
As mentioned earlier, the professional therapeutic roles described in this book began 
to come alive for me as each was developed and I could actually envision each of 
them as I experienced them. The picture in my head depicting each professional 
therapeutic role was humorous and I often laughed to myself. I am now quicker to 
pick up on a clients’ seduction and am more flexible shifting from one professional 
therapeutic role to the next. I am amazed by how my approach to clients has changed. 
I no longer sit and make self-statements similar to those in chapter 23. Rather I 
begin to think… hold on, what is going on here… and where do I need to go. Upon 
meeting clients, I no longer have a preferred professional therapeutic approach. I 
wait to determine the presenting issue and then activate the professional therapeutic 
role I think will be most effective. I find myself shifting more into the professional 
therapeutic roles of the Detective, the Journalist, and the Archaeologist once a rela-
tionship has been established and the presenting issues have been addressed through 
the application of another professional therapeutic role. I am, without doubt, a 
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different therapist. I listen, attend to verbal and nonverbal communications, expand 
information to create several hypotheses using the funnel approach, and visualize 
professional therapeutic roles better suited for each client’s presenting typology. In 
my mind’s eye, I actually “see” professional therapeutic roles being played out in the 
session. The therapeutic techniques and tasks that I now apply have become varied 
and are more effective at creating structural changes for the clients which lead to 
lasting change for them.

By writing this book, I have observed that these professional therapeutic roles 
have not only become flexible in my practice but also in my everyday life. I frequently 
stop and say, “Oh my, you are in the… role in this situation” and I can either shift 
out of that role or keep it. As an author, a therapist, a professor, a wife, a mother, a 
grandmother, a sibling, a friend, a member and leader of various professional orga-
nizations, I now have a new outlook on life. I am no longer the Savior, the Teacher, 
or the Doctor. I am… who I am… when I need to be.

Lars Brok: Clown, Doctor, Teacher, Savior
To become conscious of (an important) part of your “living culture,” you need a 
lot of self-reflection, possibly therapy, and reflective talking with family members, 
friends, colleagues etc. The process is not always simple and it takes a lot of courage.
    Based on information from important people in my life and my self-reflection, 
which included years of therapy and looking back at many videotaped sessions with 
clients, I can say that I have become able to use a number of the professional thera-
peutic roles in quite flexible and interwoven ways. The roles of the Archaeologist, 
the Teacher, the Doctor, the Angel, the Journalist and the Clown now appear to be 
my preferred professional therapeutic roles. Sometimes I may even adopt the pro-
fessional therapeutic roles of the Construction worker, the Detective, or the Savior. 
 I am fully aware that my preferred professional therapeutic role when I am in trouble 
and do not know what to do is the professional therapeutic role of the Teacher. Look-
ing back at my tapes I see myself talking and talking to the members of the family, 
hoping they will understand what I think they should do. The other role I use when 
in trouble is the role of the Doctor. This is especially true when one of the clients 
presents him/herself with severe psychiatric symptoms or when the family puts a 
lot of pressure on me to see the problem as a disease. I often find myself prescribing 
medication even when I am not convinced that it will be of any use and/or starting 
a program of psycho-education instead of having the courage to explore the deeper 
roots of the problems or redefine the problems.

I cannot deny that the professional therapeutic role that fits me the best and 
is also more effective and satisfying for me is the Clown, in the broad sense of the 
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word. Mostly, I choose the comedian aspect of the role to help create chaos in the 
family. Looking back it is the role I assumed in my family of origin and later on in 
many social, school environment, and workplace contexts.

I was the youngest child in my family. My sister, who was perfect in everything, 
even as a sister, was five years older. To create a place of my own within my family 
and to distinguish myself I chose, unconsciously, to become the Clown. I used this 
role in order to become an interested observer, who liked to comment about what 
he saw in a friendly, but provocative, way to others. My mother a humorous and 
provocative person also used this role herself. So as I reflect back, I see I copied her 
behavior. In high school I was always the smallest boy and the teachers had me skip a 
class in primary school. I often used humor to protect myself. The role of the Clown 
was so effective that I used it at the university level and with my friends. I now use 
humor not to protect myself but rather to impress others. 

One thing I have never understood, since I was fifteen years of age is that I abso-
lutely wanted to become a psychiatrist. I cannot connect this desire to any event that 
I can remember. No psychiatric patients in my family, no traumatic events as far as I 
know. I wonder if something happened that I kept unconscious. Who knows? I only 
know that when asked about the future, I would say that I wanted to be a psychiatrist. 
Many times I was teased about this answer but for me, it was just a fact. Strange!

