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I FOREWORD 

. The national research programme Affordable Social Security is housed 
. within the Institute for Sociological and Demographic Research at the 
Human Sciences Research Council, and is operationalized through six 
subprogrammes, one of them that on Affordable Social Provision. 

The main emphasis of the national programme and its subprogram~es 
. is placed on issues of affordability and accountability in the broader field 
of social security and the provision of social services. This book, ·while 
publicly launching the subprogramme on affordahle social provision, also 
serves two other objectives. Firstly it focuses on methods of helping in 
which time rationing is purposefully applied as a contribution towards 
greater affordability,. and secondly, it is designed in such a way that it 
could be used as a tool in training and a guide for practitioners in differ­
ent human service fields. 

Moreover, as 11 persons from outside the HSRC contributed directly to 
the book, this is also an example of the kind of partnership research which 
the HSRC has been actively seeking for a long while. I trust that the pub­
lication of this book will encourage academics and professionals from 
different fields of social science to become involved in resea,:-ch under 
this programme . 

. J.G. GARBERS . 
PRESIDENT OF THE HUMAN SCIENCES RESEARCH COUNCIL. 
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( 
PREFACE 

In this book the experience of a number of practitioner-researchers with 
different variations of shorter term intervention is explored. It is presented 
mainly by means of the case study design although the authors have in­
corporated a considerable amount of relevant reading into their 
contributions. 

· The first chapter demarcates the field of time-limited intervention· and 
includes references to variations such as crisis intervention, task-centred 
therapy and brief therapy; the basic characteristics shared by all the vari­
ations; and target groups for whom and settings in which time-limited 
intervention is appropriate. Research in the field is referred to and ad­
vantages as well as contra-indications are discussed. 

· In each of the subsequent chapters there is a descriptio~ in gre~ter depth 
of some·aspect touched on in the general overview. The authors of these 
chapters are all directly involved in the specific project or the kind of 
intervention they describe. "Kind of intervention" could also refer to 
a specific setting such as occupational social work and social work in pri-
vate practice. . 

Although time-limited intervention is traditionally a more clinical ap­
proach where a therapist treats an individual in"an office situation, some 
kinds of time-limited intervention, for example disaster aid, are com­
munity oriented. A third variation is that dealt with in the chapter on 
crisis intervention and community development; where community" de­
velopment has a mainly preventive focus, with the crisis therapy compo­
nent of this agency then responding more swiftly to those cases where 
a problem has advanced to a stage " necessitating individualized attention~ 

" Readers may notice some overlap in content in the different chapters "as 
· well as the occasional paradox. The first can be ascribed to the fact that 
each chapter represents an" effort to portray a specific situation as fully 
as possible; and the second to the nature of time-limited intervention 
as an art in which techniques are" adapted to specific situations" Exam- " 
pIes of the latter are the differential use of the "contract" and the"way 
in which interviews are spaced. 

" Although the approach of time-limited intervention is suggested as be­
ing particularly valuable at a time when services are increasingly being 
examined for effectiveness and efficiency, some words of warning are ex- , 
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r' ,. 
pressed in the final chapter .against the indiscriminate use of any approach \ 
merely because it appears to be less expensive. Practitioners should rather 
continuously arrange and analyse the considerable amQunt of data that 
reaches them regularly, in order that the theory and practice of human 
service delivery is refined in such a way that intervention will become 
more appr~priate to the problems in hand. 

INA SNYMAN 
On behalf.of the Work Committee for the Programme: Affordable 
Social Provision 

x 
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TIME-LIMITED.INTERVENTION: A GENERAL 
OVERVIEW 
Ina Snyman 

L INTRODUCTION 

The demands of accountability and affordability which are paramount 
in times of econpmic stagnation and shortage of trained manpower, re" 
quire a new look at expensive, long-term restorative work in the fields 

. of 'soc~al work, social welfare and related fields. . 

Also, as fees 'have begun to be charged in the field of social work and 
private practice as is the case in other professions (see Cummings 
1986:426-431 on psychology), time-limited or "brief", task-centred as­
sistance at critical moments,when need is greatest pr when intervention 
. can have its biggest impact seems to have .particular releva.nce. 

The roots of this kind of intervention could nevertheless ·be'! traced back 
to different stages in the development of social work and psychotherapy. 
Already in 1920 psychiatricaJly: trained, clinical workers in America dis- . 
tinguished between "intensive" cases which required an in-depth inves­
tigation into their ~ocial conditions, and "slight service" cases in.which 
an immediate service based on more apparent facts, was provided (Go­
lan 1978:38). 

Some years later the unsettled circumstances of the 1930s resulting from 
the Great Depression created a need for different kinds of disaster relief, 
and in big cities stranded passengers and other transients necessitated 
the founding of the Travellers Aid Soaicty which could offer short-tC'lrm 
emergency care at rallway stations and bus terminals. The situation of 
such people required immediate relief, and the beneficial effects of limited 
bunangible, immediately attainable goals became apparent in the later 
1930s from the reports of the Travellers Aid Society (Golan 1978:39). 

The Second World War left many soldiers psychi.atrically disabled and 
created a need for more attention to be given to mental health. At this 
stage new drugs and an awareness of the ineffectiveness and often 
detrimental effects of long-term hospitalization resulted in a move away 
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from long-term, total care to community facilities providing preventive, 
short-term services (Golan 1978:28). 

In the ~ecades to follow many aJ:lt~o!sp<?jnted to either the effectiveness 
of time-limited intervention":':" 10 ptper words it proved successful for 

. certain clients - or to its efficiency: that is, it showed results that were ' 
as favourable or better than open-ended analytic therapy over a shorter II 
period of time (cf. Garvin et al. 1976:238-267; Hepworth, Larsen 
1982: 10-11, 278-279, 296-297; Budman, Gurman 1983:277-292; Fish-
er 1984:101-106). . 

In the sections on research and on advantages and benefits, more atten­
tion will be given to the effectiveness and efficiency of time-limited 
intervention. . . 

The characteristics of timeliness, greater brevity, focus and intensity of 
attention have therefore taken shape in a variety of approaches or strate­
gies in different counselling and therapeutic fields or with regard to differ­
ent situations that require problem solving. 

In the next section a short exposition of the different strategies and ap­
proaches that fall under the concept· of time-limited intervention is provid­
ed, followed by a discussion of the situations that are amenable to time­
limited intervention, its main features, underlying theory, research in 
the field and the advantages and benefits of time-limited intervention. 

2. MAIN STRATEGIES AND APPROACHES 

The following terms are generally associated with time-limited 
intervention: 

CrIS1S 

brief 
time-limited 
task -centred 
behaviour 
limited-goal 
emergency 
targeted 

therapy / work / intervention / practice . 

In the re~t of this discussion the term time-limited intervention will be 
used to refer to the general concept of structured, short-term, task-centred, 
limited-goal work, while more circumscribed interventive methods will 
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be discussed in accordance with the term- by which each one is known. 
Only a few of the above are defined briefly in the following paragraphs. 

The first strategy, namely crisis interve~tion. refers to the giving of at­
tention at times when people experience an event in their lives which 
is so unexpected or disruptive, or requires such new or unusual adjust­
ment or problem-solving skills, that their regular coping resources prove 
insufficient. Some mOfC specialized cri~is interventive strate'!gies have'! been 
. developed , namely disaster therapy, bereavement counselling arid grief 
work (Schoenberg 1980; Malherbe 1976; Strumpfer 1975; Lonsdale et 
at. 1979), while some types of shon-term guidance are offered with regard 
to expected crises such as when a disabled person goes to live indepen­
dently for the first time, or when a child leaves home to attend a board­
ing school. However; different types of crises and their special compo­
nents are discussed more fully in later sections. 

In bnef therapy the emphasis is on the explicit understanding of the brevity 
of the therapeutic contact rather than on the circumstances under which 
it is applied. The setting in which it is used, nevenheless determines the 
exact time span of the therapy, for instance preparation for release from 
long-term institutionalization, or a holiday camp for the newly widowed 
or divorced, etc.; and "brief' could therefore refer to a limited number 
of meetings, a few weeks or even a few months (De Shazer et at. 
1986:207-221; Budman, Gurman 1983:277-27?). 

By time-limited work is also understood that therapy is not going to be 
extended indeterminably, but the emphasis is on the fact that the dura­
tion of the therapy period is decided on beforehand, rather than on the 
actual brevity of it.. However, as already stated, "time-limited" is also 
a handy all-embracing term which in this discussion will be used to refer 
to the shon-term therapies as a group. 

Task-centred pract£ce is a technology for attending to specific, target 
problems perceived by clients - or in cenain circumstances authorities 
- as requiring focused intervention. Taliks are framed to state what the 
client and practitioner are to do, and while the main tasks may be in 
the form of a general directive for action, there will be more tangible 
task specifications which may change form and content as intervention 
proceeds (Garvin et al. 1976:238-267; Epstein 1980:3, 11, 13). 

The treatment seminar is here considered a specific approach, although 
it could also form pan of a particular kind of setting, namely non-formal 
or unofficial education. It resembles an informal classroom learning 
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situation which, for some people, is a more acceptable format for problem 
solving. The kind of change of life-style necessitated by, for example, 
life transitions, may require physical and emotional accommodation, al­
tered and I or new relationships and very likely, a restructuring of the hi­
erarchy of value priorities (Welch 1986:'-9; Golan 1980a:26,-266). 

From these short descriptions it should be obvious fihtly, that interven­
tion is structured in each of the strategies,' and that this distinguishes 
this category of intervention from the more fre~-flowing, analytical and 
growth-oriented, open-ended style of the traditional egopsychological ap­
proach followed by such professions as social work, psychology and psy­
chiatry. Secondly "the time allotted to treatment is rationed" regardless 
of the way the allotted time is allocated, for example one-hourly sessions 
every day for three weeks or one hour a week for I, weeks (Budman, 
Gurman 1983:277; De Shazer et al. 1986:207). 

3. SITUATIONS AMENABLE TO TIME-LIMITED INTERVENTION 

The situations which are particularly amenable to intervention of this kind, 
refer to: 

• clients with certain characteristics, 
• events or problems of ;t certain kind which have already occurred or 

seem imminent, ' 
• settings in which a profession is practised and 
• a combination of the first three, as found in situ;ltions calling for follow­

up intervention. 

3.1 Clients with certain characteristics 

Often client behaviour is problem- or event-specific and not representa­
tive of a permanent characteristic of the client. For example, a person 
who has gone through divorce and one who has lost a child, might dis­
play similar symptoms of depression, preoccupation ,or despair, and both 
of them might be helped by time-limited intervention to return to satis­
factory social functioning. 

On the other hand, some clients are characteristically lacking in ability 
and tolerance for entering into, and continuing with, more traditional 
long-term insight therapy with its emphasis on reflective discussion, im­
aginative self-scrutiny, and analytic and abstract thinking. The associa~ 
tion of many of these clients with therapists or welfare bodies 
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does not lead to the acquisition of coping skills that would sustain them 
in the long term, and they therefore need concentrated practical assistance 
every time a new problem arises. 

This latter category of clients will be discussed first .. For example, according 
to Fischer (1978) working clais people do not like to reflect on their situ­
ation during lengthy interviews; they expect the help they are likely to 
receive to be demonstrated early in the contact; there should be rapid 
results and their complying with the therapist's expectations and require­
ments should be. rewarded immediately and explicitly. 

Reid (1978:86-87) and some colleagues have concentrated on develop­
ing a system of practice suited to the orientation of the lower-class client, 
and although they have not conducted many studies comparing the task­
centred model to other approaches with regard to this particular type of 
client, they found that lower-class clients themselves evaluated this kind 
of treatment very positively because they ulJ.derstood the service better 

. and felt they were more often getting the kind of help they wanted .. 

Irvine (1979:27-31, 95-134) discusses certain "immature" people, "hard­
to-like" families and "inarticulate" mothers and identifies such special 
characteristics in them respectively as: greedy demandingness; impulsive­
ness, lack of control, aggression, compulsive expression of needs and limit­
ed sense of time, money and property; and self-centred babbling - . 
without ever listening. The author describes'the need such clients have 
for the therapist's demonstration of goodwill and for practical signs of 
his approval and willingness ~o "nurture", but at the same time to present 
himself as a strong, decisive parental figure who could tell them what 
to do. . 

Although work with such clients might appear to require long-term in­
tervention, their dependency needs, chaotic life-style, impulsiveness, etc .. 
make the prospect of a significant permanent improvement in social func­
tioning unlikely, and intermittent brief intervention is probably more 
appropriate. 

Some people might cope perfectly well under normal circumstances, but 
they might have a high-risk characteristic which makes them vulnerable 
at times or which creates a need for intervention at specific times; for 
example a disabled person whose disability necessitates a series of opera­
tions over a period of several years but who might.only need social work 
or psychological intervention round about the time ofthe operation (see 
also Cummings 1986:429-430). 



In certain circumstances people who might otherwise tolerate or prefer 
a different kind of intervention or service". could only use brief interVen­
tion which is non-analytic and clearly focused on a specific objective. For 
example, the patient in the waiting room or waiting corridor of a health 
.facility can panicipate in or listen to discussions about alcohol abuse, sound 
diet or family planning, but would not feel that he has the time or privacy 
-,-" or that the procedures of the hospital or the clinic would allow him 
- to enter into in-depth analysis of his alcohol or obesity problem er 
his family planning routine. 

3.2 Events or problems 

Crisis intervention has already been mentioned as an approach or strate­
gy, and one of the types of events (or problems) amenable to time-limited 
intervention is therefore the crisis. There are different kinds of crises and 
the more common" differentiations are developmental or transitional""versus 
situational crises (Golan 1978) and expected versus unexpected crises 
(Adams, Adams 1984). Developmental or transitional crises are roughly 
those coinciding with the onset of different life cycles and are usually 
also anticipated crises. Situational crises are normally unexpected; for ex­
ample a sudden death in the family, job loss, some natural or manmade 
disaster, etc. 1 

Another model Oanzen, Ha{ris 1980) classifies crises according to tWo 
frameworks; one based on the source of the crisis, and the other on the 
nature of the event or of its main effect on people. The source categories 
are extrafamilial and intrafamilial, while nature categories are accession, 
as found in the case of marriage, pregnancy or the addition of a step'­
child to a family; dismemberment, as found in the case of death or deser­
tion; demoralization, as found in the case of non-suppon or infidelity 
of a spouse, drugtaking by a family member, or delinquency of a child; 
demoralization plus either accession - for example illegitimate pregnancy 
- or dismemberment - for example imprisonment of a family mem­
ber; and change of status, as found in the case of acquisition or loss of 
wealth or a move to a different neighbourhood. 

A special kind of crisis is the disaster of which the onset may be sudden 
like in the case of a floqd, landslide, bomb explosion or accident; or it 
may develop over time. and be of an enduring nature, like a drought or 
a war. However", in the latter case there usually still is a pojnt at which 
those subjected to the disaster or others around them will realize that 
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a crisis is at hand or that the phenomenon has reached crisis proportions, 
and that unusual or extraordinary remedial measures have to be taken. 

Disaster could take place on a macrolevel or a micro level. For example, 
a whole community or region could be hit by retrenchment, a bomb, 
a flood or a fire, or a single family may have its house burnt down or 
its access to the outside world cut off by heavy storms. 

What makes the crisis situation particularly amenable to time-limited in­
tervention is the realization of the victims that their previous coping 
mechanisms have failed, their consequent readiness to try new strategies, 
and the sudden availability of extra resources that can be utilized on be­
half qf the victims. 2 However, it is possible that a situational crisis oc-. 
curs while a person is struggling with a transitional issue, in which case 
the focus of time-limited intervention might prove too narrow or the 
timespan too brief (Golan 1980b:542-.550). . . 

Another type of event for which time-li;nited intervention is appropri­
ate is separation of some kind. Temporary or permanent separation cre­
ates what Webb (1985:332) calls "a crisis of separation/individuation" 
displaying most of the symptoms of other crises such as disasters, a sud-. 
den death of a breadwinner, etc. 

During any person's life, there could be several stages when separation 
takes place, but early childhood and adolescence are characterized by more 
pronounced severing of ties. Usually families have the necessary adapta­
tional skills to handle these upheavals and they soon settle into a new 
satisfactory relationsh~p. 

Sometimes, however, the separation is more far-reaching, for instance 
in the case of long-term hospitalization of a parent; or the family is una-

. ble to come to terms with the departure of a child· from home. In these 
cases the family might need some professional assistance ovc:r a shon period 
of time. to help it meet the de~ands of t~e .changed situation . 

. More and more, short-term work is also offered as a preventative or de­
velopmental strategy to help people not merely to •• grit their teeth and 
bear it" but to make the separation experience a pleasant or enriching one. 

Other kinds of separation are those experienced when a long-term help­
ing relationship has to be terminated, or when a person loses a limb or 
a sensory function and actually mourns the loss·of the limb, eyesigh~ or 
hearing in the same way as a bereaved person would mourn the loss of 
the deceased. . 
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Short-term intervention is also called for with regard to various kinds of 
abuse, such as physical child or wife abuse, incestual events involving 
children, and rape. Although contact in these cases could be' continued 
over a long perioq of time, the nature,of,the problem requires immedi­
ate intensive intervention over a short period as soon as it becomes known 
that the event took place or has been taking place - which often hap-

. pens when multiple' stresses create an episode of ,acute crisis for the 
victim3 (White, Rollins 1981: 103-109; Golan 1980b: 545) .. 

3.3 Settings 

Sometimes the setting in which a profession is practised. - rather than 
the client, a pr~blem or a specific event - determines, or requires the 
emphasis of a certain approach or strategy. The private social work prac­
tice, independently 01" as a part of a multidisciplinary group practice, in­
dustrial social work and social work in some health care settings are ex­
ampl~s of settings which lend themselves more to short-term, limited­
goal work than to longer term, growth-oriented . work. 

In private practice there is usually a fee per interview which has been 
scheduled for a specific time and duration, and these elements of time 
and money create a more businesslike atmosphere. Clients get involved 
more readily and there is a more immediate evaluative tone in the ses" 
sions. In other words progress or the lack of it is assessed more swiftly, 
and either way, termination of contact is decided upon to prevent any 
waste of effort, time and money. 

