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ABSTRACT KEYWORDS
This article discusses the impact of trauma on cognitive development, linking trauma,

this to a review of some of the literature available on the factors that enhance therapeutic alliance,
the therapeutic experience. Although the literature reviewed concerns general assessment

psychotherapy, further discussion is offered on the impact of the findings on
music therapy. In response to the findings and the author’s continuing clinical
music therapy work in the field of the impact of trauma, a pilot project is
proposed using the Swanick-Chroma Assessment of Supportive Factors (S-
CAF) questionnaire, which is based on Lambert’s four main factors of effective
therapy: relationship/alliance, client characteristics, model of therapy, and
expectancy. The S-CAF questionnaire can provide opportunities for
professionals and the referred family to reflect on the levels of emotional and
practical support available to them before and after the therapeutic process. It
is proposed that the more the family feels emotionally supported, the greater
the chance of success during and after therapy. A pilot research scheme is
proposed to test the effectiveness of the S-CAF, with the creative arts therapists
associated with Chroma (a creative arts therapies agency in the UK)
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INTRODUCTION

I have worked for Chroma, a UK arts therapies agency, since 2016. Chroma employs nearly 100 creative
arts therapists who work as either music, art or drama therapists across the country. During a
management meeting at Chroma HQ, the leadership team asked, “What is it that makes our therapy
effective?”. Although we could talk about success stories and the benefits of our different modalities,
we could not identify anything specific. What were the qualities that helped us have a positive impact
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on our referred families? | decided to look into the qualities of successful therapy and feed back to the
team. | have a professional interest in assessment, having written an assessment training manual on
the Assessment of Parent Child Interaction (APCI) (Swanick & Jacobsen, 2019) and built the
foundations for the Chroma model of multi-disciplinary assessments, which incorporates the APCl and
Fagus questionnaire (Beech Lodge School, 2016). The APCl is an objective musical assessment which
measures the attachment style and parenting skills of the family, whilst the Fagus monitors the
educational and social development of the child, from the point of view of school. | started to reflect
on how we could develop an assessment tool that measures the qualities of successful therapy and
how this impacts upon the family, to help families have the best possible experience of therapy. In my
music therapy work with adopted children, | have often shared my thoughts with other professionals
on the powerful impact that the wider family has on the child and the therapy space. A child is often
referred to Chroma at a time when the family are in crisis. There can be a reduction in emotional
resilience, and the family feel they cannot cope with the behaviours of the child. If a family accesses
the support offered by the therapist and professionals there seems to be, in my experience, a higher
chance of a positive therapeutic outcome. All these thoughts, reflections, research and experience
have informed the development of S-CAF in the hope that we, as therapists, can provide consistent,
individual and useful care for the families that we work with. The aim of this paper is to describe the
process of development which led to creating S-CAF. Firstly, there is a review of findings on how
trauma affects the brain, followed by a discussion on the factors that contribute to effective therapy.
The paper concludes with a proposal for a pilot scheme to test the effectiveness of S-CAF on
measuring resilience and effective therapy with families.

Research has shown that children who are exposed to trauma often experience challenges with
cognitive abilities, and experience changes to their brain structure (Enlow et al., 2012). Children may
present with a reduction in executive functioning, and their brain structure can show a reduction in
volume in the cerebral cortex and hippocampus. They can also experience challenges in cognitive
domains, indicated by 1Q levels and reading and maths ability.

Enlow et al. (2012) found that interpersonal trauma in infancy had a negative and enduring
impact on children’s cognitive development (past the age of five), even when adjusting the data for
environmental contexts. Some physically traumatic events have a direct impact on the brain, i.e., a
head injury caused by physical abuse or severe malnutrition. When the trauma is psychological, the
damage is caused by overloading the stress pathways in the brain. Extreme stress causes changes in
the chemical and hormonal balance in the brain, as well as damaging the neurotransmitters that
connect the different areas. Enlow et al. (2012, p. 1005) state that “because early brain organisation
frames later neurological development, changes in early development may have lifelong
consequences”.