My medical training forced me more and more into the role of a serious doctor. 
My role of the Clown and the creativity that accompanies this role were forced to 
the background. Somewhere in my professional training, I decided to participate in 
intensive psychodrama training. From Dean and Doreen Elefthery, trainers, I learned 
to balance the role of the Doctor, the Clown, the Journalist and the Archaeologist. 
As director of the psychodrama you had to be creative but you needed to check 
constantly if your ideas fit into clients’ views and experiences. 

When I began my psychiatric training, I again pushed the role of the Clown far 
away. Working as a young psychiatrist in a psychiatric center (with a lot of respon-
sibility for several wards full of patients and with not much experience in leading 
teams of psychiatric nurses and psychologists the professional roles of the Doctor, 
the Construction worker, the Teacher and sometimes the Superman were brought to 
the foreground. The strong pressure of the psychiatric nursing team to play the role 
of the “all knowing” Doctor when I had no experience at all, suppressed the role of 
the Clown. Looking at psychiatric problems from a different, systemic perspective 
was not permitted. Other professionals perceived listening to information provided 
by family members as insane. Changing rigid patterns of relating to patients on 
the wards (especially the long stay ward) brought forward enormous resistance in 
the psychiatric nursing team. I varied my professional roles from that of the Savior 
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with patients to the roles of the Superman and the Teacher with the professional 
teams. But, it did not work. I found that implementing the professional roles of the 
Journalist and the Archaeologist, with a bit of the Angel in the whole ward system, 
worked better. I tried to gather information in an effort to understand why and how 
the interactional patterns between psychiatric nurses and patients had developed. 
Further, how the rules of the ward and also the bigger context had supported these 
interactions. In the mean time I played the professional role of the Doctor when 
necessary. Only under pressure did I fall back on the professional roles of the Savior 
or the Superman. Looking back it is apparent that both of these professional roles 
always led to impasses and sometimes to real “wars.”

Meanwhile, I continued my family therapy training and the new information 
helped me to refrain from using the inadequate professional therapeutic roles of the 
Superman, the Savior, or even the Referee. 

I was so lucky to find at my workplace a colleague and family therapist, Rick 
Pluut, with whom I worked as a therapeutic team for more than 12 years. Together 
we started a family training institute, ISSOOH, which is still in existence. For more 
than twenty years we trained family therapists. He often interviened “on-the-spot” 
from behind the one-way mirror with an intense demeanor whenever there was an 
impasse in family sessions. He was a genius in pointing out the professional thera-
peutic roles I had taken and he effectively changed the professional therapeutic role 
by developing strong interventions from the stand-up comedian (Clown) role that 
he liked to take. He shocked me many times, but he was of immeasurable value to 
me (See case examples in chapter 2 and 11).

As the years passed, I gained experience, and succeeded in inviting whole 
families to sessions. In these family sessions I experimented with the roles of the 
Construction Worker, the Teacher, the Journalist and the Archaeologist. However, 
the professional therapeutic role of the Clown was barely used. 

During family therapy training my teachers, Max van Trommel, a man who was 
most of the time quite serious and preferred the professional roles of the Teacher, the 
Construction Worker and the Mediator, and Koos van der Meulen, a very warm but 
also serious social worker/family therapist, who preferred the roles of the Angel, the 
Mediator and the Teacher, told me to use more my creativity and the professional 
therapeutic role of the Clown (although they did not call it the Clown). I will never 
forget their remark, “You have to let go your horses inside. Do not always try to con-
trol and steer them. Trust their intuitive sense of where to go.” And, here I thought 
I had already given them too much space! And the role of the Clown hesitantly 
returned to be present again.
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At the end of my family therapy training I followed several workshops from 
Boscolo and Gianfranco Cecchin. They helped me to use the roles of the Journalist 
and the Archaeologist in a different way. The technique of circular questioning made 
it possible to introduce new visions on the problems and the relations in the family. 
They were comedians without humor (however, Gianfranco was a very humorous 
man!). Later Carl Tomm taught me even better how to use these techniques.
Discussions behind the one-way mirror between members of the team resulted in the 
creation of very different hypotheses by the therapists and taught me how important 
the role of the therapist was in the therapeutic system. The danger of this kind of 
therapeutic method was that some therapists started to believe in their hypotheses 
and went on searching for proof of them in spite of contradictory feedback from 
the team. They became detectives who believed that somebody was guilty and went 
on and on trying to prove the hypothesis. 