Industrial or occupational social work is practised in a business or cor­
porate setting wpich determines the atmosphere in whicl:t the problem 
solving takes place, as well as the kinds of problems the social worker 
will deal with. The problems are mostly jobrelated ones for which fairly 
rapid solutions have to be found because of the profound effect such 
problems have on the operation of the industry or firm (cf. McBroom 
1985 ). 

There is therefore seldom any lengthy reflection on family .and / or perso­
nality problems, and plans of action have to be speedily formulated and 
carried o~t, with quick follow-up evaluation of the outcome of the action. 

Health care settings usually present some kind of crisis which could be 
divided into two kinds, namely those where the crisis is characterized by 
a specific disastrous eve.nt such as a' heart attack or burning, and others 
where special preparatiQn and planning are called for su.ch as. upon the 
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discharge from hospital of an elderly patient" (Dhooper. 1984:294-30"3; 
Weinberg, Miller 1983:97-106; Kulys 1~83:182-195). ' " 

Hospital soCial work or work in the health field could also imply work 
at a veterinary hospital, and here short-term intervention would be ap­
plicable in the case of the death of a pet. The example described by Quack­
enbush and Glickman (1984:42-48) indicates that intervention of this 
kind w01,lld be very similar to that practised in other cases of bereave­
ment where an important member of the family social system has been 
removed. Examples of tasks needing attention are re-establishing equilibri­
um, coping with loneliness and finding support during the crisis of 
bereavement. " 

Other "situations" amenable to time-limited intervention are certain types 
of non-formal or unoffiCial education. Although this is not therapeutic 

"intervention, it ties in with the developmental function of social welfare 
(Gihdy 1970:33) and might be applied to upgrade the skills of various 
gr()ups such as clients, resource persons like foster parents, paraprofes­
sionals, management and trained staff. It could also, as stated before, 
provide the format for learning to adjust to th~ changes inherent in life 
transitions (Golan 1980a:265-266). . 

Birkenbach, Kamfer and Ter Morshuizen (1985:17-19) discuss "behaviour 
modelling" as an in-service training process for ~upervisors, and empha­
size modelling or demonstration, role playing or rehearsal and social rein­
forcement or constructive feedback onperrormance. Although the training 
programme was an ongoing one, individual trainee-supervisors under­
went it for a certain period only. As is typical in time-limited work, in­
tervention was focused sharply on a specific target behaviour, namely on 
the supervising ability of the trainee, rather than on his general educa­
tional development. It was also directed atthe acquisition of a skill rather 

"than at the personal problems .of supervisors. 

3.4. Follow-up 

Some situations call forfollow-up intervention some time after the criti­
cal event has taken place. This is die case with returned soldiers, sq.r­
vivors from a disaster or a war attack and different kinds of refugees (Miller, 
Turner, Kimball 1981:111-116). Therapy might or might not h~ve been 
rendered at the time of the event, but the victims usually experience a 
measure of geographical and social displacement at some later stage. For 
example, the soldier returns to a home which is totally different from 
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the war zone and probably also from the home he left; the refugee tries 
to settle down in a new country after a time of turmoil in his previous 
country and possibly a period of transition in a refugee camp, etc. 

For some of these people a non-formal educational format might suffice 
in assisting them to learn new ways of doing things, while others might 
need a more therapeutic kind of intervention to deal -with remnants of 
shock and· emotional upset. However, in both cases the greater likeli­
hood is that the intervention is needed for a limited period of time and 
that it will centre on a limited number of behaviours rather than on broad 
life spheres. 

While· this section dealt with the types of clients, events and situations· 
amenable to tim~-limited intervention, the next concentrates on the com­
ponents or characteristics of time-limited intervention. 

4. MAIN FEATURES OF TIME-LI~ITED INTERVENTION 

Some of the main features of time-limited intervention derive from the 
characteristics of the clients, and others from the circumstances created 
by the events or problems necessitating the intervention. 

In the previous section mention was made of certain characteristics of 
working-class and other types of clients, namely the need to be shown 
immediately what help to expect, to experience quick results and rewards 
and to get clear directives ina non-reflective atmosphere. Emphasis on 
behaviour change rather than personality change is therefore an impor­
tant feature: "(t)he search is for points of leverage to effect immediate 
change rather than for a :thorough understanding'" (Reid 1985:45). 

Sometimes time-limited intervention is practised more for the purpose 
of prevention than for reasons of therapy or restoration, in which case 
behaviour management rather than behaviour change would be the dis- . 
tinguishing feature. This would for example be appropriate in a home 
for the aged where the long-term institutional environment tends to 
produce debilitating effects on the inmates, such as isolation, depres­
sion, passivity', depersonalization and withdrawal (Guy, Morice 
1985/1986: 11-17). However; at the same time this kind of environment 
provides opportunities for controlling and modifying behaviour, without 
purporting to change behaviour patterns that have evolved over decades . 

. Helping ·people to develop, ·to maintain or to revert to satisfactory be­
haviour, requires rapid feedback, that is an immediate. response to indi-
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cate the desirability of their actions. Feedback can therefore usually be 
divided into two kinds, namely reward in the form of words or actions 

. showing approval, and punishment in the form of words or actions show­
ing disapproval. Simply withholding approval could in cenain circum-
stances also be used as a form of punishment. . 

A type of feedback which is becoming widely used, is the· so-called 
"token" economy in which a range of rewards, often tangible, could 
be chosen, once tokens have been earned through "correct" behaviour. 
Behaviour accomplishments could include cenain tasks ~ discussed in 
more detail in the following paragraphs - which have been performed 
or certain levels of performance which have been attained, such as clean­
ing a room, doing homework or losing a cenain amount of body mass 
a week (Perkins, Rapp 1985/1986:32-34). 

Giving or withholding tokens or other rewards act as encouragement or 
reinforcement to ensure that.individual incidences of desirable behaviour 
settle into a firm pattern which becomes the general or characteristic con­
duct of the person concerned. 

However, . as stated at the stan of this section, it is not just the type of 
dient that determines the characteristics of time-limited intervention. 
Certain events and problems cause extraordinary stress panicularly that 
brought about by the event or problem, or make such unusual demands 
that clients need to learn new strategies for handling their lives (Mal­
herbe 1976:77). Another of the main features of time-limited interven­
tion is therefore the emphasis on mastering such new ways of behaviour 
by practising a.well-defined range of tasks. 

Hepworth and Larsen (1982:299-300) see tasks as the means by which 
a subgoal, agreed on by therapist and client, will be implemented. Such 
tasks may consist of either behavioural or cognitive actions. Examples of 
the former are to study for a specified· length of time each day or to fol­
Iowa daily timetable for completing household tasks. Cognitive tasks 
may be: identifying feelings of jealousy when they are aroused or reh~ars­
ing in thought introductions tojob applications by telephone (Hepwonh, . 
Larsen 1982:299-300). 

Sometimes the tasks could form part of the interview situation, but more 
often than not they are tried out in those situations where the difficul­
ties are experienced,. for instance in school, at work and at home. 

I 

The task usually has to meet cenain requirements, for example the client 
should understand and accept the reason for undertaking it, he should 
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be able to do it and should believe that it is worth doing. As tasks ar~ 
operatiop.alized objectives they should be defined in terms of the actions -
to be performed and not in terms of the expected results. For example 
"accept your husband's death", "learn to live with the m,ove you have 
had to make" , etc. refer to the objectives or outcome of actions, not the 
actions themselves (Oelofsen 1985:85). 

However, not all taSks can be explained that easily. For example "material­
arrangemental" tasks can be described with much less trouble than psy-

- chosocial ones (Golan 1980a:264-265). There is thus often a need to 
demonstrate "correct" behaviour or at least the boundaries of behaviour 
that would elicit a favourable response from the environment. In this 
respect behaviour modelling is appropriate, and the therapist or key per­
sons in the community are called upon to display by example in living 
or in a ~pecifically constructed setup how best to act in certain situations. 

Simlllafion and role-playing sessions provide the opportunity of trying 
out and experimenting with behaviour within the protective therapeutic 
environment. This kind of session is appropriate not only where events 
or circumstances require new ways of acting, but also for clients such as 
those described under Paragraph 3. These and <.>ther inadequately social­
ized- people need to learn appropriate behaviour by trying out how to 
act under everyday circumstances or how to manage day-to-day tasks such 
as housecleaning, personal care,etc. (Irvine 1979:28-29, 98). 

Tasks and even the nature of rewards are often determined early in the 
contact and formalized in a contract which might be in writing and signed 
by both therapist and client (Pinkston et al. 1982:27). 

Some of the advantages of the formal contract are its greater clarity, com­
prehensiveness and specificity; its visibility and tangibility which act as 
a reminder and motivator and the fact .that it is easier to determine progress 
if objectives are clearly spelt out. There are however the dangers of im­
practicability or unrealistic undertakings, and oversimplification of the 
problem and its solutions (Oelofsen, Grobbelaar 1986:.13"'14). 

A key feature of time-limited work is the early establishment of a termi­
nation date. This is usually accompanied by a timetable, setting out the 
milestones to be reached before or by the termination date. The timeta­
ble in turn places a limit on what can be attempted during treatment: 
In other words, irrespective of the characteristics of the client, if brief 
therapy has been decided upon, it cannot be expected to resolve com-
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plex issues such as introjection, internalization or incorporation (Getz et 
al. 1983:138). 

However, as Cumm.ings (1986:429) has pointed out, time-limited inter­
vention need not be a matter of only getting one chance. Briefly, in tar­
geted psychotherapy, he prefers to think, therapy is interrupted rather 
than terminated, since the client/ patient would return if a new problem 
were to arise. . 

When only a limited amount of time is allocated to a particular problem­
solving effort, intervention has to take place at the appropriate moment, 
that is the point of greatest emotional accessibility. Good "timing" is 
therefore an essential feature of time-limited intervention and it is par­
ticularly relevant in the case of a crisis which moves through recogniza-. 
ble phases (Golan 1980a:265). 

In the case of transitional or expected crises, inteNention can have a preven­
tative function and prepare people for what they might expect of the 
role and behaviour demanded by their new situation. In such a'case the 
best moment for starting intervention will be some time, but n~t too 
long, before the onset or occurrence of the event.4 

In other cases, the best time for intervention is soon afterthe crisis event 
has taken place or as soon as a crisis situation is perceived, for example 
when an aged person has run out of money, or a single parent can no 
longer manage and threatens to place all ~is children in an institution. 

In order for intervention to take place at the right time, persons or agen­
cies who offer crisis and/or emergency intervention will develop a sys­
tem of constant availability, more commonly known as "standby" ar­
rangements. For example, emergencies such as family violence, illness, 

. etc. often occur at night or over weekends and cannot "wait" fcir the 
office to open at 09 h 00 the next morning, or on Monday after having 
closed on Friday .. 

The features discussed in this section derive partly from different theo­
retical perspectives and partly from application to practical situations. In 
the next section some of the theoretical perspectives are discussed. 

5. THEORY UNDERLYING THE PRACTICE OF TIME-LIMITED 
INTERVENTION 

. Because of the emphasis on .discovering new ways of coping rather than 
on bringing about profound insight or basic personality changes, many 
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of the concepts at:ld techniques used in the intervention under discus­
sion derive from behaviour and from learning theory. Social exchange 
theory aided the development of intervention in relationships, particu­
larly in treating the family as a whole instead of individual members, 
and crisis theory helped shape the practice of intervening at the right 
time and attending to the client's ability to manage his new situation. 
This latter theoretical set will be discussed first. 

A crisis is an upset in a steady state which calls for new behaviours, or 
which makes demands on a person for which his usual coping mechan­
isms and patterns. are insufficient or incorrect. Building on the work of 
earlier crisis theoreticians, Golan (1978:63-71) identifies certain elements. 
or states and maintains that a person goes through certain phases during 
these states .. Although crisis is a generic process and groups or communi­
ties the.refore go through these same phases, emphasis in this discussion 
is on the individual. 

Firstly, there is the hazardous event, which, in the case of a transitional 
crisis could be school leaving or marriage, or in the case of a situational 
crisis might be the loss of a family member, the birth of a deformed child,· 
a community disaster, etc. 

The client - or someone else on his behalf - does not necessarily ap­
proach a therapist or a helping agency about the event itself. It is more 
often than not the vulnerable state caused by the event that leads the 
client to respond in a certain manner; and he might experience the blow 
as a loss of an object or ability or intrapsychic property such as meaning 
or faith, he might perceive it to be a threat to his current arid future 
needs, autonomy or sense of integrity, and he may regard it as a challenge 
or "unperplexing opportunity" for survival, growth, mastery or self­
expression (Golan 1978:65; 1980b:545). 

Webb (1985:333-334) sees the termination phase of a long-term.help­
ing relationship as a crisis which normally creates a co-existence of all three 
elements. Firstly, there is the artticipated loss of regular contact with a 
meaningful person, which is typically expressed in a grieving reaction and 
concern about ability to function independently of the therapist. Secondly, 
the client may express anxiety because of the threatening. prospect of func­
tioning without a helping contact, but there may, thirdly, also be feel­
ings of pride and energy in the face of the challenge provided by the 
experience of growth and independence implied by termination. 
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As .t;nentioned before, the hazardous event may be a phenomenon recur­
ring or ongoing in nature like child abuse or a drought. In such a case. 
there is aprecipitating event or factor (Golan 1978:66) that could bring 
anxiety and tension to a peak and bring the person from a vulnerable 
state to a state of disequilibrium or "breakdown". 

Hazardous and I or precipitating events carry a certain stress potential, some 
more than others, and Holmes and Rahe (see Golan 1978:67) developed 
a scale in which stress potential values were attributed to different life 
events with a score of 11 for minor violations of the law to 73 for divorce 
and 100 for the death of a spouse. The purpose of this scale is to give 
an indication of the type and intensity of crisis intervention needed, 
although all people would not be affected to exactly the same extent by 
similar events. 

·The state of active or acute crisis is the condition created in the individu­
al, group or community by the hazardous event and I or precipitating event 
or factor. Such an intense condition will seldom last for longer than about 
six weeks and during .this time clients pass through physical and psycho­
logical turmoil manifested in aimless activity or immobilization, and dis­
turbances in body and intellectual functioning. Coping ability is reduced 
and this leads to total exhaustion andlor a state of shock (Golan 1978:69). 

Because of the extreme discomfort in clients at this stage, and their reali­
·zation of the inadequacy of their regular coping resources, they are less 
defensive and more motivated to accept help. For the same reason minimal 
assistance from outside could produce maximal effect if it is focused . 
appropriately . 

. Silverman (1978, quoted by Golan 1980a:262) summarizes these initial 
states into an "impact" 'and a "recoil" phase, but points out that the 
recoil phase is already the beginning of the final, namely the "accom­
modation" phase. Accommodation then, or restoration of equtlibn·um, 
starts to take place as t~e tension and anxiety of the state of active crisis 
begin to subside. However, such a new adjustment could be a maladap­
tive ~ffort on the part of the victim(s) to reduce the psychic pain of the 
state of active crisis. In order therefore to achieve integrath:e and adap­
tive adjustment the client or victim has to perceive the situation correct­
ly, he has to manage.(accept and release) his feelings appropriately, and 
he has to develop constructive new coping behaviours which would nor­
mally include seeking and using help. 
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Adaptive resolution is inclined to produce a benign cycle of problem 
mastery, positive ·reactions to others, positive feedback from others and 
increasing self-activity and independence. Maladaptive resolution on the 
other hand could lead to increased use of defense mechanisms which an­
tagonize other people who then respond negatively bringing less self­
.esteem, diminished coping ability, etc. 

As people display certain reactions and experience cenain needs dUring 
each of the aforementioned phases, the therapist will in the first place 
naturally focus his intervention on these. In general however crisis inter­
vention implies first of all relief of symptoms - "holding" and "car~ 
ing" - then restoration to former levels of functioning and linking vic­
tims to resources within and outside themselves for funher problem 
solving. 

Authors· approaching crisis intervention from an ecosystems perspeCtive, 
emphasize stress as a more measurable or ·operationalizable component 
of a crisis situation than the "state of crisis". In supponing the ecosystems 
point of view Panzer (1983: 179-214) also criticizes the idea of consecu­
tive stages and of a single appropriate time for intervention . 

. Within the ecosystems framework the relation between individuals and 
other parts or panies in their environmental system determines both the 
perceived amount of stress created by an event, and the amount of stress­
buffering suppon offered. Within such a framework intervention is pos­
sible at different points; al).d the concept of ·"development of coping 
skills" is more relevant than that of "management of different stages" .. 

However in the ideas of supponing and buffering; the ecosystems per­
spective recaptures the concepts of holding and caring mentioned above 
as pan of the more traditional crisis theory. 

Other features of crisis intervention which are common to most kinds 
of shon-term intervention, are discussed in other sections. 

The basic hypotliesis of social exchange theo.ry, is that a relationship be­
tween two persons continues if the rewards from the relationship are greater 
for each person than the costs. However, for the interaction and rela­
tionship to be entered into in the first place, there should be some desira­
ble ends which can only be attained through mutual interaction and rela­
tionships with other persons (Brown 197.5:260; Rank, LeCroy 1983:442; 
McDonald 1981: 83 3). One of the types of ongoing rc:lationships in which 
this kind of mutuality and reciprocity is most likely found to a larger 
extent than anywhere else, is the marital relationship extending into 
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family relationships. Social exchange theory is therefore looked at from 
the point of view of its applicability to the field of intervention in family 

. problems, and, within the context of this discussion, its applicability to 
. family crisis intervention is consider~d. 

Family crisis and family crisis imervemion wuld however be viewed at:­
cording to different frameworks. Firstly, there is the assumption that cer­
tain families are crisis prone and that this is caused by the greater fre­
quency and severity of stressor events in their lives and their own more 
frequent definition of such events as crises. ' 

This latter definition, it is assumed, results from a certain exchange con­
tent leadirig to agreement that ,a crisis exists. arown (1975:263) suggests 

, on the other hand that if stressor events are experienc~d with greater fre­
. quency, the exchange among family me.!11bers becomes more and more 

focused on those events, and that this-contracting of the range of exchange­
content among mcmbct!J rcmoves the psychological satisfaction they would 

. normally derive· from their interaction with one another. 

Within this framework, family crisis intervention would be focused on 
limiting stressor events, but more importantly, maintaining the breadth 
of the members' range of interactions with one another even where stressor 
events have been or are being experienced. 