Bremnar (2006) discussed the long-term effects of the child experiencing high levels of stress.
After trauma, the brain shows long term changes in neurochemical systems and specific brain regions.
The production of cortisol increases dramatically, and the hippocampus, amygdala and prefontal
cortex are affected. As the brain is flooded with cortisol, neural pathways change, causing dysfunction



in cognitive processes. The hippocampus, amygdala and prefontal cortex all play a part in verbal and
actual (visual) memory and emotional regulation, meaning that the child will struggle in times of stress
into his adult life.

Winnicott (1971) proposed that the child's relationship with their caregiver (specifically their
mother) is the biggest indication of future mental wellbeing. If a child does not feel safe or is not
psychologically/physically safe, their levels of cortisol (a stress hormone) rise. When this increase is
long term, the neural pathways in the brain are permanently changed.

Richard Anderson (1978) developed the idea of humans arranging cognitive information in
schemas (or schemata). A schema is the ‘mental framework’ in which we remember and organise
information. As we mature, our schemata help us by providing a social and emotional anchor for our
behaviours. With our schemata as a cognitive base, two further skills of emotional understanding are
employed in our reactions to others — reflective functioning (how we understand feelings) and then
mentalisation (seeing things from another perspective) (Goulding, 2007).

In children who have experienced trauma, the schemata are dysfunctional. For example, in a
good enough environment, a child will learn that if they cry or ask for help, their caregiver will respond
by soothing and listening to them. The consistent caregiver will meet the emotional and physical needs
of the child more often than not, giving the child a functional emotional schema to refer to. When
caregivers are in crisis, they may not have the capacity to meet the needs of the child. If the child cries,
the parent does not respond in a thoughtful way. The child either feels catastrophically overwhelmed
or dissociates from the situation. As the child matures, this dysfunctional schema becomes their
reference point in times of stress, and the child will react by behaving in a similar way.

To understand further the impact of stress on brain function, it is important to look at working
memory. A healthy prefrontal cortex is essential to working memory. As noted above, this is also a key
area that is affected by trauma. Extreme stress can cause structural damage which lessens the
capacity of working memory (Luethi et al., 2008)

Working memory holds temporary information and is responsible for reasoning, behaviour and
decision making. Theorists have argued that working memory is directly related to the development
of cognitive processes in humans. Cognitive abilities in childhood are reliant on a successful working
memory; in fact, the capacity of working memory is a predictor for these abilities (Case, 1985; Jarrold
& Bayliss, 2007). Kail (2007) led a longitudinal study on working memory in children from one year old
until later life and found that this area of brain development was the strongest indicator of reasoning
ability in maturity. Working memory is affected physiologically by acute and chronic stress (Arnsten,
1998). The effects of stress on the physiology of the brain — both functionally and structurally — can
help explain how stress impacts mental ill health. When we are stressed, working memory capacity is
reduced, and therefore so is our ability to think reasonably and make decisions, possibly adding more
stress to our daily lives. Mood states, whether positive or negative, influence the chemical structure
of the brain, which can also affect problem solving (Revlin, 2007).

As well as having implications for the young person, the impact of trauma on the brain has
implications during therapy. For information to be stored in long-term memory (and remembered as a
changing experience), it needs to have meaning and association with previously acquired knowledge,
I.e., it needs to be relevant to our lives. One way to ensure relevance is with mental repetition, which
improves memory storage. A further key element of relevance is motivation. If a person is fully



engaged in a task or moment, they will remember it as a sensory experience. In therapy, there must be
time to build positive experiences, with links to the client’s subconscious, in order for the therapy to
be truly effective. Regular and consistent therapy sessions become imperative to positive change
(Thomas, 2006).

Having established working memory capacity and repetition of behaviours as key elements in
the learning processes of humans, we can now start to think about how this relates to change through
the therapeutic process.

Many therapists will experience positive outcomes in their work with clients. This success may be
measured using a questionnaire, or standardized tool. It may be that the client feels more resilient and
ends the treatment when they are ready. An important part of the therapist’s role is to reflect on the
journey that opened up with the client — “Why did it go so well? What did we do together that
helped?” In the following section, | will discuss research around what makes an effective therapeutic
experience.