In reflecting about my preferred professional therapeutic roles, I have to say 
that I also loved the professional therapeutic role of the Angel. This role too is con-
nected to my younger years. As a student it was always me who loved to cook for 
my friends, who opened my room for everybody and who loved to create harmony 
not by agreeing with others but by stressing how nice differences were. My family 
calls me, “The Feeder” as I love to encourage people eat lesser-known foods, which 
they expect not to like. I prepare and serve this food in a way that they start to like 
it. My fault is sometimes that I overfeed people. This also holds true when I am doing 
therapy as I try to help clients to enjoy their symptoms, show them their “tasteful” or 
“useful” sides. This is especially true when working with people who have psychotic 
experiences and their families (the client group that I prefer to work with). I try 
hard to interject hope. Sometimes too much hope! I remember well one of my very 
faithful clients who (in a group session) corrected me. “Lars,” he said, “You make it 
all too nice and beautiful! You have to see and understand that I am suffering a lot 
from my symptoms and disease!” The other group members understood him well 
and they all started to show me the flipside of the coin. But they also admitted that 
they felt often helped by my redefinitions and “feeding.” I now try to remember this 
lesson and stay closer to the professional therapeutic role of the Journalist. I work 
hard to listen in a neutral way and to refrain from too much redefinition. 

In 1981 I made the very important decision to go to Rome, Italy, to follow a 
four-week international training in Family Therapy with Maurizio Andolfi and his 
colleagues. I was looking for a teacher who could help me to combine the creativity 
of psychodrama and working with families. The other group members were very 
experienced. Some had followed a long training period with Carl Whitaker, Carlos 
Sluzki, and with Paul Watzlawick. Some were already “old” and had even founded 
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family therapy in their own country. Again, I felt I was the “Youngest” and I took 
the role of the Clown again. Some of the group members became very important to 
me as colleagues, teachers, and even more as friends. In particular were Dr. Russell 
Haber (USA), Noga Rubinstein (Israel), Joel Elizur (Israel) and Esther Wanschura 
(Austria). We met regularly and often invited each other in our different countries 
to give workshops, teach, and have fun.

The training was very impressive (see case story two in chapter 25). My eyes were 
opened even more for the enormous importance of the person of the therapist and 
the role he takes in the therapeutic system. I became cognizant of how one’s “living 
culture” steers the choice of a professional therapeutic role in the therapeutic system, 
particularly as it relates to the interplay with the culture of the family you are treating 
and the problems they present. Also critically important, but often more invisible, 
are the cultures of your workplace, “your therapist family,” and the larger context of 
the health system and the culture in which you live as they influence your presenting 
culture in the family sessions.

In Rome, Maurizio Andolfi stressed the importance of creativity, and the profes-
sional therapeutic role of the Clown. Through my experience in Rome and interac-
tions with my colleague Rick Pluut, who went to “Rome” two years later, I had a long 
period in which my preferred professional therapeutic roles were a combination of 
the Clown, the Archaeologist, and the Journalist. We carefully studied and analyzed 
the professional therapeutic roles of the therapist in the therapeutic system. It was 
my colleague, Rick Pluut who started to assign names to the professional roles such 
as Clown, Journalist etc. Therefore, while writing this book we acknowledge that a 
lot of credit goes to him! Rick Pluut and I invented, more or less, the techniques of 
intervening from behind the one-way mirror and “changing the role of the thera-
pist as the main intervention in family therapy” as we called it in the workshops we 
gave around this topic. (see case example chapter 7).But I have to stress that it was 
Audrey who (while giving a family workshop with me about this topic at Bowling 
Green State University, Bowling Green, Ohio) fully understood the impact of the 
role concept and elaborated it to a workable tool for therapists, clinical training and 
supervision. It was during this workshop that the true conception of the Shake-UP 
started to develop.