A second approach states that the nature of a family's exchange depends 
on the ways in which the family as a group perceives, respects and satis­
fies the basic needs of its m~mbers. In crisis situations, according to this 
viewpoint, there could be an impasse in the exchange content involving 
the basic needs. Intervention then requires that the point at which the 
impasse has occurred be located, that is a1 the point of perception of, 
respect ~(;corded to, or satisfaction of someone's needs, and that problem­
solving efforts would be directed at the specific behaviour exchange con-
tent of that point. 5 . 

. , ' 

Allied to crisis theory and social exchange theory is fomtly crisis theory 
contributed to notably by Reuben Hill (1949 - as 'quoted by White, 
Rollins 1981:103-109). He developed an ABC = X formulation in which 
the crisis (X) consists of three components, namely th~ event itself (A), 
which is interacting with the family'S crisis-meeting resources (B), whiCh, ' 
in turn interact with the way the family comes to perceive the event -
that is, their definition of it (C). 

'Behaviour theory, when applied to family or marital therapy also relates 
to exchange theory by focusing on the establishment of' 'pleasing inter-
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actions through reciprocal or equitable exchanges" (O'Leary, Turkewitz 
1981: 159; Jacobson 1984:295-296). 

The basic tenet of behavioUl: theory is however that observable action 
is a Response to a StimuJus from the environment, and that this response 
. is elicited because the actor hopes to achi.eve a certain objective through 
it. If he finds that this objective is in part or in its entirety achieved, he 
repeats that kind of response. When he does not reach his objective, he· 
adjusts or changes his response (Van Rooyen, Combrink 1980:42-45). 

Because it is assumed that the response is brought about by the current, 
operational environment, beha,viour theory doe!:i not value past experience 
very highly nor does it concern itself with underlying motivation or non­
observable .behaviour. In behaviour therapy, therefore, the symptom is 
dealt with as the problem, and only those behaviour. manifestations causing 
difficulties in the person's functioning in relation to his social environ-
ment, will be .the focus of change. . 

The counsellor or therapist uses the stimulus-response pattern and in­
troduces a third step, namely Reinforcement (negative or positive) to feed 
back to the actor whether hi!:i behaviour is acceptable or not (8 R R). In 
thill way the latter develop!:i behaviour or action patterns that will in general 
be adaptive through practice and trial and error. 

Some of the main techniques of behaviour modification are 

positti'c reinforcement, for example when other family members give some 
kind of reward (praise, gifts, assistance) when the withdrawing widowed 
mother takes the·trouble to prepare a meal again, goes out or beautifies 
her home after some time of disinterest; 

negative rein/orcemcnt, for example when a !:itnff member in Ii residen­
tial centre ignores or frowns on a mildly disturbed inmate's efforts to 
attract attention by interrupting office work; 

punishment; for example when a child who did not complete a school 
task loses a privilege, or the chance to accumulate credit or rewards; and 

modelling, for example when the therapist ot another person demon­
strates correct .child-rearing behaviour to a mother, or when another 
mother's behaviour i!:i viewed as a model in thi!:i re!:ipect for the one ~hose 
child-rearing practices need modification. . .. 

Because relationship problems ar~ usually brought about by a pattern 
of unsatisfactory interaction, behaviour therapy is often directed at more 
than one person simultaneously. The S R R pattern works in the reverse 
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haviour therapy or family behaviour therapy are therefore two impor­
tant settings in which behaviour theory is applied. 

Although behaviour therapy is usually task-centred, Jacobson 
(1984:295·305) and O'Leary and Turkewitz (1981:159-169) distinguished 
between specific tasks which would make the "environment" pleasanter 
for another person such as a marriage partner, and unspecific tasks such 
as communication skills that have to be tried out and developed to solve 
conflict.as and when it arises. 

A criticism of behaviour theory is that it implies a one-way control process, 
that is environmental forces elicit and therefore control the response from 
the otherwise passive actor (Unterhalter 1982:13-14). In an effort to avoid 
the earlier notions of purely "inner" causes of the physiological and 
psycho-analytic theorists, behaviour theorists ignored behaviour arising 
from cognitive functioning. 

Social learning theory therefore elrpluins II. person's functioning in terms 
of a "continuous reciprocal interaction of personal and environmental 
determinants" (Unterhalter 1982: 14). A person "learns" adaptive and 
appropriate behaviour, or maladaptive and inappropriate behaviour, 
although the learning process is not in itself new behaviour: it is rather 
a change in behaviour potential Gehu 1975:3). 

Problem behaviour is thus seen as having developed through a sequence 
or history of incorrect learning, although such sequences or histodes could 
differ greatly in people showing similar, inappropriate behaviour (Stark 
1975:141). On the basis of this theory therapists direct their interven­
tion at the behaviour or response on the assumption that the problem 
"symptom" can be shed through unlearning or counterlearning. 

The interventive techniques are similar to those of behaviour therapy, 
with emphasis on practice, rehearsal, and repetition and feedback to learn 
appropriate behaviour, or, when unlearning has to take place, the use 
of the technique of extinction. The latter refers to the no-emotion response 
shown by the therapist -- not approval, disapproval or encouragement 
-whenever, for example, the client talks about his guilt regarding his 
child's failure. Gradually the subject and the emotion of guilt disappear 
from the interview because of a process of' 'fading out" (see also Mowrer 
1950:152-173; Mowrer 1960; Jehu 1975:26, 81~84). 

Although systems theory does not offer quite as much support to a ther­
apy which emphasizes short-term. intervention, it does tie in with social 
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exchange theory, family crisis theory and the components of interaction 
found in behaviour and learning theory. Some concepts of systems the­
ory are therefore useful for time-limited intervention: mutuality, that 
is changes in one part of the system (client system, target system, etc.) 
influence other parts; interwovenness, that is outside influences having 
an impact on one part of the system will also indirectly influence other 
parts; state of balance or stabzlity, i.e. a system always tries to reach a 
state of satisfactory general functioning among all parts, although this 
is never a perfect, static state (Van Rooyen, Combrink 1980:61-65). 

What a therapist draws from the different theoretical sets will depend 
on his training, the needs of his clients, the particular events necessitat­
ing intervention and the field of practice - voluntary welfare, public 
health, etc. - in which he operates. 

6. RESEARCH ON TIME-LIMITED INTERVENTION 

While there may be a tendency in practice to diagnose a situation in terms 
of client or problem categories, more comprehemive assessment requires 
the determinatioll of relationships between different components of a 
situation,· either at a particular point in time - cross-sectional or dynamic 
diagnosis - or across time, that is, the aetiological or developmental 
diagnosis. 

Similarly, studies in which an inventory of stress symptoms, client types, 
treatment situatiom or treatment approaches are described are only first· 
level descriptive research, and have to be augmented by research in which 
at least correlations - but preferably also definite cause-effect relation­
ships - between intervention and behaviour are established (Pinkston 
et al. 1982:16-20). 

The: cle:vr:1opment of instmments or indices to record and describe be­
haviour, is neve:rthr:1e:ss a useful research activity. Adams and Adams (1984) 
for instance describe five categories of stress~reaction behaviours follow­
ing the advent of a disaster, and discuss the results of predisaster and 
postdis':ister measuring of these behaviours. 

Miller, Turner and Kimball (1981:111.116) describe a follow-up ·study 
of two samples of flood survivors.a year after the event. They went a lit­
tle further than Adams and Adams and determined variables which ap­
parently influenced the victims' ability to recover to an acceptable level 
of social functioning without resorting to less acceptable coping mechan­
isms such as an immoderate use of medicinal drugs or alcohol. Some of 
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the variables, such as the opportunity to return after havirig been evacu­
ated or the presence or absence .of "survivor guilt" (p. 115) are inipor­
tant pointers to the need for an Interventive service. 

Developing the structure and contents of an interventive programme, 
is also a research activity worthy of pursuance. It was mentioned earlier 
that cemiin kinds of short non-formal educational activities could also 
be regarded as time-limited social intervention, and in this respect Rir­
kenbach, Kamfer and Ter Morshuizen (1985:17-19) describe the develop­
ment and evaluation bf an in-service training programme for supervi­
sors. The tmining is based on behaviour· modelling theory and certain 
criteria for measuring effectiveness were used, for exaniple more immediate 
effect such as trainees' response, degree of learning' by the participants 
in comparison with that of the non-participants and the degree .of be­
haviour change as judged by trainees' themselves as well as by supervi 
sors; and then ultimate effect such as performance on the job. 

Dev~loping the contents and structure of an 'interventive programme or . 
technique goes hand in hand with an evaluation of the effectiveness of 
such a programmeltechnique. In the latter case an e]!:perimental or 'quasi~ 
experimental design with so~e before-and-after.measurement is usually 
indicated. However, in order to gear· the interventive process more and 
more to the needs of clients, as well as to be able to duplicate the research, 
it is necessary to describe what takes place, to evaluate or monitor con­
tinually and. to refine or adjust the intervention according to new insights. 

In this way it is possible to see which part of the therapy has the .greatest 
influence. Jacobson (1984:295"305), for example described research in 
which it Wru) determined that emphasis on one component of behav~our 
therapy (see Section 5 Theory) resulted in a better short-teim effect, while 
the use of another behaviour therapy component for a different but com­
parable sample, led to better long-term gains. O'Leary and Turkewitz 

. (1981:159-169) compared the same two components - although they 
, defined them as two different therapies "'- and found the first one to 
have produced more change in younger couples, 'while older couples 
responded better to the second component. 

Single system research is practice-based research in which the appropri­
aten,ess and change potenrtiaJ of specific' interventions or techniques 'for 
specific types of behaviour are evaluated (Strydom 1986:216-221). . 

It is a particularly relevant method of research for'the clinician ~h~ wants 
todeterrriine the success of his intervention with an individual client or .' 
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client group; rather than work wit~ aggregates obtained from larger 
groups. 

Single system research has a strong experimental character but its stron­
gest control lies in repeated measurement or evaluation of change brought. 
about by the intervention, as well as by a variety of multiple measures, 
for example applying the same technique in a different setting or with 
regard to a different ·component of the same kind of behaviour (Cata­
nia, Brigham 1978:83-90; Bloo~, Fischer 1982:328-345). 

Only observable behaviour is measured in this type of research design, 
and because the tasks or changes to be achieved are set as objectives, once 
such objectives are reached, or consistently fail to be reached, interven-· 
tion and measurement are terminated. 

Common types of settings and I clients for this design are the classroom 
and disruptive pupils (Polster, Lynch. 1981:381-382), the residential centre 
and unorganized or overwithdrawn inmates, and the family home and 

,I 
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spouses experiencing problems in the spheres of budgeting, meal prepa- ~ 
ration or emotional suppon (Fischer 1978; Hersen, Barlow 1976:152-153; 
Liotta· et al. 1985:286-294). 

Although the single system research design can be used to study the ef­
fectiveness of different kinds of therapy or intervention, its emphasis on 
measuring a limited number of observable behaviours for which progress 
outcomes have been clearly operationalized, makes this research design 
eminently suitable for most strategies of time-limited intervention .as 
described here. 

However, no real-life situation could really be reduced to a few clearly 
observable and measurable actions. De Shazer et al. (1986:219) express 
this problem on behalf of researchers, stating that the latter' 'would prefer 
comprehensive ways of evaluating therapeutic results, (but) therapists fre­
quently can only offer their clinical impressions". Therefore, in the work 
of De Shazer and his colleagues a position somewhere between "research 
findings" and "clinical impressions" is taken .0986:219), 

For them an evaluation is based on a "comparison between what a ther­
apy proposes to do and its observable results" (De Shazer et aI. 1986:219; 
also Reid 1978:i25-271). This could be considered a simple yardstick for 
effectiveness, but is still several steps short of a test of efficiency which 
expresses results in terms of the best output per unit of input. Some ex­
amples of the latter have nevenheless been recorded and Fisher 
(1984: 101-106) inter alios describes a one-year follow-up study of time-
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. . 
limited therapy with families in which it was found that time-limits shon-
ened treatment while maintaining effectiveness previously achieved 
through long-term treatment. However, rigid control of all examples will 
remain hard to a<;hieve in comparative studies of different treatment 
methods; and Reid (1985:286-287) therefore argues in favour of a 
"paradigm of developmental research 10. which more flexible experimental 
designs would be the major modality". As he defines a developmental 
research programme as "accumulating single,.case trials of the (task­
centred) model over time within the context of ordinary agency service" 

.' (p.287) attention is again focused on the single system design as being 

. characteristic of time-limited intervention. 

7 . ADVANTAGES AND BENEFITS, OF TIME-LIMITED 
INTERVENTION 

In previous sections certain advantages have,already been touched on: 
for example more economic use of time; more immediate focusing on , 
aspects of problems that are amenable to change; greater i~volvement 
of the client right from the stan by placing emphasLs on well-defined' 
tasks which are to be practised or accomplished, and! or a formal con­
tract into which he enters; the rapid increase in the dient's initiative and 
self-confidence as a result of the specificity of the guidelines, and the 
successful handling of tasks (Oelofsen 1985:39; Fischer 1978:144). 

An imponant additional advantage is the bpponunity afforded by this 
kind of intervention to make use of untrained people to assist clients with 
the tasks they have undertaken as pan of their,"contract" with the ther­
apist (Fischer 1978:159). Volunteers also respond more swiftly in the,in­
itial phase when demands on time and emotional resources are greatest; 
so do members of the 'natural help system" such as family, friends and 
neighbours (Golan 1981:243-246; Budman, Gurman 1983:284-285). 

Ari agency or professional that' changes from longer term therapies to 
a time-limited therapy, also experience advantages in workload manage­
ment. The waiting list for clients gets shoner and people get attended 
to more quickly. yery little 'time is wasted on the handling of files and 
other documentation of clients with whom there is no regular or active 

,involvement. Acco~modating more clients over a span of time means 
coping better with limited staff resources, and this in turn meets one of 
the main requirements of affordability (Hepwonh, Larsen 1982:278-279; 

,Budman, Gurman 1983:278-279). 
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Finally, time-limited intervention is ~n .e~inently researchable helping 
procedure, and one of the reasons for the increase in publications in which 
the single system researc.p. design has been used, is probably the empha­
sis in this design on shon-term intervention in a limited number of well­
defined behaviours (Reid 1985:14-15; Budman, Gurman 1983:288-289). 

8. CONCLUSION 

There are of course certain situations for which time-limited interven­
tion is not indicated. Particularly some of the macrocrises such as a coun­
trywide economic recessiop.cannot be handled py anything but long-term 
planning and corrective government policies, although shon-term or 

. "patch work" intervention may be called for when regions, cities or fa­
milies· are first hit by the hazardous eveni or the precipitating one, such 
as large-scale ·retrenchment or urban terrorism. 

On the other hand, certain kinds of time-limited intervention are not 
discussed here because the richness of their major theoretical bases or major 
therapeutic: models merits separate discussion, for instance intermediate 
intc1'1Icntion and milieu therapy which OfLt:ll take place withinaresiden­
tial setting and for aduratio~ of several months. It should be conceded 
however that when time-limited intervention extends over a period of 
months rather than days, and is offered in an institution - for instance 
preparation for discharge from a hospital - the boundaries between the 
different strategies are not all that clear. 

Perhaps this makes intermediate intervention and milieu therapy equal­
ly appropriate when greater "affordability" is strived for, and it is hoped 

. that readers of this volume will not only be encouraged to experiment 
with time-limited intervention as described here, but will also appreci­
. ate th~t there are other wor~hwhile therapies very closely related to it. 

In fact, neither this chapter nor any of the others that follow sets out 
to proGlaim the time-limited approach as superior to others, Rather, ideas. 
are presented" as guidelines for undenaking research or clinical work in 
different fields and professions. 

NOTES 

1. Sometimes a crisis is expected. although situational. such as death following a long period· of 
terminal illness. but the terminal illness itself would most probably be an unexpected crisis. 
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2. People who lICVCI or seldom make d01'l.Ation, towards welfaro organi3ationc Me often ready to 
contribute to a disaster fund or to a neighbour who has been visibly struck by misfortune; if the' 
fund is stalled soon after the event Of as soon lIS people have become aware of the dr:lStic nature 
of the. situation - through the press, publicity campaign, etc. . 
3. When abusive or incestual activities are of a recurrent nature, the fact that they take place usual­
ly gelS reponed or bccom<:. more publidy known, either immediately or coon after one of the recur­
rences. Intervention which follows will therefore focus on the most recent event, and will for the 
initial period at least, show the features of time-limited task-centred intervention. 
4. The event and o~er concepts pertaining to the different phases of a crisis are discussed in the 
next section "Theory underlying the· practice of time-limited intervention". . . 
). Murstein and MacDonald (1983:297-311) observe exchange as an attitude' and/or personality 
dimension, amllnailltain that a relationship could be adversely affected when one partner has an 
exchange-oriented philosophy making him constantly overly sensitive to his own contribution to 
the relationship, and just as enduringly insensitive to his partner's or friend's contribution. They 
warn however that this .dirposition is not as amenable to therapy as specific episodes of conflict- . 
creating exchange. 
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II 

POST-DIVORCE ADJUSTMENT: A STRUCTURED, 
. TIME-LIMITED INTERVENTION -

Gary John Welch 

L INTRODUCTION 

Today's social worker must be ready to evaluate what he/she has accom­
plished. Government funding sources, our clients and colleagues all point 
to the need to evaluate and practice and to provide evidence of the ef­
fectiveness of our work. These calls for demonstrated effectiveness come 
at a time when social workers are taking on new roles and responsibilities 
which so far have seemed to be outside our traditional purview. The chap­
ter that follows provides an _examp~e of social work intervention to facili­
"tate post-divorce adjustment. The intervention is presented in enough 
detail to allow replication -and the intervention is evaluated employing 
both ideographic and consumer validations. The chapter begins with a 
review of previous efforts and then moves on to the specifics of a struc­
tured tim!!-limited intervention programme. ) 

The divorce and separation literature describing heuristic models for group 
- treatment is expanding (Fetsch, Surdam 1981; Granvold, Welch 1979; 

Bonkowski,Wanner-Westly 1979; Welch, Granvold 1977; Kessler 1976; 
Weiss 1975); however, few outcome-controlled studies exist (Broder 1981; 
Goethal 1980; Walker 1980). A review of heuristic and experimental 
models whic}:t follows sets the stage for the intervention programme 

: presented herein. -

2. INTERVENTIVE MODELS 

2.1 Heuristic models 

Weiss (1975) describes eight-week programmes, "Seminars for the sepa­
rated", that aim to help recently separated individuals to manage the 
stress-of separation by providing a framework to understand the adjust­
ment process, a setting for people to discuss their situation, and a descrip­
tion of other individual's experiences of separation. Each meeting with 

, the exception of the last begins with a lecture on a specific topic: emo-
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tional impact of separation, continuing the ·relationship with the ~x­
partner, reactions of friends and kin, changes in the parents' relation-. 
ship to children, starting over, dating and sexual relationships. After the 
lecture, one or more Cliscussion groups are formed depending on the size 
of the group. 