According to Lambert (1992), there are four main factors in a therapeutic relationship, which can
be divided into ‘therapist issues’ and ‘client issues’. Lambert weighted each of the four factors with a
percentage, relating to how much they affected the therapeutic experience. The two factors that the
therapist has control over are ‘relationship’ and ‘model’. Relationship, which accounts for 30% of the
overall therapy experience, is associated with the character of the therapist; namely, warmth, empathy
and acceptance. The model used by the therapist accounts for 15% of the therapy experience. Then,
there are two factors which are ‘client issues’. Firstly, the client’s hope and expectancy for the outcome
of therapy (whether hoping for a positive or negative outcome). This accounts for 15% of the overall
experience. Secondly, the client also brings extra factors — or characteristics — which make up 40% of
the experience and include the client’s inner strength, support system and the influence of their
environment. If the weighting for the therapist factors and client factors are added, the therapist
carries 45% of the responsibility for a positive outcome in therapy, whilst the client carries 55% of the
responsibility (Lambert, 1992).

Thomas (2006) tested Lambert's theory in a family counselling context. In this study, therapists
reported a higher emphasis on the therapeutic relationship, followed by the client’s expectancy of the
therapy. When surveyed, clients emphasised the importance of their expectancy for the therapy.
However, the majority of the factors for effective therapy from a client point of view were associated
with the therapist. Using Lambert’s proposed factors for effective therapy, the following section will
draw on literature to highlight the important aspects set out in the original study (Lambert, 1992).

Horvath and Greenberg (1989) suggest that the therapeutic alliance can be broken in to three areas:

e Bond: The relationship between the therapist and client.
e Goals: The aim of the therapy that the therapist and client work upon.
e Task: The methods used to work on the goals.



Sharpley et al. (2006) state that in order for the goals and task to be completed, there needs to
be a solid and meaningful therapeutic bond. This emphasis on the therapeutic relationship, with the
therapist at the heart of it, has certainly been found in many literature reviews over the past 20 years.
Lantz (2004) found that ‘relationship factors’ including empathy and listening skills suggested more
positive outcomes than, say, techniques or theories. The therapeutic relationship, or alliance, is a
space where client and therapist work together to create goals for positive change — and this is
common to all modalities of therapy. Teyber and McClure (2011) state that the relationship is built on
trust, acceptance and empathy. Empathy is a key element in forming any human relationship. As social
creatures, we respond to body language, tone of voice and eye contact, and can sense when the other
is listening acutely to us. Therapists can enhance the relationship by understanding the client’s
experiences and intentions; showing interest and engaging with them on their journey (Sharpley et al.,
2006).

The point in the treatment at which the alliance is made will have a direct impact on the
outcomes of the therapy. McCoy-Lynch (2012) ran a study with psychotherapists, using
questionnaires to capture their experiences on the factors of effective therapy. Over 50% of the
therapists interviewed stated that the first two to four sessions were the most important when building
bonds, with some therapists reporting a sense of the relationship within the first ten minutes of a
session (Littauer, Sexton & Wynn 2005). Factors such as how long the client has waited for therapy,
the efficiency of the organisation or therapist at responding to enquiries, and the initial contact for the
first appointment will add to the foundations of the therapy alliance.

Empowering the client in the therapy process is important when considering the balance of
power in the therapeutic alliance. Sullivan, Skovholt and Jennings (2005) found that therapists who
were struggling to start positive change in their clients had new success when they discussed this
barrier with their client. This action seemed to lead to the finding of a joint solution to the problem and
reaffirmed the mutual alliance. In parallel to this, Littauer et al. (2005, p. 30) surveyed 36 clients after
their second psychotherapy session and the found the following qualities to be most important: “be
warm, calm, responsive, be prepared and have a plan, listen attentively, be understanding, and balance
specific questions with comments and conscientious listening”.

Black et al. (2005) discuss the influence of attachment styles and behaviours on the ability to
make and sustain relationships. This seems particularly relevant when discussing trauma and work
with children. When a client is feeling unsafe, they will revert to their original behaviour patterns. In the
therapy space, these behaviours can become heightened in the transference of the therapeutic
alliance. If the client has experienced trauma through parental abuse or neglect, they may
subconsciously revert to this as they feel vulnerable in the therapy space. This can harm the
relationship, and therefore the outcomes of the therapy. Attachment styles in clients cross two
elements of the factors of effective therapy: the therapeutic alliance and the ‘extra factors’, or client
characteristics.