Audrey pressed me to write this book with her. She took me by the hand and 
convinced me that the professional therapeutic role of the Teacher from a distance 
can be very effective too. I always had the strange idea that I needed families or 
trainees with me in the room to become effective, but now I know that I can change 
perspectives from afar. However, I still like face-to-face encounters and miss you, 
the readers, in my room.
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Ever since, it has become clear to me that I always had to wrestle to find a good 
balance between the professional therapeutic roles of the Clown, the Archaeologist, 
the Angel and the Journalist versus the roles of the Doctor, the Teacher and the 
Savior. New research and knowledge in the psychiatric field, mainly concerning 
brain processes and functioning, stressed the importance of medication (profes-
sional therapeutic role of the Doctor), but also of cognitive therapy approaches and 
psycho-education (professional therapeutic role of the Teacher). This knowledge 
often created some doubt within as to my professional role and made me inse-
cure, particularly in regard to clients who have tried to seduce me more and more 
into the professional therapeutic role of the Doctor. Luckily, for twenty-five years, 
every three years, Maurizio Andolfi provided a meta-practicum around a number 
of issues related to family therapy from his training groups in Rome. Within this 
group I found other important teachers/colleagues and friends who have influenced 
me a great deal; Jorma Piha (Finland), (Frederik) Ricky Snyders (South Africa) to 
mention two. Attending these meta-practica helped me to re-think the professional 
therapeutic roles and to discover the more ridged professional therapeutic roles that 
I often adopted (the Teacher, the Savior and the Doctor). 

I now realize more than ever how important the professional therapeutic role 
of the Clown (comedian) can be in the therapeutic system. But also how difficult it 
can be to keep in touch with this creative part of oneself. Some people have said that 
you cannot learn this role. I disagree. Start with the more structured professional 
therapeutic roles of the Journalist, the Archaeologist or the Mediator and begin to 
use a variety of professional therapeutic techniques or tools especially metaphorical 
objects and metaphors when playing these roles. Ask your clients to bring metaphori-
cal objects and use nonverbal techniques as drawing, family sculptures and music 
within sessions. These techniques and tools will lead you to unleash your creativity 
and bring out the professional therapeutic role of the Clown, who is a part of each 
and every one of us, as it is for me. 

The Families and Shaping of Our Therapeutic 
Professional Roles
This brings us to the impact that the families we worked with had on the shaping of 
our preferred professional therapeutic roles. Some have been extremely important. 
In 1992 Maurizio Andolfi offered a meta-practicum in family therapy training in 
Elba, Italy, around the issue of working with families from different cultures. It is 
there where the authors met. During the meta-practicum we became very interested 
in working with families from different cultural backgrounds. After the practicum, 
we conducted research in Holland on the topic. During the process, we discussed in 
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depth which professional therapeutic roles would be the most efficient when working 
with refugee and immigrant families. 

Individually and jointly, we worked with many refugee and immigrant families. 
The families taught us that the professional therapeutic roles of the Archaeologist 
and the Journalist were very effective. However, we also learned that we sometimes 
needed to take the professional therapeutic role of the Savior in order to support 
families in their struggle with the bureaucracy of the host country and often the 
harsh discrimination they encountered. Sometimes the professional therapeutic 
roles of the Secretary or the Bird Watcher were useful as we listened to their stories 
without interruption. 

It became clear to us that in the professional therapeutic role of the Journalist, 
we were required to learn about the immigrant family’s “Odyssey” or their journey 
toward the host country. In the professional therapeutic role of the Archaeologist, 
we investigated the nature of their lives abroad and in their homelands by using a 
variety of therapeutic tools such as pictures, drawings, and books. In this way we 
made the family the teacher and as we learned, we used the professional therapeutic 
roles of the Bird Watcher or the Secretary for some sessions. As a next step we started 
to discuss the here and now and the difficulties they experienced in the host-land. In 
this process, we regularly adopted the role of the Savior for example to guide them 
through the often long period of getting permission to stay in the host country. 
This role can be quite heavy but very effective when applied as necessary (see case 
three in chapter 25). By assuming alternately the professional therapeutic roles of 
the Journalist, the Archaeologist, the Secretary, the Bird Watcher and the Savior, true 
movement and positive change for the immigrant families occurred. 

Lars discovered that in his therapies with psychotic clients and their families, 
he used a different combination of the professional therapeutic roles of the Archae-
ologist, the Journalist and also the Clown. The use of metaphorical objects and 
genograms were very helpful in shifting professional therapeutic roles and making 
changes within the families so that an impasse did not develop. For the patients who 
experienced traumatic events in life, creative therapy and psychomotor therapy, 
where the therapist takes the role of the Teacher, are excellent therapeutic tools. 