Kessler's divorce adjustment group (1976) combines lectures and restruc­
tures the group process in an attempt to meet the following goals: (1) 
help individuals to regain their emotional autonomy by focusing on 
present needs; (~) to mitigate the debilitating aspects of divorce (i.e. so­
cial withdrawal, existential angst, poor job performance); (3) to provide 
a safe place to express the emotional reaction to divorce; (4) to help in­
dividuals develop a broader concept of divorce; (5) to assist people in 
meeting new friends in a "meaningful way", and (6) to help individu­
als learn coping skills that can be applied to other situations where loss 
is involved. . 

Using Weiss' formulation of clinically relevant issues and topics in addi- . 
tion to a questionnaire to assess participant'S needs arid objectives, Welch 
and Granvold (1977, also Granvold, Welch 1979) adopted an educational 
approach combining therapeutic techniques of c9gnitive restructuring, 
interpersonal competency training, modelling, behaviour rehearsal, group 
discussion, and client ·homework assignments in their post-divorce I sepa­
ration adjustment seminars. The weekly, three-hour seminars for the 30 
participants ranging from 19 to 57 years of age, were co-led for seven 
weeks. Each of the intervention components were independently demon­
strated to be effective in helping individuals adjust to transitions and 
acquire social skills. The educational model is of heuristic value and omits 
experimental validation. 

Bonkowski and Wanner-Westly (1979) developed an eight to ten-wec;k 
group approach using educational information, group support and the 
group's interpersonal relationships as the therapeutic modalities. The 
group leader serVes in the following capacities: (1) as a resource person 
to disseminate information on community services in respect of legal and 
financial concerns, and vocational and educatiorial enquiries; (2) as a con­
.sultant to parents with children, and (3) as a discussion facilitator to keep 
interaction constructive. The size of the heterogeneously designed group 
varies from si?c: to fifteen individuals and includes both divorced individuals 
and those contemplating divorce. The format include~ group members 
setting specific goals for themselves. 
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· Fetsch and Surdam (1981) developed a seven-week counselling programme 
at the University of Wyoming to help uncoupled stuc;lents with their' 'new 
beginnings" . Using Kessler's (1976) model for the understanding of the· 
stages of uncoupling, Fetsch and Surdam (1981) developed a programme 
that included trust-building exercises, didactic material regarding the :un­
coupling process, and discussions to ~xpress feelings and needs. Participants 
were encouraged to select issues that they wished to have addressed. 

·2~2 Experimental models 

Goethal's study (1980) was based on the acquisition of empathy and self­
disclosure skills. Written measures designed to assess both attitudinal and 
behavioural changes were administered to an experimental group (n =:= 

12) and a control group (n = 13); a· one-month follow-up was included. 
Comparisons between the experimental and control groups were analysed 
on general adjustment to divorce, self-esteem, and ·empathy skills. Results 
suggested that panicipants receiving the training increased significantly 
during the period of pretest to follow-up relative to general adjustment 
to divorce and empathy .skill. Seventy per cent of this group perceived 
improvement'in all" attitudes and behaviours assessed relative to read­
justment. No significant changes occurred with respect to self-esteem 
although a trend toward positive growth was indicated. 

Walker (1980) designed an outcome-controlled study to determine fac­
tors associated with change in divorced and separated persons attenc;ling 
a· didactic seminar. Sixty-four people attended a four-week seminar and 
thirty divorced and separated individuals served as a control group. The 
didactic content of the seminar was not reviewed. A regression model 
Wa!! developed and results indicated that no significant difference exist· 
eabetween males and females, divqrced and separated, or treatment and 
control group in respect to the Ds scale of the MMPI, and the tension/anxi­
ety, anger I hostility, and depression I dejection scales of the Profile of Mood 
States. Factors found to be significant were months married, presence 
of children, age, educational experience, a belief in chance ~ausality of 
circumstances. These results suggest that the most positive change oc­
curs for those who are younger, better educated, from longer marriages, 
have children, and less belief in the chance of causality of circumstances. 
Other variables under study such as time divorced or separated, being 
the on~ who suggested, time mentioned to time of occurrence, degree 
of trauma associated with divorce, attitude toward spouse, and internal 
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control were not found to be significantly related to. change on. any 
criterion. . 

Broder (1981) evaluated the outcome of a programme consisting of an 
all day eight-hour workshop and a three-hour follow-up session four weeks 
later. The programme ROADS (Rational Options in Adjustment to 
Divorce and Separation), was designed to help participants with rational 
and logistical issues of divorce and separation. The programme incorpo­
rated a cognitive behavioural approach and included the use of leader­
less support groups comprising four to six participants of the same sex 
who met a number (unreported) of times between the workshop and the 
follow-up session. A control group was not utilized. Analysis of t tests 
suggested that there was a significant difference between pretest and post­
test scores on the Fisher Divorce Adjustment Scale. The programme was 
implemented twice and the results appeared to be replicated in both 
ROADS groups. 

3. STUDY OBJECTIVES 

The present study has three objectives: (1) to present an eclectic approach 
to facilitating post-divorce I separation adjustment; (2) to provide a heuristic 
model for examining the relation between specific treatment variables 
and specific client selected treatment objeCtives, and (3) to describe an 
idiographic approach to outcome measurement that accommodated the 
phases of adjustment and ·participants' personal objectives. Treatment 
variables were paired with outcome mea1Jures and are presented in Table 1. 

The particulars of each treatment variable have been described elsewhere 
(W dch 1986). A brief rationale for the inclusion of each area i~ included. 

3.1 Area one 

The meditative process is consistent with the process of thought substi­
tution and metacognition and may serve to develop self-control (Shapiro 
1978) and the ahility to substitute thought, thereby increasing the value 
of coping with statements in vivo. In addition meditation has been shown 
to produce a state of relaxatio.n (Thro111982; Smith 1975; Benson, Beary, 
Carol 1974). 

The inclusion of a meditational technique with cognitive restructuring 
was based on the belief that the regular practice of meditation is more 
likely to facilitate the learning of a new belief than the periodic and sporad­
ic use of coping statements. Moreover it has long been recognized that 
learning is the result of conditions of practice. 
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TABLE 1 

TIlE RELATION ,BETWEEN NESTED TREATMENT VARIABLES AND 
TREATMENT OBJECTIVES 

Treatment variables Treatment objectives 

Area 1 Cognitive restructuring , To increase self-control over 
moods and actions 

Systematic relaxation To increase ability to relax 
Meditation To provide relief from ten-

sions ~d unpleasant 
feelings 
To facilitate the develop-
ment of a new belief 

Area 2 Didactic presentations ,To increase acceptance of 
emotional reactions to 
divorce I separation as a 

Phases of adjustment ' universal experience 
Impact on family and To increas,e understanding 
friends of reasons behind behaviour 

feelings 
Staning over To give reassurance, en-

couragement, and hope 
. with the suppon of research 

Area 3 Group discussions To provide an opponunity 
to self-disclose 

Use of emphatir -----~--.- -Tn nrovide an opportunity 
by seminar Ie . 

To provide an opponunity 
for mutual suppon, com-
munity, and vicarious-
learning 

Area 4 Problem-solving model To develop ability to par-
tialize problems and facili-
tate decision-making 
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Funher research is needed to "determine whether a "combination of medi­
tation and cognitive mediational strategies is in fact more powerful in 
dealing with applied clinical problems. 

The effi~acy of systematic relaxation is well established". AIthoiIgh sys­
tematic relaxation was originally developed as a therapist-administered 
technique in conjunction with 'systematic desensitization, self-systematic 
relaxation has been shown to be effective as an anxiety reduction strate­
gy (Rosen, Glasgow, Barrera 1976; Phillips',Johnson, Geier 1972). Progres­
sive relaxation is an essential component of self-systematic desensitiza.:. 
tion; however it may be used alone to achieve relaxation. " 

3.2 Area two 

The presentation of educational material was designed to (1) help par­
ticipants realize the relation between their cognitions and perceptions, 
emotions, and behaviour; (2) identify faulty or self-defeating cognitions, 
and (3) replace self-defeating cognitions with self-enhancing cognitions. 
Consistent with these goals the content of the lectures includes a modi­
fied version qfEllis's RET (McKay, Davis,.,Fanning 1981) and the presen­
tation of e,mpirical findings to provide rational information on which to 
build and "suppon new cognitions. In addition to these goals, the didac­
tic presentations aimed at (1) increasing the acceptance of the emotional 
reactions to divorce/separation as a universal experience; (2) increasing 
panicipants' understanding of the reasons behind their feelings and be­
haviour, and (3) giving reassurance, encouragement, and hope with the 
suppon of research. Toward these objectives, other lecture topics includ­
ed the emotional impact of divorce / separation impact on family and 

"friends, and starting over. 

3.3 Area three 

The utilization of group discussion is based on previous research Oourard 
1971; Kangas 1971) that demonstrated panicipant response to self­
disclosure was self-disclosure, the result of which was the realization of 
similarity and universality. Other researchers (Lieberman, Yalom, Miles 
1973; Yalom 1970) have postulated that the most effective change for. 
an individual takes place in a group counselling situation in which par­
ticipants can experience and analyse their interactions with others who 
are perceived as equals. This is consistent with the observations of Gran-
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voId and Welch (1919) that participants are able to ·release themseives 
. from a sense of failure upon realizing their commona:iity with others. 

3.4 Area four 

The effect of stress on problem solving need hardly be documented. 
Studies on diverse age, socio-economic status, and clinical samples have 
shown that individuals who have better interpersonal problem-solving 
skills are better adjusted people (Spivack, Platt, Shure 1976). A problem­
solving model was presented to increase problem-solving efficiency at a 
time when members were vulnerable to disorganization and self-defeating 
methods for dealing with personal distress. 

The concept of transition/adjustment assumes that the frequency, in­
tensity, duration, and/or latency of certain behaviour and attitudes, are 
associated 'with stages of adjustment. A measurement tool that allows 
clinicians to assess behavioural and attitudinal change of an individual 
from "one stage" to another must be considered as an essential compo­
nent of any post-divorce/separation group. The attainment of intermediate 
outcomes needs to be emphasized tq participants to negate aJ?y unrealis- . 
tic expectation for the ultimate outcome of complete recovery during a 
short seminar. The need to "tailor change criteria to each individual rather 
than employ global improvement indices" has been cited by Bergin.and 
Lambert (1978). Goal Attainment Scales provided a behavioural and at­
titudinal baseline and a continuum of intermediate goals (rather than 
ultimate goals) to evaluate treatment success for facilitating the emotional 
and social progress of participants. . 

A structured educational format, combining lecture, assignments, and 
group discussion was utilized based on the use of structured group models 
in personal education and self-management (Cudney 1975; Thoreson, . 
Mahoney 1974; Bandura, Perloff 1967). The seminar was organized around 

. a series of presentations and discussions: 

• Post-divorced/separation adjustment phases 

• Emotional impa~t of divorce/separation: 

(a) Common ambivalent feeling 
(b) Frequency of divorce 

• Cognitive mediational model of human learning: 

(a) Relation between thinking and emotion 
(b) Distorted styles of thinking and 'counter-effective strategies 
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(c) .Irrational ideas that cause and sustain emotional disturbances 
(d) letting go of self-defeating thoughts 
(e) Meditation: affirming a new belief 
(f) Occurrence of cognitive/emotionai dissonance 

• Impact' of divorce/sepat:ation on family and friends' 

• Starting over 

• Systematic relaXation 

• A model for problem solvin:g 

Participants were given a trarisition survey (available from author) designed 
to assess p~oblematic areas and "identify individuals' concerns and objec­
tives. The seminar was conducted over a four-week period with weekly 
three-hour meetings. 

4. METHOD 

4.1 ParticiPlints 

The participants in the seminar were five university students, three of 
whom responded to on-campus annOllncements, and.two to whom refer­
ence was made by other counsellors at the university's counselling centre. 
Four of the five members were female. One of the five attended the last 
hour of each session and consequently, the data gathered from her was 
used for clinical rather than statistical purposes. The length of time of 
separation ranged from one week to seventy-two weeks. The seminar was 
conducted by the author. . 

. 4.2 Treatment procedures 

Cognitive mediational model 
The seminar began with a warm-up introductory exercise. Following the 
exercise, t4e emotional impact of divorce/separation was presented as an 
adjustment ·reaction with adjustment phases. It was emphasized that while 
there was a normal period to be expected, the seminar was aimed at 
facilitating adjustment when adjustment was desired. The rationale un­
derlying this approach was to provide a non-judgemental atmosphere for 
those members who had recently separated. 

The cognitive restructuring process began by presenting empirical find­
ings to 'normalize" both the event of divorce/separation and the reac-: 
tion to it. The cognitive mediational model described earlier was presented 
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'emphasizing the individual's active role in growth and development and 
the significance of mediation in learning. As a foundation, the author 
utilized Ellis' (in Ellis, Grieger 1977) literatu're review that found over­
whelming empirical evidence (ov.er 900 studies) to suppon the following 
hypotheses: 

. 1. Thinking creates emotion. 
2. Se1f~statements affect behaviour. 
3. PeQple are capable of changing their beliefs. . 
4. Emotional difficulties are not necessarily indicative of a character dis-

order or personality' disorder. .. 

To help panicipants experience the relation between thought and emo­
ti~n, a guided visualization was used. The rationale for the seminar was 
restated as a systematic approach to identifying the personal internal di­
alogue in order to allow its modification when it was irrational or 
self-defeating .. 

A list of common distoned styles of thinking and counter-effective strate­
,gies, and common ideas that cause and sustain emotional disturbance 
were presented. Members were asked to review and discuss their "con- , 
elusions or beliefs" regarding themselves, their previous relationship, and 
their future. Following this discussion members were instructed to an-
swer the following questions: . 

1. What kind of emotions' accompany this belief? 
2. Will this thinking or belief help me to achieve my goals? 
3. Am, I willing to relinqui~h this belief? , 
4. What new belief could be developed to replace this habituated belief? 

A model of cognitive dissonance (Maultsby 1977) was presented to help 
members from having u,nrealistic expectations regarding the length of 
time required to change a belief fully and' 'normalize" the period when 
the individual would begin to think rational thoughts but still experience 
old discomfoning .feelings. ' 

In presenting meditation to the participants it was emphasized that the 
practice was not magical, but required patience and practice. Medita­
tion was referred to as a technique of affirmation or making a firm new 
belief in order to funher separate meditatiori from a religious and cul­
tural context. Participants were given the following instructions: 

., Summarjze the new belief into a statement or phrase that can be divided ' 
into two sections; the first section is to be said internally while inhal-
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ing and the other half of the phrase is to be said internally on the 
exhalation. . 

.• Select a quiet enyironment to practi~e the technique. 

• Sit comfortably so that a minimum of muscular movement is required; 
employ a passive attitude: if distracting thoughts do occur during the 

. repetition they should be disregarded and one's.attention should be 
redirected to the technique; one should not wo~ about how.well one 
is performing the technique. . 

• Practise three times a day for 10 minutes, preferably at the same time 
each day and if possible in the same environment. 

Systematic relaxation 

Participants were trained in the procedure of systematic relaxation by hav­
ing them practice the components of self-talk and muscle tension I relaxa­
tion of the various muscle groups (Cormier, Cormier 1979). Systematic 

. relaxation was selected by participants after they had been given expla­
nations of various options for relaxation. 

Group discussion . 
Presentations were followed by group discussion and members were en­
couraged to self-disclose through the seminar leade~ by means of em- . 
phatic response (Fischer 1977), the establishment of a non-judgemental 
atmosphere, and through the reinforcement of mutu~ empathy and sup-
port by other seminar members. . 

Problem solving 

The following model was presented: .. 

•. A problem is a failure to find an effective response: 

• State the problem so it is solvable; problems have solutions (the proper' 
statement of a problem is one that stimulates searching behaviour). 

• Outline the previous response; identify the attempts that have been 
made to solve the problem in the past. 

• List the alternatives: it is important not to immediately adopt the first 
possibility;· delay a dec~sion uptil additional'ideas are generated arid 
problem situations become choice situations; partialize the steps to carry 
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out a solution and evaluate the' alignment of personal values to each 
alternative and rank each value. ' 

'. View the consequences of a decision; identify the positive and nega­
tive outcomes of the decision; predict new problems that can be anticip­
ated as th~ result of the decision; select the alternative by consequences 
of greatest personal safisfactionand least risk . 

• Evaluate the results: did anticipations transpire? What could ~be done 
differently? . 

Handouts 

Numerolls handouts were utilized to complement the lecture materials 
anq.to address iridividual concerns expressed in the transition survey that 
wotild not be covered in the lectures nor the discussions (available from· 
author). The following handouts were utilized: Assertion Theory; Sexu­
al Assess'!ltent; Discussi01Z Sheet; Ideal Relationship Game; and Dealing 

, with Another's Anger. The handouts utilized to complement the lec­
ture materials included the Socitll RrNtdjustment Scalo and Imztionnl Inons 
That Cause and Sustain Emotional Disturbance. 

5. OUTCOME MEASURES 

'The evaluative desig~ incorporated the assessment of treatment proce­
dures, the achievement of personal objectives, and therapeutic gain by 
utilizing Goal Attainment Scales' and a seminar' evaluation survey. 