Bachelor et al. (2007) found a high correlation between the client's motivation, symptomology and
relationship skill in positive outcomes in therapy, echoing Lambert's (1992) findings stated earlier.



When the client is invested in the process of therapy, it will help to create a safe space where difficult
feelings can be explored (Sullivan, Skovholt & Jennings, 2005). This is the crux of therapy: trying to
understand why the client is in turmoil and how that relates to their life — past, present and future.

As the client’s personality affects the progress of therapy, so does the therapist’s. The therapist
needs to be reflective and flexible, working in partnership with the client. They need to feel positive
about the outcomes of the therapy and communicate this to the client (Whitbourne, 2011).
Interestingly, evidence shows that the amount of experience, training or professional skills a therapist
has do not have a significant effect on the therapy experience (Hersoug et al., 2001). Hoglend (1999)
found that variables such as therapist personality, training, years of experience and even amount of
supervision had inconclusive results with regard to the outcomes of therapy. However, Hoglend did
find that unplanned or early endings with clients were more highly associated with inexperienced
therapists, which could be related to the building of the therapeutic alliance.

If we return to Horvath and Greenberg'’s (1989) three areas of the therapy relationship, the model used
by the therapist would be the ‘task’. In creative arts therapies, the task is the modality of the therapy
— whether that be one of the specific disciplines of art therapy, dramatherapy or music therapy. When
areferral is made, it is usually with a modality in mind. Sullivan, Skovholt and Jennings (2005) detailed
numerous studies showing that the modality of the therapy was unimportant as most approaches will
offer positive change. This again suggests the force of the therapeutic alliance is key to the change
process. The modalities that Sullivan, Skovholt and Jennings referred to were associated with
traditional psychotherapeutic thought, and there was no evidence available at the time of writing on
arts therapies models.

Hoglend (1999) suggests that the therapist must find a balance between clinical judgement,
creativity and flexibility in order to bring about change. The therapist must use a range of therapeutic
tools to meet the needs of the client. When clients are asked about their experiences in therapy, they
do not always speak of the modality, but of the relationship and characteristics of the therapist (Carr,
2011).

McCoy-Lynch (2012) found that from the interviews in the study there were several themes for
successful therapy. Therapists suggested that being open to new ideas and receiving regular
supervision was important to them when informing their practice. One interviewee shared that “not
being complacent, going to training, reading books, expanding your skills and thinking and recognising
your own countertransference” (McCoy-Lynch, 2012, p. 26) are all ways to develop and support clients.
All therapists agreed that high numbers of sessions, consistency of the therapist and frequent (weekly,
for example) sessions all contribute to successful outcomes in therapy.

When a client seeks out therapy, a self-referral, they are more likely to succeed in the therapeutic
process (Hoglend, 1999). Summers and Barber (2003) shared this view in that the client’s pre-
treatment expectations, added to the alliance created between the therapist and client, will have a



positive impact. In Lambert's (1992) original study, the expectancy of a positive outcome by the client
contributed to up to 15% of the therapeutic outcome. Sprenkle and Blow (2004) also found this
therapeutic variable important and suggested that this factor was not specific to a particular model of
therapy. In Thomas’s (2006) replica study of Lambert's work (discussed above; Lambert, 1992), both
therapists and clients felt that hope for positive work being done was of higher significance than was
expressed in Lambert’s study. Therapists felt that hope represented 27% of the emphasis in the
therapeutic experience (ranked second), whilst clients believed this to be the most important factor
(30%).