When working with trainees, we always emphasize that a therapist must be 
aware, each and every session, that therapy sessions are very important experiences 
for clients. If you meet clients your age, you may begin to think of them as your 
brother or sister or partner. When your clients are older, you may think they are 
your father or mother. When meeting children, you may begin to think they are your 
children. You need to remind yourself of this, every time you start a session. It will 
prevent you from seeing the session as “routine” and will help you to avoid assuming 
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a rigid professional therapeutic role that will lead to an impasse. This reminder will 
help to keep your sessions fresh and alive!

To illustrate the importance of how our clients have helped to shape our profes-
sional therapeutic roles, we would like to end by sharing one last important case. We 
have learned it is important not to try to be as neutral as possible in the sessions. 
Rather, it is critical to open yourself to other members in the therapeutic system and 
to have the courage to allow the family to help you change your values, worldview, 
and prejudices when working together.

A request for admission from a general hospital for a young married woman 
with a child of nearly two years was made. She had been admitted to the general 
hospital because she had made a serious suicide attempt and had barely survived. 
Following treatment in the intensive care unit, she left her bed to go to the toilet 
and cut her two wrists and her tongue. The blood coming from under the door 
betrayed her actions and she was found, still alive. After surgery, hospital staff tied 
her to her bed and the psychiatrist of the general hospital wanted to admit her to a 
psychiatric hospital.  

When a person was admitted to our hospital, we always asked significant others 
to accompany the patient to the ward for admission. So we invited the couple and 
other family members (brother of the patient and the mothers of patient and of her 
husband). In this case, just the couple came. In those days we conducted our sessions 
before a large one-way mirror. Behind it 15 people could be seated. The co -therapist 
and two or three psychiatric nurses of the ward always attended the sessions and 
were involved in the process and sometimes even in the session. Often visitors from 
other institutes attended the sessions to learn from our way of working as we were 
the only place in our country where family members were admitted in the ward and 
involved in the whole therapy process. 

The patient was brought into the room by two strong psychiatric nurses dressed 
in white and was tied to a stretcher. She was an attractive young woman with both 
arms wrapped in large white casts. Her husband was about 25 years her senior and 
was bent over with a humpback. All of us were surprised and a bit intimidated by 
the appearance of the couple and the way the woman was tied up.

 I immediately felt the enormous pressure from the referring person and the 
ambulance nurse to take the same professional therapeutic roles that they had used; 
the Firefighter and the Savior. They expected me to act as controlling as they had 
been towards the woman. But when I met the woman she made me decide not to 
step into those predictable and rigid roles. But I also realized that I took a risk by 
not doing it. I asked the woman what she wanted; to attend the session tied to the 
stretcher to help her to be safe against the destructive power within her or to be 
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untied and take a seat with her husband and me. After thinking a while she decided 
to sit with us. Her husband told us that he was frightened by the idea, but could 
accept it because I was there (trying to put me in the professional therapeutic roles 
of the Savior or the Firefighter). I told him that I had learned during my professional 
life that nobody could decide about the life of another and that we had to accept the 
choices his wife would make. One of the ambulance nurses told me that the woman 
had been tied to her bed for three days for security reasons as I started to untie the 
woman. He began to look at me if I was a very irresponsible doctor, and perhaps I 
was. However, I had decided not to be the Doctor, but first the Journalist and then 
as soon as possible the Archaeologist!

The psychiatric nurses left and the session started. As planned, I started with 
some journalistic questions about the last few weeks. It became clear that there was 
a very complex family problem that involved the woman’s mother and, in another 
way, the mother of the husband. The woman said that she had tried to kill herself 
because of her intensive conflict with her mother about her daughter. She had the 
idea that her mother wanted to kill her daughter and that she could prevent this by 
killing herself so the daughter could live with the mother. I asked about the woman 
about cutting her tongue; I understood her wrist cutting but not the cutting of her 
tongue? She explained that, in case she did not succeed in killing herself she could 
try to make herself speechless so she could no longer disagree with her mother. Fol-
lowing these journalistic questions, we employed the therapeutic technique of the 
genogram, during which it was revealed that the husband, a famous musician had 
always been her piano teacher. He discussed his upbringing and how his mother 
always encouraged and supported him in a positive, but sometimes heavy-handed 
way. He spoke about the complex relations he and his wife had with her mother as 
she always had been strongly against the marriage of her daughter to a much older 
and crippled man. But the music had brought them together. 