5.1 Goal Attainment Scales , . . 

Each individual responded to an individually tailored GAS designed by 
the author using the participants, stated objectives for enrollIng in the 
seminar (acquired in transition survey) and subsequent group discussions 
as criterion. Each member's own language was incorporated into the scale 
as much as possible. In the third session members were asked to review 
critically their individual scales and to comment on the yalidity of the 
scales in reflecting their objectives. The scales were returned to the lead­
er to allow for any necessary revisions. In the fourth session the scales 
were returned to each individual with instructions that they be filled out. 
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. 5.2 Seminar Evaluation Survey 

A 28-item survey was developed by the author to assess the seminar's 
. components, the self-report of therapeutic gain, the participants' per­

ception of the semilJar leader's degree of empathy, and to assess the re­
lation between the perceived usefulness of seminar components and the 
report of therapeutic gain (available from author). The seminar's com­
ponents were itemized in the survey according to presentation topic, ex­
periential exercises, and handouts. A 5-point scale was used; 1 = not 
useful; 2 = slightly useful; 3 = moderately useful; 4 = very useful; 
5 = extremely useful. to assess the self-report of therapeutic gain a 3-point 
scale was used: 0 = No; 1 = Some; 2 = A lot. To assess the existence 
and extent of leader empathy a 5-point scale was used: 1 = Understood 
exactly how I thought and felt; 2 = Understood very well how I thought 
and felt; 3 = Understood pretty well, but there were some things that 
he did not seem to grasp; 4 = Did not understand too well how I thought 
and felt; 5 = Misunderstood how I felt and thought. 

6. RESULTS 

Overall, the participants' ratings of the seminar were favourable as shown 
in Tables 2, 3,4 and 5. The·seminar components were arranged in two 
groupings, didactic and self-manage~ent procedures: didactic included 
the lecture presentations of the emotional reactions as an adjustment 
process, frequency of divorce, the relation of thinking to emotion, im­
pact of divorce/separation on family and friends, starting over, and the 
problem-solving model; the self-management procedures included the 
systematic approach to· letting go of an old belief and replacing it with 
a new and more functional belief, meditation, and systematic relaxation. 
The participants viewed the seminar leader as empathic (x = 4,0; 1 = 
low, 5 = high), and the participants rated their level of outcome success 
as meeting their individual expectations of change as a result of the seminar 
(GAS x = 7,9; 1 = most unf~vourable outcome of seminar, 10 = best 
aiuicipated success with seminar). 

Correlations were computed for self-management procedures X (to) gain 
of self-control, didactic + self-management. procedures X gain of self­
control, didactic X increased understanding, didactic + self-management 
procedures X increased understanding, leader empathy X chance to get 
things off chest, and leader empathy X encouragement; 'no significant 
correlations however were found. 
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. TABLE 2 
MEAN PARTICIPANT RATINGS OF SEMINAR COM;PONENTS 

Component 

Overall 
Didactic presentations 
Self-mamlgement procedures 

Mean -

3,74 
3,61 
4,00 

Standard· 

1,32 
0,07 
0,87 

1 = not useful; 2 = slightly useful; 3= moderately useful; 4 very . 
'useful; 5 = extremely useful 

TABLE 3 
PARTICIPANT RATINGS OF SEMINAR COMPONENTS IN 

. . PERCENTAG~S 

Seminar Component 

Presentation of emotional' 
reaction as an adjustment 
process 75 

Identifying c;listoned styles -
of thinking and counter-effec- -. . '\ ".-

tlve strategIes 

Exercise of systematic? 
letting go of belief 

Meditation 

Systematic relaxation 

Relation between thinking 
and emotion 

Problem-solving model 

4 

25 

75 

75 

25. 

3 

25 

25 

25 

75 

100 

2 1 

1 = not useful; 2 = slightly useful; 3 = moderately useful; 4 =. very 
useful; 5 =' extremely useful· 
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tABLE 4 
MEAN PARTICIPANT RATINGS OF THERAPEUTIC GAIN 

Item Mean Standard 

Overall 1,53 0,497 
Chance to let go and get some things 
off my chest 1,75 . 0,433 
Relief from tension and unpleasant 
feelings 1,50 0,500 
Understanding my feelings and thoughts 
Reassurance and encourag~ment about 

1,50 0,500 

how I am doing 1,75 0,433 
Ideas for better ways to deal with people 
and problems 1,00 "1,15 
Self-control over moods and actions 1,00 1,15 
Re-evaluation of thoughts and feelings 2,00 ·0,00 

o = nothing; 1 = some; 2 .= a lot 

TABLE 5 
PARTICIPANT RATINGS OF THERAPEUTIC GAIN IN PERCENTAGE 

Item A lot Some Nothing 

Chance to let go and get some things 
off my chest 
Hope that things will work out for 

75 25 

me 50 50 
Relief from tensions and unpleasant 
feelings 50 50 
Understanding of my feelings and 
thoughts . 50 50 
Reassurance and encouragement about 
how I am doing 75 25 
Ideas for better ways to deal with 
people and problems . 75 25 
Self· control over moods and actions 25 50 25 
Re-evaluation of thoughts and feelings 100 

44 



7. DISCUSSION 

In general the findings suggest that each of the tr~atment approaches, 
didactic presentations, self-management procedures, and group discus­
sion contributed to the therapeutic value of the seminar. The difficulty 
in obtaining a sufficient number of cl~ents suitably matched to consti­
tute required groups made an outcome-controlled study impossible. The 
attempt to analyse the correlation .of the three approaches was limited 
by the small rz; however the mean ratings and Goal Attainment Scores 
suggest the clinical improvement of the participants. 

In the initial stages of developing a knowledge base, heuristic models 
function to generate new hypotheses that may later be subjected to more 
rigorous experimental control. The present pilot study attempted to pro­
vide a model that would serve both researchers and clinicians by describ­
ing the issues relative to each perspective. In respect to research, further.: 
study is required to determine which combination of techniques will in 
fact be more powerful in facilitating post-divorce/separation adjustment. 
Hypothetical questions generated from the study include the following: 
(1) -Is there a subject profile that determines treatment procedures in 
facilitating adjustment?; (2) Do specific treatment procedures correlate 
to the specific topography of the adjustment reaction of individuals?; 
(3) Is there an optimum ordering of treatment in an eclectic approach 
to post-divorce/separation adjustment? 

The clinician-researcher faces many dif~culties in designing and evalu­
ating an eclectic approach to post-divorce/separation adjustment. The 
impracticality of using an exacting screening process results in treating 
clients with topographically different adjustment. reactions, with back­
ground variables that do not match, which further results in making repli­
cation impossible. Recognizing these inherent limitations, the clinician 
meets the challenge of accountability by implementing controls when 
reasonable to evaluate applied practice and to stimulate more rigorous 
research. Idiographic models provide quasi-experimental designs that allow 
the clinician some control .over therapeutic and environmental influences. 
The use of Goal Attainment Scales suggests an approach to measurement 
that is sensitive to the intermediate needs of participants in a transition 
phase. Jayaratne and L~vy (1979) describe component analysis designs 
(i.e. simultaneous treatment designs and strip construction designs) that 
allow for the comparison of the proportional efficacy of different strate­
gies and of combined treatment strategies. These and other models that 
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accommodate participants' objectives and the experimental demands of 
an eclectic approach need furtp.er exploration. 
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III 

RAPE CRISIS INTERVENTION 
Steven J. Collings and Gil!ian TEagle 

1. INTRODUCTION 

Although overtly a sexual act, rape is more accurately construed as a crime 
of violence with .sex utilized as the weapon (Brownmiller 1975; Burgess, 
Holmstrom 1974; McCombie 1980). Rape combines elements of both 
physical aggression and psychological coercion, in a situation which is 
often perceived as life threatening, and invariably thrusts the victim into 
a state of acute emotional crisis. . , 

Despite the trauma experienced by rape viCtims there has been, up until 
recently, no adequate service or agency to meet their needs. In an at~ 
tempt t~ fill this v<?ld, Rape Crisis was established in Cape Town during 
the late 1970s, and soon spread to other major centres. These rape crisis 
centres have set themselves numerous tasks,· the primary one being the 
provision of support and assistance to rape victims. Rape Crisis (South 
Mrica) has formulated its own procedures and counselling techniques, 
based on crisis literature and on procedures developed in crisis clinics 
around the world. 

This chapter has been written in an attempt to provide an overview of 
·the intervention model developed by Rape Crisis (South Africa) with par­
ticular reference to the intervention strategies and procedures employed 
by Rape Crisis (Durban). Presentation of the model falls into three parts: 
(a) an overview of basic theoretical components; (b) a summary of the 
struuure of intervention, and (c) a discussion of the practiCe of rape cri-· 
sis intervention. 

2. BASIC THEORETICAL COMPONENTS OF RAPE AS A CRISIS 

2.1 An overview of crisis theory , 

Crisis theory pro~ides a conceptualization of the nature and psychogene­
sis of crisis states which serves as a framework for rape crisis intervention. 
The basic tenets of crisis. theory! are embodied i? the following points: 
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The precrisis phase. All persons strive to maintain a balanced or steady 
state of functioning. This steady state (sometimes referred to as equilibri­
urn) is characterized by balance between the two mental systems of emo­
tion and thought. 

The impact phase . . The impact of a hazardous event disrupts.a person's 
homeostatic balance, throwing him or her into a vulnerable state. This 
vulnerable st3:te is characterized by increased tension and a subjective ex­
perience of distress. In an attempt to regain eqq.ilibrium the individual 
goes through a predictable series of phases. First, customary problem­
solving techniques are employed. If these techniques succeed, the per­
son returns to a steady state and the stress is considered constructive. If 
normal coping mechanisms fail, the intensity of stress increases and at­
tempts are made to mobilize emergency-coping strategies. 

The crisis phase. If self-correcting and emergency-coping strategies fail, 
tension rises to a peak and the individual enters a cn'sis state, character­
ized by disequilibrium and disorganization. The crisis state is neither a 
pathological experience nor an illness; it reflects rather an individual's 
realistic response to his or her current life reality. The· individual in a 
state of active crisis tends to be particularly amenable to help, with the 
crisis state being a phase during which minirp.al therapeutic effort is likely 
to produce maximal effect. 

The resolution phase. Crises are short in duration, with resolution of ac­
tive disequilibrium occurring within four to six weeks. Crisis resolution 
tends to follow a predictable series of stages, each characterized by specific 
emotional reactions and behavioural responses. 

The postcn'st's phase. Successful crisis resolution equips the individual to 
cope more successfully with future crise~. (Existing coping mechanisms 
are strengthened or new coping strategies acquired.) If adequate help 
and situational support is not made available during the crisis period, 
inadequate or maladaptive patterns of adjustment may occur, resulting 
in permanent emotional injury and a weakened ability to cope effective­
ly with future crises. 

2.2 The rape-as-crisis conceptualization 

The tenets of crisis theory can be readily applied to 'sexual assault (Baum, 
Shore, Safes 1982). Studies of rape victims have shown that the trauma 
of rape invariably precipitates a crisis state characterized by emotional, 
cognitive, and behavioural disequilibrium (Burgess, Holmstrom 1973, 
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1974; Fox,' Scherl 1972; Sutherland, Scherl 1970). This state of active 
disequilibrium tends to be short-run, llsually'lasting for a period of no 
more than several days. 

The resolution phase of the rape crisis tends to follow a predictable series 
of stages. Fox and Scherl (1972) provide a framework for understanding 
the patterns of response among rape victi~ns as a typical sequence: 

Acute reaction. The victim's acute reactions may take a var~ety of forms, 
including shock, dismay, self-blame, anger, fear, and anxiety. Burgess 
and Holmstrom (197'1) describe two fityles of emotional response evidenced 
by rape victims during this phase: (a) the expressed style - in which 
feelings of anger, fear and anxiety are expressed overtly in behaviours 
such as crying (often uncontrollably), smiling, restlessness, and tenseness, 
and (b) the controlled style - in which the victim's true feelings are 
masked or hidden beneath composed or subdued behaviour. 

Outward adjustment. As the victim moves out of the crisis s~ate various 
psychological defence mechanisms, such as denial and rationalization, 
are brought into play. Victims resume their normal activities and appear 
to be adjusting to the assault. The openness to help and outside irifluence 
which characterized the crisis state tends, to wane noticeably during this 
phase. ' 

Integration. The final stage of crisis resolution is associated with a resur­
gence of depressive symptoms and a renewed openness, on the victim's 
part, to discuss the assault. Central issues which emerge at this time, and 
which need to be worked through with the victim, include the victim's 
feelings about himself or herself (often involving feelings of worthless­
ness or self-blame) and the victim's feelings about the assailant (usually 
involving anger and resentment). ' 

Studies of rape victims in th~ postcrisis phase have revealed that, while 
some victims achieve complete recovery in a matter of months, others 
continue to exhibit a discernible core of distrcss fOf' years following "the 
assault (see e.g. Atkeson et al. 1982; Collings 1985; K;i1patrick, Resick, 
Veronen 1981; Santiago et al. 1985). 

3. THE STRUCTURE OF RAPE CRISIS INTERVENTION 

Rape crisis intervention is not a sloppy, haphazard method of helping 
people. It is a structured mode of time-limited intervention, guided by 
tried and tested theoretical principles, and incorporating explicit and 
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predetermined' goals and procedures. As detailed outlines of rape crisis 
procedures are available elsewhere (see e.g. Abarbanel 1976; Golan 1978; 
Hardgrove 1976; Holmes 1984; McCombie 1980) only an overview of 
these procedures is provided here. ' 

3.1 Main features of rape crisis intervention 

• Intervention is short term (usually '12 sessions or fewer). 
• The nature of the crisis state dictates an active and directive' involve­

ment by crisis workers. 
• Intervention is directed at re-establishing precrisis levels of 
• functioning and not at attempts to effect fundamental personality 

change. ," 

3.2 Goals of intervention 

The primary objectives of rape crisis intervention are threefold: 

• To shield the victim from further harm and stress 
• To assist the victim to organize and mobilize all possible resources 
• To restore the victim, ,as far as possible, to a precrisis level of functioning. 

3.3 Intervention techniques 

Techniques2 employed in rape crisis intervention include the following: 

.' A focus on the here and now 
• The adoption of an active and directive stance 
• Encouraging the victim to take an active role in proceedings 
• Giving advice 
• Sympathetic listening and empathic understanding 
• Realistic reassurance . 
• Mobilization of existing support systems 
• Clarification and p~rtialization of action alternatives 

, • Anticipatory guidance and rehearsal for problematic situations that are 
likely to occur. 

3.4 Phases of intervention ' 

Making contact. The crisis worker's first task is to initiate a supportive 
relationship with the victim. Techniques that are useful in this process' 
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include realistic reassurance, sympathetic listening and the communica­
tion of empathic understanding. 

Ass~ssment. A comprehensive assessment of the crisis state involves an 
evaluation of victim risk (Is there a danger of further victimization? Does 
the victim require emergency medical or psychiatric treatment ?Is the vic- " ~ 
tim suicidal?); an "assessment of the severity of victim disequilibrium (Is 
the victim completely disequilibrated? Is the area of dysfunction limited 
to specific areas?) and art assessment of victim needs. According to Abar-
banel (1976), the rape victim's needs are likely to encompass the follow­
ing areas: (a) information on how to obtain medical, mental health and 
legal services; (b) immediate and follow-up medical care for physical trau­
ma, collection of medico-legal evidence, prevention of venereal disease, 
and protection against unwanted pregnancy; (c) immediate and follow­
up counselling for emotional trauma; (d) sensitive treatment by police 
officers, medical personnel and lawyers; (e) support from significant others, 
and (f) legal assistance, including information about rights and legal 
representation (p. 478). 

Formulation. On the basis of the assessment a preliminary plan of actio17 
is formulated' and an agreement "made with the victim about the cou/ 
selling contract. In McCombie (1980) it is sugge'sted that the counsell;! I 

'contract should include a tentative formulation of the focus of interl"d-
tion, a clarification of the counsellor's role and an approximation of fre­
quency and duration of contact (p. 154). 

Intervention. The intervention phase involves two modes of intervention: 
(a) crisis counselling - in which the crisis worker assists the victim to 
cope with her inner feelings. and re-establish precrisis levels of function-

" ing, and (b) advocacy - in which the crisis worker provides information 
regarding, and ensures effective access to, the medical, legal, and wel­
fare services that the victim may require. Karen Holmes (1984) stresses 
the importance of both modes of intervention: 

. • Although most interventive efforts with rape victims have 
been directed towards the individual via the crisis interven-
tion strategy, the advocacy strategy must also be consciously 
implemented to effect institutional change aimed at helping 
all rape victims" (p. 19). "In the long run .. ~ it is the advoca­
cy strategy that may have the greater impact, especially when 
the advocacy role is extended to" the macro level of social change 
with the aim of eradicating rape. If, as the feminists contend 
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by their de~nition of the problem, rape represents predatory 
'sexual inequality, a means of control whereby women are 'kept 
in their place', then only the restructuring of society and 
.resocialization toward sexual equality can be the advocate's final 
objective" (p. 34). 

Termin.ation. Termination is effected, either in the period specified in 
the counselling contract, or at an earlier stage, if the victim feets"that 
she can cope without further support. It is the crisis worker's responsibil­
ity to ensure that the victim is adequately prepared for termination and 
made aWlJ.re that further counselling is available in the event of future 
need. If, in the counsellor's opinion, no significannesolution of the cri­
sis state has occurred by this stage, the victim is advised to seek further 
assistance of a professional nature (i.e. medical, psychological, or 
psychiatric ). 

4. THE PRACTICE OF RAPE CRISIS INTERVENTION 

In this section the practice of rape crisis intervention is examined' a~ an 
expansion of the theoretical components already discussed. A. brief his­
tory of rape crisis ~ounselling is presented, followed by a discussion of 
the organization of Rape Crisis (South Africa) and a description of the 
intervention model adopted by Rape Crisis (Durban). 

4.1 History and formative influences 

The first facilities specifically designed to address the issue of rape, and 
other forms of violence against: women, were establishe~ in Britain, Cana­
da, and the United States during the late sixties and early seventies. Several 
European countries soon followed suit and many such facilities, both state 
and privately funded, now exist. in these countries. The genesis of rape 
crisis centres can be linked quite clearly to the growth of feminism and 
the women's movement over the last two decades. The focus on issues 
affecting women in particular, and a growing awareness of the nature 
of women's opptession, led to a reconceptualization of the violence women 
are subjected to in socie~y, particularly rape (cf. Brownmiller 1975). Rape 
came to be understood as a structural problem (i.e. a manifestation of 
the abuse of power" by men against women) rather than a personal 
problem, and women began to see rape as an area around which they 
sho1,lld organize. Rape crisis centres, providing counselling for rape vic­
tims or survivors (the currently preferred term) were established by gtoups 
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of women concerned with this particular aspect of women's oppression. 
As a result most rape crisis centres were run by women and were feminist 
in orientation (i.e. they viewed rape as a manifestation of a wider power 
imbalance 'between men and women). This perspective forms the back­
ground against which most rape crisis counselling takes place (cf. Rohr­
baugh 1979). 