Winger (2010) suggests that although there are myriad of reasons why people seek therapy, the
one common factor is hope; it is the “essential therapeutic factor” (Winger, 2010, p.6). Hope for the
possibility of change is open to all people from all cultures, experiencing all challenges. When feeling
hopeful, clients are more likely to believe in their future and value, and this is then linked to self-esteem,
positive personal relationships and overall wellbeing (Basset, Llody & Tse, 2008). With 80% of clients
receiving therapy experiencing enhanced general wellbeing (Synder, Michael & Cheavens, 2006),
Synder proposed ‘The Psychology of Hope’ model (Synder, 1994). This is a two-component theory:
Pathways Thinking, which is associated with a client’s ability to “produce one or more workable routes
to their goal,” and Agency Thinking, which regards the client’s ability to move along these routes to their
goals (Winger, 2010, p. 11). For hope to be present, both components need to be available to the client.
Synder (1994) proposed several blockages to The Psychology of Hope — stress, negative emotions
and difficulties with coping. Clients who are experiencing high levels of difficulties will struggle to
engage in the often painful and challenging journey of therapy. They seek therapy in despair, without
hope. As discussed earlier, the lack of hope could be due to the extreme impact of their presenting
problems, leading to a reduction in the capacity of working memory and therefore a reduced ability to
think reflectively about their issues.

The research reviewed here suggests that, although there are many factors that create an effective
therapeutic space, the therapeutic alliance and the motivation of the client are the most important
factors. Meeting the client where they are emotionally will enable the therapy process to have positive
outcomes as the therapist works flexibly and empathetically with the client. As professionals, we may
even have a duty to ensure that the client is in the ‘right place’ for therapy to start. This could include
having a safe base, resources to call upon (time, money and people), reduced symptomology and a
motivation for change to happen. To ensure this, there needs to be more emphasis on assessment
before therapy, and funding in place to ensure therapy can take place regularly to allow the therapeutic
alliance to take hold and grow.

The four main areas described above — therapeutic relationship/alliance, client characteristics, model
and expectancy — can be used in a variety of therapy settings. How do these factors relate specifically
to music therapy with children and families, and how can therapists use them to enhance their work?



The factors reaffirm the therapist's responsibilities to give the family the ‘benefit of the doubt’
(Swanick & Jacobsen, 2018). This means that even though the family are accessing therapy to relieve
their difficulties, the therapist has an obligation to shine a light on the positive aspects of the family.
Often a referral for music therapy will be specifically for the child. However, by understanding the
dynamics and emotional landscape which surrounds the child, the therapist can have a more positive
effect, and therefore a greater chance of enabling sustainable change after therapy. In this supportive
way of working, the child not only gains positive attachment experiences and tools for coping and
understanding through therapy, the family does, too. This, in turn, can foster stronger bonds between
parent and child and an enhanced sense of resilience for the future.

Music therapy has an evidence base on the power of creating attachment and alliance through
its emphasis on nonverbal communication (Cropper & Godsal, 2016; Saotome, 2010; Swanick &
Jacobsen, 2019; Van der Kolk & Saporta, 1991). For the child who has experienced trauma in the levels
needed for therapy, using spoken language may not be possible (and they may not be ‘in touch’ with
their experiences in this way). Music provides an accessible way for the child and therapist to meet
each other and create a safe and meaningful bond without words. With this bond comes the
therapeutic relationship needed to explore, understand and nurture the child’s inner world.
Furthermore, music therapy can bring solace to a child as well as give them a method for managing
intense emotional experiences (Saarikallio & Erkilld, 2007).

In the UK, the role of the music therapist has commonly been part of a wider, multi-disciplinary
team, typically in schools and NHS settings. In recent years, the source of funding has changed and
now the families and professionals referring children to music therapy have a bigger impact on the
goals being set for the work (Thomas & Abad, 2018). With this in mind, ‘extra factors’ and the
expectancy of the family may also have an increased impact on the subsequent outcome of the
therapeutic contract. In the music therapy work that is undertaken with traumatised and/or adopted
children, extra factors such as the stability of the family and their ability for reflective functioning will
affect the child’'s experience of therapy; the child may start to change and realign themselves in the
therapy room, but without the ripple effect of change in the home environment, it may end there. The
music therapist can bring something of themselves to support the family — offering regular time for
the family to reflect on the process they are going through, and being available to encourage in times
of difficulty or celebrate small successes which will create a further bond within the family. They can
learn coping techniques and resilience (along with the child) by being heard by the therapist and
therefore feeling more supported in the journey. Having a positive experience with an empathetic
professional will increase the sense of hope and expectancy for the future.