After the birth of the daughter, a miracle, he said, his wife’s mother refused to 
come and see her granddaughter. A huge conflict arose and his wife became more 
and more convinced her mother would murder her daughter. “It is not true,” the 
husband said. “Rather, it must be a psychotic idea”. We spoke more about the history 
of both families and after an hour and a half I told them that I wanted to discuss 
reported information with the therapeutic team. So the couple waited in the room. 
The team decided to maintain the professional therapeutic role of Archaeologist and 
to ask the couple to teach us more about the family during the hospitalization period. 
We also decided that we had to rely on the strongest bond between the couple, which 
was the piano. We then decided to give the couple the task of composing a piece for 
the piano. They had to write a melody for every family member involved that “fit” the 
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character of each person. Then they asked to compose a piece of music with these 
melodies that could tell the story and problems of the family and how they thought 
they could resolve identified problems. To help them achieve these tasks, we offered 
the family a double room at our ward. They could decide together if they wanted to 
stay on the closed ward, with more security, or on the open ward. We also offered to 
bring a piano on the ward to use for their task.

You must understand that some of the team members were quite afraid to give 
away so much control. However, we convinced them that roles the therapists/doctors 
had taken in the general hospital were not working so we needed to take a different 
role and employ the therapeutic techniques of using metaphors.

I returned to the therapy room and explained our plan to the couple, who were 
surprised by our offer. The husband was very content that he could stay with his wife 
and both loved the idea of the composition. They chose the open ward. So we made 
a new appointment in three weeks. Our task was to cook food for them, give them 
a double room with clean beds, offer support when needed and to provide a piano. 
They could follow a day program consisting of psychomotor therapy and creative 
therapy, if they wanted. They just had to attend the daily group meetings with the 
other clients and psychiatric nurses on the ward.

Over the next three weeks the couple seemed to enjoy their stay on the ward. 
The daughter came regularly, with the husband’s mother, to visit them. And they took 
their task very seriously. After three weeks, we had a session and the couple explained 
to us, as teachers, about how you tell something in “the language of music”. I told 
them I was stupid and not knowledgeable in that realm, so they took time to teach 
me. Then they played the melody composed for every member of the family: her 
mother and his mother, her brother and then she and he. She explained carefully how 
they had determined the exact melody for each family member. They then together 
played the composition, each using one hand. 

The wife could not use her other hand because she had unfortunately cut the 
nerves of that hand. Much later, the wound healed partially and she was able to play 
again. They also explained what they had written in their musical composition about 
the family problems and how to solve them. 

Through this process, the couple decided to break relations with the mother of 
the wife for at least two years. We decided that it would be wise to invite the mother 
for a session with the couple and the team when they decided to resume contact. I 
offered to speak to the mother alone if she desired and six months later she made 
an appointment.

After the very moving and impressive session where three therapists and three 
psychiatric nurses listened to the composition, the couple told us that they had 
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decided to go home. They made a follow-up appointment after two weeks and con-
tinued in therapy for two months more. We asked the couple if we could use the 
tapes of their sessions for workshops and they happily consented. We have since 
shown these tapes during our training and at congresses and workshops to teach 
about the use of metaphors as well as the importance of the professional therapeutic 
roles chosen by the therapist.

Approximately six years later, while working in Rotterdam, the couple phoned 
me because they had reportedly experienced some problems. They wanted to come to 
me for some sessions and I agreed. I could not resist asking them what they thought 
had worked so well six years ago as they never again had any problems related to 
suicide or “psychosis.” I reminded them about our use of the metaphor and the 
music. They surprised me when they said that they could not remember well the 
music part! However, the most important therapeutic experience for them had been 
the fact that we gave them back all responsibility and showed real interest in them. 
They also talked about how helpful the hospitality on the ward had been as well as 
the opportunities to speak about possible solutions while they were “pampered” and 
not “controlled.” I then realized that change occurred for this couple because I took 
the risk of employing the professional therapeutic roles of the interested Journal-
ist and the Archaeologist, in concert with an element of the Angel role, while they 
experienced genuine caring. 

In retrospect, resisting the forces that wanted us to take the professional thera-
peutic roles of the Firefighter and the Savior had been the correct choice and made 
the difference. Adopting these expected professional therapeutic roles would likely 
have resulted in an impasse and possibly continued suicide attempts by the wife.
 The story of these clients was shared so that you will learn to trust your ideas, your 
creativity, and that you possess the ability to risk a professional therapeutic role 
shake-UP. We also hope that when you experience an impasse, information gleaned 
from this book will help you to shift in and out of professional therapeutic roles 
and employ therapeutic techniques and tools that will be most effective in creating 
lasting change for your clients.
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