In SOl,lth Africa small numbers of women became aware of these develop­
ments, and in 1975 the first rape crisis organization was established in 
Cape Town, strongly influenced by input from both Canadian and Brit-

" ish centres. Over the next five years similar organizations were established 
in other major centre~ (Durban, Johannesburg," and Pietermaritzburg). 
Organizations in each centre function independently but maintain in­
formal links and meet annually to discuss issues of policy and organization. 

4.2 Current organization of South Mrican rape crisis groups 

Structure. Rape Crisis (South Africa) restricts membership to women and 
the organizations consist of voluntary members. Although some organi­
zations employ a small number of paid staff, the vast majority of mem­
bers offer a voluntary serVice. There is no discrimination of members along 
the lines of race, class, age, or religion, although some selection of mem­
bers takes place ac.cording to motivational factors. The organizations run 
on democratic lines, attempting to involve all members in the decision­
makjng process. 

Training. New members are required to attend a training programme, 
usually involving 8 to 12 sessions of several hours each. The training course 
covers (a) a conceptual basis for"understanding rape and other forms of 
violence againsfwomen; (b) knowledge about the legal, law enforcing, 
and medical procedures involved following a rape; (c) public education 
skills, and (d) training in crisis counselling skills. The nature of the rape 
trauma syndrome (Burgess, Holmstrom 1974) is covered and both general 
and specific counselling skills are taught, demonstrated, and role-played 
by trainees under supervision. Ongoing training, involving talks, discus­
sions, and workshops, takes place thereafter for all members of the 
organization. 

Functions. Rape crisis organizations appear to perform two main func­
tions: "crisis invervention" and "advocacy" (cf. Holmes 1984,)," Rape 
Crisis offers SUPP9rt and counselling to individual rape survivors and con­
currently does a great deal of work in educating and challenging the 
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general public and the media concerning violence against women. This 
advocacy or educative function is viewed as essential in terms of correct­
ing the many misconceptions about rape (which often lead to ostracism 
and rejection of rape survivors) and in ensuring that institutional agents 
(police officers, district surgeons, public prosecutors, etc.) are responsive 
to the needs of rape victims. Thus, while the balance of this chapter fo­
cuses on the counselling function of Rape Crisis, the imponance of a more 
macrolevel type: of intervention should not be underestimated. 

4.3 Counselling rape survivors, their families and friends3 

Initial contact. Rape Crisis (Durban) offers a 24 hour counselling service 
, in response to telephone contact via a paging service. If a concerned per­
son, other than the rape survivor, contacts the organization, Rape Crisis 
always establishes whether or not the survivor herself wishes to talk to 
a counsellor. If the rape survivor phones in person, the counsellor on duty 
attempts to establish rappon as quickly as possible and to assess what 
the immediate needs of the caller are. In emergency cases the counsellor 
may arrange to meet the survivor as soon as possible, but in most situa­
tions a convenient time and meeting place are arranged for future contact. 

The counsellor will spend some time listening to the,survivor's account 
and offering suppon and will also clarify the fact that Rape Crisis offers 
a limited support-orientated counselling service (i.e. suppon and advice 
rather than psychotherapy). On occasion survivors may choose to be coun­
selled only telephonically, in which case lengthy discussion will follow, 
but in most cases survivors are encouraged to make use of face-to-face 
contact with the crisis worker. It is also imponant to establish what sup­
pon network the woman has immediately available and to encourage her 
to make use of sympathetic 'friends or family where possible. 

Intervention. Counselling sessions are conducted in the survivor's home 
or at a convenient, pre-arranged venue. Counsellors always work in-pairs. 
for a number of reasons: (a) safety; (b) in order for the survivor to have 
some 'choice in esta.hlishing a counselling relationship; (c) to keep a mental 
note of practical and procedural problems while simultaneously responding 
to emotional issues; (d) in order that counsellors can provide each other 
with support, and (e) to obv.iate any problems ,that may arise relating 
to'counsellor countenransference. The system of counselling in pairs also 

, provides the opportunity for new counsellors to gain practical experience 
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in a relatively "safe" context with an experienced counsellor. No adverse 
response to this method of counselling has been received from rape 
survivors. 

Active intervention involves two main features of crisis intervention, name· 
ly: (a) emotional catharsis or support, and (b) the re-establishment of 
coping responses and problem-solving skills. While counselling usually 
involves intervention at both these kvels, it is important to establish inI­
tially what the client's expectations and needs are. Is there a need for 
specific information, or for emotional support and acceptance, or both? 

If there is a need for specific information or practical support, the.crisis 
worker will provide information concerning the reporting of rape, the 
district surgeon's examination, possible medical repercussions of rape, 
court procedure, the procedure involyed in obtaining a legal abortion 
(should the woman fall pregnant) and the implications of these various 
actions. 

Decisions about how to deal with the rape, for example whether· to tell 
significant others or whether to report the rape, are discussed in a struc­
tured but non-directive manner, assisting the survivor to come to some 
definite decision about· a suitable. course of action for herself. If neces­
sary, rape counsellors will accompany survivors to the various authori­
ties, in order to provide support and to ensure that the women's rights 
are recognized. . . . 

In relation to emotional support and acceptance, the usual techniques 
of crisis counselling are adopted (i.e. empathic listening, reflection, clarifi- . 
cation, acceptance of emotional responses, reassurance, and containment). 
It is important that feelings of guilt or self-blame are identified and ef­
fectively deakwith. For this purpose a non~judgemental attitude of un­
questioning acceptance is recommended. The ·woman needs to be reas­
sured that the responsibility for the attack lies with the rapist, that the 
majority of rapes are planned, and that her status as a victim is one which 
could equally have befallen any other· woman ·under the same 
circumstances. 

When one is facilitating emotional expression, it is important to bear 
in mind the differences iIi coping styles between the "controlled" and 
"expressive"· survivors (cf. Burgess, Holmstrom 1974). While it is generally 
accepted that women who.express and share their feelings immediately 
following the rape experience face better long-term adjustment, it is im­
portant not to "push" survivors towards catharsis" Some encouragemen.t 
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to describe the details ,of the experience, and careful reflection on the 
feelings involved at the time, are often sufficient' to allow the ventilation 
of repressed feelings. If the woman is able to express 'anger in relation 
to the exp.erience this may be a positive indication that she is regaining 
a sense of control. ' 

Counselling family and friends. Although not competent to offer mari-
, tal or family therapy, Rape Crisis workers will offer supponive counsel­
ling to family member~ or concerned friends, if so requested. 'In many 
instances men related to the survivor (e.g. husbands, boyfriends, fathers) 
display markedly ambivalent reactions, ranging from extreme overprotec­
tiveness and anger to withdrawal and rejection. Parents of rape survivors, 
particularly young children, may feel guilty, confused and angry. The 
reactions of people close to the rape survivor are often crucial in deter­
mining how she adjusts to the trauma. It is imponant to acknowledge, 
and hear the feelings of these significant others and, wherever possible, 
to correct any misconceptions. It is also imponant that these people do 
not impose their feelings on the victim, but rather deal with therri in 
relation to the counsellor, and attempt to offer the survivor what sup­
port they can. 

Cases requiring professional reftrral. Rape Crisis recognizes the limita­
tions of voluntary, non-professional counsellors. In particular cases coun­
sellors are advised to make referrals to appropriate professional organiza­
tions. The following indications would warrant, referral: (a) suicidal ide­
ation and severe depression (involving clinically characteristic symptoms); 
(b) a previous history of psychiatric problems; (c) the ,presence of physi­
cal, psychological, or social problems, not related to the rape (e.g. alco­
holism, previous family conflict, chronic migraines, etc.); (d) a failure 
to make expected adjustments over a period of six weeks, and the de­
velopment of secondary symptoms (e.g. phobias and ongoing sexual 
problems), and (e) most cases of incest (which usually require family ther- ' 
,apy and medium-term or long-term psych~therapy). 

There are several professional people (social workers, clinical psycholo­
gists, doctors and lawyers) who are members of Rape Crisis, and the above 
categories of cases may be referred to them in their professional capaci­
ties. Rape Crisis also maintains a referral list of professionals, who have 
been recommended on the grounds of having knowledge and experience 
in the area of sexual abuse. Clients who are advised to seek professional 
help are, of course, always at liberty to make their own choice in this 
regard. 
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Duration o/intervention. The duration of Rape Crisis intervention ranges 
from one to twelve sessions (with an average of three or four sessions). 
In keeping with the tenets of crisis theory, it is expected that the crisis 
state should be resolved in a maximum of six weeks; and the need to 
maintain regular contact beyond this point indicates the necessity for refer­
ral to a professional counsellor. In many cases it is the survivor who de­
cides when to terminate contact with Rape Crisis. As her life starts to 
return to normal, and she feels able to cope without outside support, 
the woman will often indicate that this is the last contact she feels she 
needs. Many women will ask for some reassurance that they can contact 
the counsellor at some future stage, should they encounter unexpected 
difficulties, and counsellors will almost invariably agree to this. 

J 

Follow-up. In most cases no formal follow-up is arranged. However, if. 
the woman is due to appear in court, the couQsellor will prepare her for 
the experience and provide her with emotional support throughout the 
proceedings. The court case often takes place some months after the as­
sault, and may evoke old feelings in relation to the rape, which need 
to be dealt with. . 

Rape Crisis (Durban) maintains records of all interventions. These records, 
which include biographical information, the circumstances of the rape, 
and the nature of intervention offered, are maintained for statistical pur­
poses and are treated in the' strictest of confidence. 

4.4 Variaticils of the counselling model 

The counseliing model presented here is that which is employed by Rape 
Crisis (Durban). It should, however, be recognized that other centres and 
organizations may adopt somewhat different approaches. 

For example Rape Crisis (Cape Town) has assisted in training hospital 
staff working in crisis units at Tygerberg and Groote Schuur hospitals, 
where rape survivors can be referred for multidisciplinary assessment and 
counselling. While the Cape Town organization has maintained its own 
counselling service, the establishment of hospital-based crisis facilities has 
been useful in coping with the increasing number of rape survivors re­
quiring assistance. 

In Johannesburg a one session counselling intervention model has been 
adopted by POWA (People Opposed to Woman Abuse). This involves 
very structured, practical intervention aimed at empowering the survivor 
to make informed choices, given the circumstances of the rape. Inter-
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vention is aimed at helping survivors to reconceptualize the rape in such 
a way as to understand it as a structural problem, rather than seeing them­
selves as person~lly responsible, thus alleviating feelings of shame and 
guilt. This once-off intervention model is seen as more useful in the case. 
of ce.rtain women who do not expect to engage in an ongoing counsel­
ling relationship, and who may be unable (e.g. for socio-economic rea­
sons) to return for further counselling. 

Depending on work loads and the availability of.oth~r resources it is likely 
that modifications to the basic counselling model will be made in other 
centres in future. It is also important to bear in mind that for most or­
ganizations concerned with violence against women, rape is only one in­
tervention target, with sexual harassIIl:ent and battery in particular con­
stituting important areas of concern. 

5. CONCLUSION 

South African rape crisis organizations are performing an important func­
tion, which is not offered directly by any state or welfare agency. Based 
largely on British and Canadian methods of counselling, and ongoing 
experiential assessment, a short-term crisis counselling approach is adopted. 
Despite a high turnover of members, these organizations have continued 
to survive and indeed thrive over the last decade, and have broadened 
and expanded their functions. It would seem that while the demand for. 
services continues, Rape Crisis will continue as a valuable, voluntary 
facility. 

NOTES 

1. The overview of crisis theory presented here has been synthesized from the work of others. See, 
for example, Rapoport 1965; Pasewark and Albers 1972; Caplan 1974; Golan 1978; Mitchell 1981; 
Foley and Davies 1983, and Holmes 1984. 
2. A detailed discussion of crisis intervention techniques is provided in Golan 1978, pp. 96·117. 
See also McCombie 1980, and Holmes 1984. 
3. This infordtation is based o~ the case records and training manuals of Rape Crisis (Durban). 
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IV 

TIME-LIMITED THERAPY IN PRIVATE PRACTICE 
Laetitia Botha 

1. INTRODUCTION 

. The imponance of time in everyday life is universally acknowledged. "The 
link between time and reality is insoluble. We can divorce ourselves from 
time only by undoing reality, or from reality only by undoing the sense 
of time" (Mann 1973:3). Time is also a prominent factor in therapy which 
includes the beginning phase, a,ctual intervention and termination. It 
is a reality that both therapist and client take into account;. it structures 
the therapeutic process; and plays a role in evaluating therapeutic 
effectiveness . 

. . Private practice in social work is a· newer helping structure whose success 
is determined mainly by a practitioner's ability to use the available time 
effectively for therapeutic interventions and the administration of thera­
py. Unfonunately not all practitionerstealize this. "One ofthe dimen- . 
sions of commitment less immediately visible in deciding to practice ... 
privately is that of time" (Levin 1983:36).· 

In view of the fact that: demand exceeds supply, therapy. is expensive 
without compensation from medical aid funds and the average problems 
that arise in private practices cannot be solved by means of long-term 
therapy, short-term therapy should without reserVe be included in the 
helping model. 

The point of departure of this chapter is that because of the unique na­
ture of private practice as a helping structure and the nature of the 
problems presented, time-limited therapy has a special significance and 
value. In the light of these facts, the nature and role of private-practice 
in the welfare structure is· examined and the role functioning of private 
practitioners and private practice clients as well as the essence and con­
tent of the services rendered in private practice clarified, with special refer­
ence to the therapeutic process to indicate the relevance of time-limited 
therapy. 
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2. PRIVATE PRACTICE AS A HELPING STRUCTURE 

The practice of social work in welfare organizations is institutionalized 
in the community. The general image of a social worker is that of a per­
son who works for a welfare organization, while training institutions pre­
eminently equip prospective social workers to practise the profession in 
welfare organizations. . 

Provision of services in private practice started on the following assump­
tions: people who approach welfare organizations for services are not the 
only·ones in society in distress; some people do not like the charity aspect 
of the help provided by welfare organizations; the quality of social work 
service is such that it can be offered in marketable units; and, some so­
cial workers prefer to work autonomously. In the USA, where private prac­
tice started as early as the late twenties, one out of every three social wor- . 
kers was already in private practice in 1983 (Barker 1983: 13). In the Repub­
lic of South Africa, private practice as a helping structure is a phenome­
non of the seventies and eighties and is still of limited extent. In 1985, 
for example, there were approximately 40 known private practitioners 
in the whole of the Republic. . 

To understand the application of time-limited therapy in private prac­
tice, it is first of all necessary to have knowledge of the essence of private 
practice. Therefore social work private practice is defined as a PiACE 
where: 

• a registered social worker who subscribes to social work values and stan­
dards renders services; 

• the helper has recognized qualifications and adequate experience in 
practice to act in a professionally responsible manner; . 

• the dient voluntarily approaches the private practitioner for assistance 
and becomes his primary responsibility; 

• helping services are organized professionally and not bureaucratically; 

• the private practitioner autonomously decides on methods and tech­
niques of assistance; 

• a fee for services rendered is paid directly by the client or on behalf 
of the client, and 

• provision of assistance is sanctioned by registration with the statutory 
body of the social work profession. . 
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The independence and autonomy of private practice as well as the fact 
that success is not only measured in terms of the interventivegoals r~al­
ized but also, and in particular .in terms of financial success, entails that 
special consideration be given to helping· inputs. 

3. THE PRIVATE PRACTITIONER AND TIME-LIMITED THERAPY 

The private practitioner in social work, like any other social worker, is 
primarily concerned with interpersonal relations. To render assistance at 
an interpersonal level," a helper should be able to reach out, show empa­
thy and be genuine. Unfortunately these human traits sometimes lead 
to a therapist becoming inactive and passive and simply mirroring the 
client's emotions. Hence the therapeutic process is often lengthy without 
any noticeable progress. Services rendered in private practice whieh the 
client pays for, must foster growth and progress. 

Apart from humaneness, time-limited therapy requires flexibility, involve­
ment, participation and spoiltaneity on the part of the private practi­
tioner. A practitioner must know himself, know what he is doing and 
understand his cliem's requirements. His participation in the helping 
process is such that it:enables the client·to i<Jentify his potenti~ and guide 
his develop~ent. This does not imply, however, that the practitioner be-
comes so active that he takes over and runs his client's life. . 

To establish equilibrium between overactive and passive. participation in. 
the helping process, a practitioner should focus on the central problem 
.and the concomitant therapeutic goal. Aspects of secondary importance 
should not·consume time, and the practitioner's participation should relate 
to the client's ability to effect behaviour change in the allocated space 
of time . 

. The role of time in t~e-limited therapy necessarily entails activity on 
the part of the private practitioner in the helping process. The concept 
of limitation of time is explained and discussed and 3:n agreement con­
cluded. Thereafter it is the practitioner's responsibility to keep the ther­
apeutic process within the time schedule. 

A private practitioner's attitude to time-limited therapy is important. 
He must convey to his client optimism, or a positive attit1.~de about the 
·success potential of therapy in a short period of time. In fact, if the ther­
apist is not convinced that the treatment will yield results in the predeter­
mined time, he will not be able to convince his client. It could happen 
that when the practitioner makes a therapeutic proposal to the client, 
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who keenly feels the burden of the· problem, the latter might strongly 
, doubt that the time allocated will be sufficient~ A practitioner who. be­
lieves in this therapeutic model and is convinced that it is appropriate 
for a particular client, can, with the necessary enthusiasm, generate similar 
faith and motivation in his client. . 