In order to address the themes offered by the literature review and discussion, a pilot study of a
questionnaire has been proposed. The pilot study will use data collected by the associate therapist of
Chroma, using the Swanick-Chroma Assessment of Support Factors (S-CAF) questionnaire. The
questionnaire is divided into sections which reflect the highlighted factors of effective therapy:
relationship between parent and child, client and therapist factors, model and expectancy. Each



section has questions that are used to ascertain key qualities for the major factors. For example, the
question “How easy is it to be affectionate with your child?”, helps the assessor to understand the
relationship between parent and child and their perceived attachment experiences (see Figure 1). The
questionnaire uses a Likert scale, which typically uses numbers to rate an experience/issue, along with
some qualitative questions. The aim of adding qualitative questions to the number rating scale is to
encourage reflective thought and therefore add to the expectancy predictions of the family.

i. How easy is it to be affectionate with your child?

DiFFicULT SOMETIMES POSITIVE & SUPPORTIVE
1 2 3 4
My relationship is There are periods | always feel close
difficult all the each day where | & warm towards my
time feel close to my child

The proposed pilot study is based on the hypothesis that by assessing the emotional and practical
resources available to the family at the time of referral, and subsequently meeting needs where
appropriate, the family will experience a positive experience of therapy and increased hope for the
future. A positive outcome will take into account an increased attachment and/or increased
understanding between parent and child, increased hope for the future, a stronger sense of emotional
resilience and coping skills in the client and family.

To test the validity of the S-CAF, a pilot scheme will be run through Chroma Therapies Ltd
(www.wearechroma.com). Chroma is the UK's largest arts therapies organisation and specialises in
working with attachment and trauma, as well as neurological issues. The funding for much of the work
is provided by the Adoption Support Fund (ASF) and commissioned by local and regional authorities
for social services. The ASF provides funds for essential therapies for families who have adopted
children or who have Special Guardianship of children who have been removed from their birth family.
The associate creative arts therapists who undertake the contract work for Chroma will use the S-CAF
as part of their initial assessments and final evaluations on each case.

At the point of referral, the questionnaire will be used by the lead therapist to assess the current
situation of the family and their alignment to the factors. The information from the questionnaire will
be used to collect data and to inform the professional team of the family’s supportive factors. The
professionals involved may or may not use the outcome data to implement further support for the
family (information on this will be collected at the evaluation stage).

Therapy will unfold as planned. At the end of the therapy, the lead therapist will contact the family
and evaluate the therapeutic process using the S-CAF. The pilot scheme will run for six months, with
the average length of therapy through the ASF being 22 weeks.



Participants for the S-CAF will be adoptive families referred for arts therapies through social
services (in the UK) and entitled to funding from the ASF. Children aged between three and 16 are
eligible for the S-CAF.

The S-CAF questionnaire has been shared with social workers in London and the South West of
England (through two regional training days provided by Chroma), with positive feedback. Several
associate therapists from Chroma have also used the questionnaire, and the S-CAF has been moulded
with the need of the users in mind with the aim of gathering useful information on the family.

The S-CAF questionnaire is an evaluation tool with an emotive underpinning. It asks the family
to reflect on their current experiences and identify what is difficult and what is working well. For some
families, this level of self-reflection can be hard as they may feel trapped in managing challenging
behaviours or in denial about anything but the positive aspects of their relationships. As Lambert
(1992) and Thomas (2006) found, the ‘extra factors’ or the client characteristics play a large part in the
outcome of the therapeutic experience. When working with children, those extra factors are not only
in the child client, they are heavily influenced by the family making the referral, as the child is still
dependent upon them. The S-CAF questionnaire hopes to encourage a sense of responsibility in the
family through their reflection on and understanding of the relationships with the child. Furthermore,
the professionals working with the family are able to see the holes in the safety net around the child
and help to fill them by providing resources individually tailored to the family needs, so that the child
and the family have the best possible chance of experiencing positive change. The resources needed
may not require additional funding; it could be an extra phone call or meeting each week to help the
family feel heard.

Ideas for further research using the S-CAF questionnaire are still in early development. The
questionnaire will be used both pre- and post-therapy with families, and a full data set collected. It is
hoped that supporting the wider family will have the predicted positive impact, and that the S-CAF
questionnaire will be a useful addition to the evaluation tools used by music therapists. The S-CAF
may also be appropriate to use with other therapeutic mediums, such as art or drama therapy, or even
outside the creative arts field in social work and NHS settings.
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EAANvikn iepiAnyn | Greek abstract

Mool eival oL mapdyovTeg TG aNOoTEAECHATIKNAG Oepaneiag;
EvOapplvovTag pLa OETIKN EPTELPIA YLA TLG OLKOYEVELEG OTN
HouolkoOepaneia

Rachel Swanick

MEPIAHWH
AuTO TO ApBpo eEeTAleL TNV EMIDPACH TOU TPAVUATOG OTN YVWOTIKI avANTUEN, cLVOEOVTAG TIG MANPOYPOPIE]
PE pla avackomnon evog pepoug TngG dlabsotung BLBAloypapiag n omoia avaPpePETAL GTOUG MAPAYOVTEG TOU
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gVIOXVOULV TN BepaneuTIKn epmelpia. Map’ 0Ao Tov ol MAnpoPopieg mou enaveEeTadovral €dw aPopouv Tn
YEVIKI YuxoBepaneia, MPOBANAETAL YlA YEVIKOTEPN OUCATNON O OXEON WE TOV AVTIKTUTIO TIOU €XOUV Ta
gupnuaTa auTA OTn JoucolkoBepameia. Q¢ amMAVTNON OTA €ULPAUATA KAl OTN  OULVEXN KALVIKA
HOUGIKOBEPAMEUTIKI EPYACIA HOU GTOV TOPEA TWV EMMTWOEWY TOU TPAUPATOG, TPOTEIVETAL €va TUAOTLKO
TPOYPAA IOV Xpnotyomnolel To epwTnuaToAoyto Swanick-Chroma Assessment of Supporting Factors (S-CAF)
To omoio BacideTal oTOUC TEOOEPLG BACLKOUG TAPAYOVTEG AMOTEAECUATIKAG Bepaneiag Tou Lambert: Tn
oxéon/ouppaxia, Ta XapPaKTNPLOTIKA TOU TEANATN, To HOVTEANO Oepameiag kat Tnv Tmpocodokia. To
EPWTNUATOANOYLO0 S-CAF propel va MPOooPEPEL EUKALPIEG GTOUG EMAYYEAUATIEG KAL OTNV OLKOYEVELA TIOL
TIAPAMENTETAL YiIa Bepaneia va avacToxaoTouyv Mavw oTa enineda ocuvatodnuaTiKAG Kat MPaKTIKAG oTAPLENG
nou SlaTiBevTal TPV Kat YeTA Tn BepamneuTikn dladikacia. MpoTeiveTal 6TL 0G0 MEPLOCOTEPO N OLKOYEVELA
atoBaveTal 0TL LIOOTNPIZETAL CLUVALEBNUATIKA, TOGO PHEYAAUTEPN €ival n TBavoTNTA ETUTUXIAG TOGO KATA T
OldpKeLla 000 Kal YeTA Tn Bepaneia. MpoTeiveTal AOLTOV €va TAOTLKO EPELVNTLKO TMPOYPAUHA Yid TOV EAEYXO
TNG €yKLPOTNTAG TOL €XeL TO S-CAF, Jg Toug dnNULOUPYLKOUG BEPATEVTEG HECW TEXVWV TIOL OXETICOVTAL e
Tnv Chroma —€vav opyaviouo yia Tig OnULOUPYLKEG Bepaneieq PEOW TeEXVWV O0To Hvwpevo Baoilelo— va
EVTAOOOULV TO EPWTNHATOAOYLO WG PHEPOG TNG BePAMEUTIKNG Toug dladikaciag (Kard Tnv anoTiynon Kat Tnv
a&loAoynon). Ta anoTeAéopaTta ano To EpWTNUATOAOYL0 Ba XpNoLPoTolnBoUV yid TNV EVAHUEPWON TWYV OTOXWYV
TNg Bepaneiag mapexovrag oTnPLEN oTNV OLKOYEVELQ, OTIOU aTaAlTETAL.

AE=EIZ KAEIAIA

Tpavpa, BepaneuTikn cuypayia [therapeutic alliance], a§lohoynon
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