A social. worker with enough experience in the complexity of human and 
social problems and who has often worked for long periods on cases at. 
a welfare organization without any limitation of time, will have diffi~ulty 
accepting time-limited therapy. As the demands for private practice in­
crease - due to the greater need for it and to its proven effectiveness 
- and as client satisfaction becomes evident, more private practitioners 
will move towards time-limited therapy. As Mann (1973:83) so aptly states: 

. "The more thoughtful and more experienced in the field in general will 
realize that the limitation 'in time and in goals requires a high order of 
knowledge and self-discipline in conjunction wi~ a disciplined treatment 
rationale ... It is a means for treating a great number of patients in a 
substantial and meaningful way, and it also offers high promise as an 
accurate research tool into the process and effectiveness of ... therapy." 

In South Africa prjvate practitioners work mainly part time - hence a 
viable practice must be developed in conjunctioq. with another job. The 
structured. nature of time-limited therapy and the possibility of assisting 
a larger number of clients underlin~ the value of thIS approach to help­
ing. Private practitioners, however, are.obliged to conduct self-analysis 
.and determine whether or not they have the ability to work acco~ding 
to a structure, and whether they are in a position to help their clients. 
more rapidly to achieve greater maturity, accept realities and function 
independently. 

4. CLIENTS OF PRIVATE PRACTICES AND TIME-LIMITED 
THERAPY 

The feelings, defence mechanisms and expectations (with regard to help­
ing) of the clients of private practices have the same effect on the help­
ing process as those of clients associated with non-private practice. The 
lower-order needs of most clients who approach private practitioners have 
already been met but these clients are obstructed in the fulfilment of 
higher-order needs. Such clients, without exception, seek assistance of 
their own accord which ensures positive motivation for co-operation in 
the therapeutic relationship. Moreover, they have the financial means 
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, to pay thefees for services rendered which most welfare organization clients 
are unable to pay. 

Clients who approach a private practice usually realize that they require , 
help to solve their problems. In fact in the initial contact they usually 

, relate what steps they have already taken; Hence they expect the practi­
tioner to do the necessary intervention to effect change'. They then ex­
pect fast results. 

The types of problems that clients present to private practitioners main- , 
ly concern poor premarital, marital and family relationships. A case load 
analysis of one pan-time private practice revealed that besides relatlon-

, ship difficulties other problems su~h as work stress, unplanned pregnan­
cies, reactive depression, identity crises and "acting-out" behaviour came 

. to light. One should not, however, overlook the preference and ,resul­
tant selection that a private practitioner must apply. The fact remains 
that no cases with statutory functions or severe mental deviation would 
be accepted by private practitioners. ' 

As is the case in other helping professions, private practice clients in so­
cial work, are usually women (cf. Tanney 1979:46; Berger 1983:567). They 
a~e also generally below the age of'50. It seems that private practitioners 
select clients who are workable - " ... 'the kind of client with whom almost 
every therapist prefers to work because prognosis and progress are gener- ' 
ally more hopeful" (Barker 1983:18). 

It is clear from the' aforementioned discussion that private practice clients, 
because of their socio-economic background and level of functioning, will 
welcome time~limited therapy. Its structured nature offers the experience 
of a purposeful helping a~tion. Setting' goals , task-directed~ess, contmuous 
feedback and evaluation 9f progress provide clients with perspective on 

. areaS for further change; while right of panicipation reinforces' the pan­
.nership principk. By setting a final date for ten:ninating treatment, a 
practitioner gives his client hope that his problem can in fact be solved 
and encourages him towards constructive change. . 

The main problems dealt with in private practice are pre-eminently suit­
ed to shon-term treatment because statutory functions are not prevalent, 
environmentally deprived clients tend to rather approach welfare organi~ 
'zations, .and private practitioners do not in any event accept psychotic 
patients:' . 
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5. STRUCTURE AND CONTENT OF PRIVATE PRACTICE SERVICE 
RENDERING 

"In order to enhance his own security and sense of wel.l-being it is prefer­
able for the practitioner to control his practice. The first step in controll­
ing a pra<;tice is to structure time so that it can be controlled ~ in one's 
own and one's patient's interest" (Levin 1983:143). 

Time is therefore an essential aspect in the arrangement and provision 
of private practice services. In his earliest considerations about starting 
a private practice, time is the factor that will influence a practitioner's 
decision as to whether he should practise full time or part time. In the 
case of the' latter where the 'practitioner usually works for an agency as 
well, constructive allocation of time to· both cpmmitments is imperative 
in. order to function effectively but also be ethically accountable. 

Structuring of services chiefly concerns org~izing one's work programme 
and planning the therapy as such. 

5.1 Organizing the work programme . 

A work programme is the mould in which helping is cast ip a practice. 
It determines the tempo and work.flow in the allocation of time to vari­
ous tasks performed by private practitioners. A structured work programme 
not only facilitates decisions about the acceptance or referral of cases, or 
about whep. to perform what tasks, but helps to reassure the practitioner 
that he is in con.trol of the 'service he is rendering. . 

In designing a work programme an appointment system, the duration 
of appointments and the size of the case load enjoy prominence: 

• An appointment system provides a work plan for every day, week, 
. month and longer. It not only regulates the flow of clients, but sets 
aside time for administrative fi,Inctions, tea and lunch bre~, continuing 
education, cc;>mmunity serviCes and recreation. It is thus essential to 
keep a diary, while appointment cards setting out the practitioner's 
policy regarding cancellations, serve as a funher aid. 

• The duration of appointments or sessions determines the amount of 
time that a practitioner spends with his client. Variations in this regard 
range from fixed times for all cases to differentiation in the allocation 
of time for various problems or the different phases of the therapeutic 
process. It is importa~t, . however , that an appointment should pro­
vide enough time to realize the ~etermined therapeutic goals at the 
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client and practitioner's pace. Obviously, the therapeutic pace can be 
modified, and the goals set and time allocated to achieve them should 
be spelled out to clients . 

• The relevant service fields and the nature of the therapy provided ob­
viously also determine the duration of sessions. A practitioner will, for 
example, require less time to advise a prospective social work student 
about his choice of subjects than to treat a student with behaviour 
problems. It is therefore aqvisable to arrange appointments according 
to a specific time schedule and if necessary to reserve more than one. 
session for a case. Practice has proved that one-hour sessions, of which 
the final ten to fifteen 'minutes are set aside for administration, are 
adequate. A practitioner must, however, be able to handle the session 
with ease, both in his own interest and for the sake of rendering an 
adequate service. "Wise 'therapists know their energy level and cycle 
and pace themselves accordingly"' (Levin 1983: 143) . 

• The size of a case load has special implications for the work programme 
and for the quality of service r~ndering in a private practice. Practi­
tioners, especially beginners, sometimes make the mistake of accept­
ing all referrals in order to ensure financial success. the result usually 
is an unmanageable practice, that is, too many clients and too little 
time - and a professionally "burnt-out" therapist. Hence it is advis­
able to conduct a case-load analysis once a·month at least, to establish 
the maximum number of cases that the practitioner can effectively cope 
with. In the USA 39 cases seem to be the maximum for full-time prac­
titioners, as against the 35 that South African practitioners cite as an 
appropriate number (Botha 1984:244). Part-time practitioners are guid­
ed"by the time at their disposal for private practice activities, and here 
again regular case-load analysis is important. Great demands are made 
on dual-career therapists' in respect of the allocation and use of ti,me 
in both w9rk situations, loyalty to one's employer and one's own bus­
iness and one's simultaneous roles of employer and entrepreneur (Wein-
rach 1980:87-89). . 

It is clear therefore that a work programme must be compiled in con­
junction with decisions about the size of a case load to ensure that enough 
time is allocated for problem solving in every case, A practitioner'~ work 
'programme and the nature of the therapy offered in his practice are 
inseparable. 
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5.2 The therapeutic process 

·Service rendering in private practice is not very different from that iQ. 
welfare agencies - it is at all times and in all cases professional, pur­
poseful, accountable and based on the concept of improved social func­
tioning with a view to enhancement of quality of life. This broad or com­
prehensive goal of social work is the personal motto of every private prac­
titioner arid all his decisions and actions are geared towards realizing it. 
However, a private practitioner sets himself an additional goal, namely 
to render services to distressed people who usually do not approach wel­
fare agencies. The needs, problems and expectations of the particular target" 
group should be borne in mind in constructing the therapeutic service. 

A particular practitioner's training, experience and personal style guide 
him in his selection of service fields and methods of practice. Many be­
ginners tend initially to work generically to make the practice viable, but 
gradually they select cases in a specific service field, for example, mar­
riage and family therapy. Research in South Africa shows that more than 
70 per cent of private practitioners specialize in marriage therapy and 
more than 50 per cent in family therapy (Botha 1984:330). With regard 
to the method of helping, individual therapy seems to be the norm, 
whereas therapy with married couples and families occurs primarily in 
groups. Group therapy, however, hinges on client flow, the facilities avail­
able for accommodating groups and a practitioner's skill in handling 
groups. In some practices community, research and administrative projects 
are undertaken as part of the service, while supervision, consq.ltation and 
training courses are also offered (cf. Kurzman, Solomon 1970:67; Gold-
meier 1986:98). . 

The giving of help is almost always based on fundamental principles which 
constitute the epistemology of a programme of service rendering. A prac­
titioner must have a basic philosophy of life and man, and must know 
how its acceptance has influenced his particular theoretical approach to 
helping. The modus operandi followed in a practice can then be explained 
and justified. The theoretical approach adopted als9 relates to a practi­
tioner's perception of the methods that can be applied to realize ther­
apeutic goals. If his basic premise for example.is that man is continually 
developing, but is sometimes unwittingly caught up in a certain cycle, 
it would be appropriate to adopt the gestalt approach which focuses on 
the here-and-now, on settling unfinished business of the past, on self­
regulation and on accepting responsibility for one's own feelings. 
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The particular nature of a private practice regarding the fees payable for 
services and clients' specific expectations about visible growth and results, 
also play a·role in the selection of a therapeutic.approach. Although (ac­
cording to the Goldmeier inquiry (1986:98» ego-psychology, psycho­
analysis, the problem-solving and systems approaches appear to be the 
most popular methods used by private practitioners, time-limited ap­
proaches such as crisis intervention, behaviour therapy, directive therapy 
and the task-centred approach are widely used. 

We shall now discuss the method and process of rendering assistance in 
private practice in order to show the place and value of time and time­
limited therapy in it. 

5.3 The process of service rendering 

As in the case of service rendering at welfare agencies, private practition­
ers also follow certain procedures in helping patients. Likewise, certain 
phases are identifiable in the process in which time plays an integral part. 

Intake and selectt'on 

Mostdients telephone the social worker, although intake may be face­
to-face or through referral systems. At this early stage of contact the client 
is informed about the nature of the initial interviews, the assistance avail­
able and the conditions to which the service is subject. The potential client 
must realize that initial interviews are conducted to establish whether 
or not the practitioner will be able to help in this particular case. This' 
modus operandi has been found to boost clients' self-confidence which 
in turn generates co-operation, while an early understanding of struc­
tured assistance fosters motivation for change. At this stage, however, 
a client can decide not to go ahead with the treatment proffered or the 
practitioner may decide not to accept the client, and refer him to another 
source of help. 

Assessment phase 

Although clients are informed beforehand about the nature of the first 
interview, most of them still arrive with preconceived ideas about social 
workers and about what they are "in" for. The practitioner reaches out 
by showing-empathy, and focuses on establishing the relationship. He 
reiterates the goals. of the interview to enable his client to understand 
the reason for exploration. 1.'he practitioner then focuses on the problem 
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presented, by referring to the problem that the client mentioned telephon­
ically. Once the latter has vented his feelings and the practitioner has 
collected enough information on the'present problem, diagnostic tools 
are used to gather background information. Examples of such tools, are 
filling in the intake or family history forms, genograms or echograms. 
Clients are usually enthusiastic about these activities because they regard 
them as constructive, and at this stage they themselves have started to 
gain insight into their own ineffective functioning. 

Sometimes more than one interview is necessary to make an initial ~liag­
nosis. The central problem as well as the type of defence mechanism used 
by the client are identified as quickly as possible. A practitioner endeavours 
to answer three questions at this stage: Who is this client? What does 
the client see as the problem? Is it the real problem and if not, what 
'is the relationship between the client's view of his problem and the ac­
tual problem? Example: A practitioner is approached by a final-year fe­
male student in a state of depression, which, according to her, is caused 
by unreadiness, for starting a career, as well as having made a possibly 
incorrect occupational choice. She comes from a stable middle-class fa­
mily that places a high premium on the traditional role of women. 

The client underwent comprehensive aptitude and interest tests in her 
final year at school, 'while above-average academic achievement at univer­
sity contradicts het perception of an incorrect occupational choice. The 
client brings the symptoms and depression to the consulting room but 
the reasons she advances for the problem are not convincing. It is clear 
from the background information, that she is actually dissatisfied because. 
she cannot satisfy her own expectations and those of her parents about 
having a fixed relationship with someone of the opposite sex before the 
completion of her university training. 

The practitioner formulates a general statement which reflects his un­
derstanding of the client's discomfort. He might say the following: "From 
what you have told me I gather that you are disappointed in yourself 
in feeling as you do at this stage of your life" ~ The practitioner, by showing 
empathy, prevents intellectualization or destructive defence by the client, 
and this leads to greater confidence in the/practitioner. 

The next step involves selecting the most suitable therapeutic model for 
the case concerned. Matching the problem and type of help is an extremely 
demanding task, and unfortunately the literature provides few guide­
lines in this regard. In time-limited therapy the immediate planning of 
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suitable assistance is imperative. Unlike in long-term therapy, there would 
be few opportunities for. correction or adjustment later on. 

Feedback to the client usually occurs at the end of the first interview, 
but may also be deferred to the second interview provided that the client 
at this stage understands that more exploration is necessary. If it is evi­
dent that the client can be helped m<?re effectively elsewhere, the practi~ 
tioner explains the situation and obtains permission to refer him to a more 
suitable source of help. Otherwise the client is told what the preliminary 
diagnosis seems to be and when the latter has had the opportunity to 
discuss it, the final goals for therapy are formulated. The therapeutic plan 
is presented and any q~estions the client may ask, are answered. 

Structuring the therapeutic programme 

Further feedback to the client involves the structure in terms of which 
treatment will be given, that is, the client is informed about the dura-· 
tion of therapy and the frequency and spacing of sessions. Private practi­
tioners have not reached consensus about the number of sessions that 
distinguish time-limited from long-term therapy (cf. Comfort, Kappy 
1974:486-487; Koss 1979:210-212). South Mrican practitioners, however, 
hold that six and more interviews may be classified as long-term therapy 
which means that half of all clients seen in private practices receive short­
term therapy (Botha 1984:426). 

The nature and intensity of the problem and the client's rate of growth 
are used as indicators for estimating and spacing the number of inter­
views. The programme may, for example range from weekly to monthly 
interviews extending over six weeks or six months. 

Whatever the form of the therapeutic programme, the practitioner must 
explain it to the client and substantiate his choice. He must also explain 
the following: the need for regular feedback and doing of homework; 
that termination occurs on the predetermined date by which time the 
goals should have been realized; and that subsequent follow-up inter­
views will be held. At this stage no contract has been entered into. This 
enables the client to consider the consequences of the proposed therapy 
without the practitioner in any way influencing his choice. Once he is 
ready, the client will make the next appointment, whereupon the con­
tract will be drawn up and the therapeutic programme will start. 
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The, 'therap,f!utic contract 

A coritr.act is' " ... an explicit agreement about terms of exchange and 
responsibility between therapist and client" (Barker 1982:101). Although 
a formal contract is concluded in the initial phase of the helpipg' 
programme, it is regarded throughout as part of the treatment. The con­
tract primarily includes the following: an introductory statement on the 
aim of the practice and the practitioner's approach to people in need 
and to the assistance being rendered; procedures regarding appointments, 
fees, settling accounts and insurance; the client's expectations regarding 
openness and partnership and an undertaking of confidentiality. Space, 
is left for recording the therapeutic goals and allocation of time, as well 
as for a termination date. Hence a contract indicates the following: what 
the client must do; what the'practitioner must do; a time limit for the 
contract; and, ifbehaviouristic methods are to be followed, what the con­
sequences of adhering to 'or ignoring instructions would be (Frankel 
1984:36.-37). Obviously the contract may be revised during therapy and 
adjusted if necessary. 

Initially, most of the clients of private practitioners regard a written con­
tract as somewhat unusual because they have not encountered the like 
in other helping professions. Hence a practitioner must help his client 
to interpret the aim and value of the contract and when the latter under­
stands it he will use it himself as an aid to direct his personal growth. 
Clients have been known to refer the practitioner directly to a clause in 
the contract in order to strengthen their own point of view. 

In concluding a contract, 'the client accepts the therapeutic goals and con­
ceptualizes the therapy. The scene is then set for intervention and change. 

Therapeutic intervention 

Therape~tic intervention in private practice is the same as that offered 
by welfare organizations. Counselling is the basis of practically all inter­
ventive actions, although variations do occur in the form of game, relax­
ation and bibliotherapy, environmental change and concrete aid. De­
pending on the theoretical model employed, the different forms of in­
tervention are: dealing with emotions, direct influencing, improving 
clients' insight and bringing about attitude and behaviour change. 

Because most clients approach a private practice for short-term therapy, 
and every session with a practitioner costs money, the helping action must 
be approached purposefully. Hence each.i.n,terview must have specific goals 
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'and intervention must be directed towards achieving them. Because of 
the kind of clients, in most cases the most effective method seems to be 
coupling interpretations with emotion~l support. 

At the stan o£:the interview the practitioner refers back to events in previ­
ous interviews, then the goals of the present interview are outlined. The 
client thereafter usually relates what has happened since the last session, 
while the therapist supportively challenges him to greater frankness and 
insight. A practitioner's acceptance of his clients as people with dignity, 
irrespective of their problem or behaviour, fosters co-operation and will­
ingness to learn new behaviour. They become actively involved in the 
process of understanding and changing their own beha~iour . Various kinds 
of interpretations are used: hypothetical reasons are advanced for nega­
tive behaviour; the client's motive for using destructive defence mechan­
isms and maintaining conflict is outlined; the relation between specific 
behaviour and feelings is indicated, and the role of past events with regard 
to present action 'is pointed out. The client's acceptance of a specific in­
terpretation serves as confirmation that the interpretation is correct. 

If clients are not given enough support in the changing process, or feel 
that the therapy is not worthwhile', they simply drop out. Every practice 
has some dropouts. Each case must be carefully examined to establish 
why the client has left and to what extent th~ practitioner has been 
responsible. 

As the th,erapeutic process advances it is advi~able to refer' to the time 
aspect in terms of the number of sessions that have been completed or 
the date fixed for termination. In this regard, both partners must con­
sider the progress and rate of change. As the therapeutic process nears 
its end clients tend to arrive late, cancel appointments or keep interview 
events superficial. It is the practitioner's responsibility to relate these ac­
tions to previous terminations that clients have experienced, 'and, if trans­
ference is identified, to handle it therapeutically. 

The termination phase 

This phase is always emotionally charged for practitioner and client alike .. 
Because of the short duration of treatment they hav~ worked intensively 
throughout and their involvement with each other has become more deep­
rooted. The s(:paration process must therefore be thorough and complete. 
Emphasizing what the client has a,chieved and a demonstration of ut­
most confidence in his ability to carryon independently usually facili-
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tates"termination. Obviously an evaluation of the goals realized and rein­
forcement of newly acquired behaviour will feature prominently in the 
final interview. 

Follow-up procedures 

Following up clients who have undergone time-limited therapy is in:l­
portant. The point of departure here is that clients are usually not told 
about this during the therapeutic process because it contradicts the presup­
position that problems can be completely solved in a short period (Mann 
1973:45). However because clients pay for services" it is necessary that they 
are in agreement about the necessity for follow-up treatment/appoint­
ments. Such appointments are maqe for two months in advance and a. 
reminder postcard is sent to the client a week before each appointment". 

To summarize: the th!!rapeutic intervention usually starts with a begin­
ning phase where the necessary information is gathered to formulate a 
tentative diagnosis. The goals of treatment are spelled out and a ther­
apeutic programme designed, while a sound relationship ln which the 
client feels secure,.is established. In the middle phase the main focus 
is on the problem and change, while the client is assisted with new in­
sight to overcome his problem. In the termination phase the treatment 
is rounded off, the realization of goals evaluated and new behaviour func­
tionalized with the assurance of the therapist's future interest in the client's 
progress. 

5.4 Group therapy 

The purpose of group therapy is to devise a treatment package that limits 
the use of time. It is usually a quicker and less expensive method for 
the client and affords fewer opportunities for game playing and sabotag­
ing therapeutic goals. It does, however, incline towards complicated sit-. 
uations and treatment obstructions because the practitioner has to ana­
lyse numerous inputs from group members and does not always observe " 
everything. " 

Groups are kept relatively small with five to six members, not necessarily 
homogeneous in sex, age or the problem presented. In a heterogenous 
group there is greater scope for the development of unknown "circum­
stances. A group series usually comprises ten weekly sessions, each ap­
proximately two hours long. 
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When the group meets for the first time a group goal and objectives to 
achieve it are formulated and placed within a fixed schedule. Cohesion 
and group pressure ensure that the schedule is adhered to, while mem­
bers who develop faster, carry the slower ones forward. The practitioner 
remains task-oriented, he monitors and gives feedback on progress. 

Married couples and students with relationship problems seem to be par­
ticularly willing to be involved in groups. For: example, high school pupils 
have presented themselves at one private practice with a request to ac­
quire interpersonal skills through groupwork. 

The fees for group members are not based on the duration of sessions 
but on the amount of administration required for preparation, compil­
ing reports and designing functional aids. 

5.5 The administration involved in rendeiing a service 

Helping clients in a private practice involves continual analysis of the sit­
uation, further data collecting, planning with a view to further action 
and implementing and evaluating results. This process applies to 'each 
individual case handled, as well as in the practi<;e .in general.. . 

Once the clients have been seen, the practitioner writes reports on the 
sessions to place on record events in the helping process and to enable 
him to render account of his actions. A card-index or filing system is used 
for documentation arid a practitioner must exercise self-discipline in order 
not to fall behind with his task. The information is required for clients' 
accounts and subsequent auditing'. . . ' . 

A complete and tidy record system not only indicates a well·organized 
practice, but is also a precautionary measure should a practitioner have 
to defend himself again~t complaints from a client before a professional 
disciplinary committee. As part of feedback action, clients can be asked 
to write process reports or they may be allowed to read and sign process 
reports. 

Sending out accounts and reminders before the due dates, keeping records 
of the practice'S income and expenditure and auditing the financial state­
ments every six months are administrative fu.nctions that need continual 
attention. Awareness of the practice'S financial position provides regular 
feedback ~n the effectiveness ofthe.organizat;ion and'the marketing of 
the' service. In the case of negative feedback a practitioner should apply 
nine marketing principles to the service: lOre-define generic product, re-
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define the target group, develop a different marketing approach, ana­
lyze customer behaviour, determine and emphasize advantages, develop 
a variety of new marketing tools, develop an integrated marketing plan, 
obtain regular and continuous feedback, and apply marketing audit" 
(Hochhauser 1984:65-66). 

- 6. CONCLUSION 

Running a successful private practice requires an understand~ng of the 
r:oleand effect of time. Most private practitioners,practise part time and 
therefore have a dual responsibility in respect of allocating their time to 
'different duties. The clients of private practitioners, on the other hand, 
have specific expectati9ns of the therapy for which they pay handsome­
ly. Hence the type of assistance rendered must be structured in such a 
way that it satisfies demands, fosters client satisfaction and places the 
practitioner in control of the service. 

Shon-term th_erapy provides substantial and meaningful suppon for a 
greater number of clients. Regardless of a practitioner's philosophical ap­
proach, time-limited therapy affords him the opponunity of building 
up a viable practice. "Whether you like or dislike it may be an impor­
tant value judgment to make - but you cannot afford to ignore it" 
(Frankel 1984:5). 
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TIME-LIMITED INTERVENTION IN 
OCCUPATIONAL SOCIAL WORK 

Winifred A. Bryant 

1. INTRODUCTION: THE EARLY PRACTICE OF SOCIAL WORK IN 
AN OCCUPATIONAL SETTING 

Social work and industry have been closely linked since the time of the 
Industrial Revolution in Britain (1750-1850). Before this, charitable work 
was undertaken by the extended family, concerned individuals, the 
monasteries and the churches; In response to the needs engendered by 
the appalling social conditions that developed as a result of industriali­
zation, Poor Relief Societies sprang up during the nineteenth century. 
However these societies were small and without adequate resources. Their 
services were unco-ordinated, given without investigation, and open to 
fraud and duplication. No attempt was made to restore the individual 
to productivity or self-respect and the accent was on relief of physical dis­
tress. It was only in 1869, with the establishment of the Charity Organi­
zation Society" that applications for poor ,relief were investigated and the 
concept of t.l;te "alms of good advice" introduced, thus laying the foun-
dation for the practice of modern social work. ' 

At about this time a few industrialists such as Lord Shaftesbury and Roben 
Owen in Britain, and Marken and Stork in the Netherlands, gave a lead 
in acknowledging the employer's responsibility for the well-being of his 
workers by appointi~g "welfare workers" in their factories. At that stage, 
according to Botha (1968:32), the tasks of the welfare workers were unde­
'fined, superficial and concentrated on the provision of material assistance' 
to low-paid workers, and the improvement of conditions outside the work­
place, for example, housing and recreational facilities. 

During the First World War the demand for welfare workers in the fac­
tories increased drastically, as women replaced men in industry. The em­
phasis of the welfare work that was done remained outside the workplace 
and concentrated on home visits, material assistance and recreational fa­
cilities. During the Second World War, influenced by the sociological 
and psychological theory developing at that time, a change in emphasis 
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occurred and the focus of industrial social work shifted from alms-giving 
to assistance with interpersonal relationship problems, although the de­
mand for material assistance still existed. 

In the late forties, with the emergence of the concept of industrial rela­
tions, the needs of the worker within the workplace were given greater 
attention. It was recognised that if employers wished to attract and keep . 
a stable workforce, they would need to improve working conditions. 

In Europe after the 'war several international conferences were held at 
which attempts were made to place Personnel Social Work (as it was then 
called) on a professional footing. The term Personnel Social Work was 
preferred at the time since it included work undenaken on behalf of per­
sonnel in hospitals, commerce, government depanments and transpon 
services, not just in industry. At present Industrial Social Work, Person­
nel Social Work and Occupational Social Work are used interchangeably 
to refer to social services in the workplace.' 

In 1960 principles for this type of social work were.Iaid down at the Eu­
ropean Seminar on Pe,rsonnel Social Work in Brussels, (UNO Repon, 
UN/TAO/ 1961 Rep.3), and these have been incorporated into the poli- . 
cies governing most modern occupational social service programmes. 

The mainJocus of modern occupational social service programmes is the 
"troubled employee" - that is, an employee whose personal problems 
may affect, or are affecting his/her job performance. The objective of 
assistance is to restore the employee to an acceptable level of functioning 
at work, hereby reinforcing job security. The service is directed at both 
the productivity needs of the employer and employee well-being. 

Social services programmes have been introduced into various work situ­
ations under various names, including Troubled Employee Programme, 
Employee Assistance Resource, Occupational Rehabilitation Programme, 
Substance Abuse Programme and Employee Assistance Programme. In 
some cases the programme has been directed at a specific problem, such 
as alcohol and drug abuse, but more commonly a "broad brush" 
programme is followed which addresses any problem that affects produc­
tivity. (Cf. Akabas, Kurzman 1982, for a more detailed history of social 
work in industry:) 

. The demands of the work situation place restrictions on the amount of 
time the employee can be spared from his job, and also require a quick 
return to acceptable work standards. Therefore time-limited intervention 
characterises most of the therapeutic work undertaken in' industry. 
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2. PRINCIPLES OF OCCUPATIONAL SOCIAL WORK 

2.1 The principle of neutrality· 

An important principle contained in the Brussels Report is the require­
ment that the occupational social worker should act as consultant and 
be precluded from taking managerial decisions. He should also play no 
role in ·the development of his client's career nor should he exercise any 
controlling function .. 

2.2 The principle of accessibility 

The helping service should be available on site or within easy access of 
the workplace, and should be available within working hours: It is also 
important that workers should hot have to wait a long time for anap­
pointment, as motivation ro resolve a problem is usually at its highest 
during a time of crisis. . 

2.3 The "broad-brush" principle 

The service should offer assistance with any problem that affects the work 
perfo~mance of employees of all ranks. Such problems may be work­
r.elated, such as interpersonal conflicts, .work stress, job dissatisfaction, 
discriminatory practices, unfair labour practices, job misplacements or 
management problems. Domestic problems, however, can equally: af-· 
fect the worker's ability to concentrate on his job, impair judgement and 
time management, disturb interaction with other workers and increase 
accident risk. Such problems include marital, family, legal, financial, 
health, psychological and addiction problems .. 

2.4 The principle of availability 

The service should be available to all workers, irrespective of rank, race 
or sex, arid, when necessary to the family of the employee. Effective mar­
keting of the· service is aimed at encouraging entry into the assistance 
programme at an early st~ge in the development of the problem. 

The service is founded on a policy that accepts the legitimacy of offering 
assistance to troubled employees, and permits the employee to take time 
off for consultations without having his work record jeopardized in any 
way. 
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2.5 The principle of confidentiality 

Employees need the assurance that ~onfidentiality will be maintained, 
and in particular that management will not be involved without. the ex­
plicit permission of the employee. Where the client approaches the so­
cial worker on his own initiative, no contact is made with the supervisor 
unless the client agrees that this would be beneficial for the resolution 

. of the problem. In the writer's experience the majority of cases are self­
referred or arise at the suggestion of colleagues or supervisors, and there­
fore management is not involved in any way. 

Obviously management is involved in the case of mandatory referrals by 
supervisors. In this case the problem has affected productivity to such 
an extent that the employee is confronted with the choice of either seek­
ing assistance OJ; facing disciplinary action. Under these circumstances 
report-back to and from the supervisor is necessary and is done with the 
full knowledge of the client. Very often "the client, supervisor and coun­
sellor get together to clarify evaluation and report-back procedures. The 
worker is uspally given a period of time within which an improvement 
is expected to becom'e apparent. At 'the end of this period his position 
with the company will be reviewed. There is an understap.ding that all 
disciplinary. action will be suspended during the period he receives as­
sistance. There is therefore an urgency affecting both the employee and. 
the counsellor to produce noticeable change within the time agreed upon. 
Thp treatment programme must be. carefully planped to this end. 

2.6 The principle of constructive coercion 

The workplace offers a ·unique opportunity for overcoming the denial 
that frequently accompanies personal problems, particularly dependen­
cy problems. When an employee fails to recognise or admit he has a 
problem which is affecting his work, the supervisor can precipitate a cri­
sis in the life of the employee by presenting him with the choice of ac­
cepting help and improving his work performance, or accepting the con­
sequences of continued poor work performance or disruptive behaviour 

. in the workplace. This is a valuable motivator not only in seeking help, 
but also in co-operating with the counsellor in resolving the problem as 
speedily as possible. . 

Clearly, this type of coercion is directed at the improve~ent of specific 
behaviours that are not acceptable in the workplace, and an attempt by 
the q>unsellor to bring about major personality change would not be 
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appropriate. Restoration of job status and resumption of previous stan­
dards of work will bring approbation from counsellor and supervisor, and 
this will act as a reinforcement to promote continued practice of the im­
proved behaviour patterns. 

3. THE PHll.OSOPHY BEHIND PROVIDING ASSISTANCE SERVICES 
FOR EMPLOYEES 

According to Starker (1986:2) the philosophy for providing such a serv­
ice is based on four main assumptions: 

• Personal problems adversely affect an employee's work resulting in de­
teriorating work performance. 

• Unless some intervention is initiated the problems are likely to worsen. 

• The kind of relationships that exist at work provide a good environ­
ment for effective intervention. 

• It is in the interests of management, unions, troubled employees and 
their families, to effect intervention at the earliest possible time. 

The benevolent, paternalistic approach of early industrial social work has 
therefore changed as employers recognise the advantages inherent in 
providing a service to the troubled employee. It is more cost-effective 
to help him improve his productivity than to dismiss and replace him. 
The increase in profitability more than covers the cost of providing the 
social service (Akabas, Akabas 1982:19-20). 

Whereas previously the emphasis of the social service was on providing 
material assistance and improving living conditions outside the workplace, 
now the focus is on resolving any ptoblem, either within or outside the 
workplace that affects productivity. Normal service benefits are expected 
to provide for the m"aterial needs of employees, although in some or­
ganizations, the social service staff operate a benevolent fund to assist 
special cases. 

With the accent on cost-effectiveness, it has been necessary to use treat­
ment methods thilt will promote the fastest possible return of the trou­
bled employee to an acceptable level of productivity. 

Stark~r (1986: 12) diagrammatically sbows the relative cost in terms of 
time and productivity loss of the different means of recovery. 

87 



DIAGRAM I 
IMPACT OF PERSONAL PROBLEMS AND DIFFERENT MEANS OF 

RECOVERY ON PRODUCTIVITY AND COST 
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Time/Cost Ratio High 

A - Problems start affecting productivity 
B - Intervention - recovery starts 
C - Productivity improves 

o - Satisfactory job performance levels reached 
E - Termination through dismissal or death with high replacement costs. 

This diagram shows that where the employee is able to resolve his problems 
himself, the decrease in work performance (A-BI), the time taken to re­
store productivity (CI-Dl) and the consequent cost to the employer, are 
relatively low. Where self-help skills are insufficient to resolve the problem, 
but the employee has sufficient confidence in the assistance programme 
to ask for help, the loss in productivity before intervention begins (A­
B2) will be slightly greater, the recovery will take longer (C2-D2) and 
the cost to the employer will therefore be greater. Nevertheless relatively 
early intervention is possible with self-referrals. 
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Suggested referrals occur at a later stage when deterioration of work per­
formance is more pronounced (A-B3) and has been noted by colleagues 
and/ or supervisor. Before the situation becomes critical a friendly sug­
gestion is given to the worker to seek help. In this case the helping process 
(B3-C3) takes longer and more time is needed to restore productivity 
(C3-D3). 

If none of these alternatives have been put into practice and there has 
been considerable deterioration of work performance with consequent 
loss to the employer (this can reach 25 % of the employee's remunera­
tion, according to Starker 1986), mandatory referral becomes necessary. 
This is the most costly method of intervention and the length of the help­
ing process (B4-C4) is also more than for other means of recovery. However, 
even with a mandatory referral, return to an acceptable level of produc­
tivity (C4-D4) is still possible, preferable, and less expensive than dis-

. missing the employee and bearing high replacement costs and a funher 
period of low productivity during the training of the new employee. 

In summary, Diagram 1 shows that the longer it takes to resolve the 
problem, the greater the loss in productivity and the greater the cost to 
the employer. Self-resolved problems cause the least c;lisruption in the 
work situation. 

4. THE NEED FOR TIME-LIMITED INTERVENTION 

It has been shown that it is to the benefit of the employer and employee 
that an assistance programme should be provided, that its aim should 

. be to increase the problem-solving skills of employees, and that it should 
operate in a climate conducive to self-referrals. From a productivity point 
of view, the intervention process should be time-limited so that absences 
ot the employee from work for counselling sessions are kept to an effec­
tive minl.mum,' and so that an acceptable level of productivity is restored 
as soon as possible. 

Another reason for a time-limited approach is that there is an abundance 
of opportunities for both preventive and therapeutic social services in the 
workplace and usually a limited professional staff to carry them out. There­
fore the time spent with each client needs to be conserved. Kurzman and 
Akabas (1981:54) agree that clinical practice in industry requires models 
of relatively brief and responsive intervention. Waiting lists would be 
a disadvantage as the chief advantage of a work-based service is its acces­
sibility to a client in a crisis' situation. In order to serve the client with 
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the minimum of disruption of work schedules, task-centred intervention, 
planned short-term treatment and crisis intervention constitute the' basis 
of this type of service. ,,' 

, ' 

Weissman (quoted by Kurzman, Akabas 1981:56) note~ that many of 
the problems presented by employees do not require long-term treat­
ment or basic changes in attitudes, beliefs or life-styles of the clients. 
Clients I requests are often for services and not for treatment, for systems 
negotiation and for linking with specific helping resources. The writer's 

, experience supports this view in that a large proportion of problems 
presented by employees comprised requests for assistance in negotiating 
work issues with supervisors or colleagues, or for assistance in obtaining 
institutional care for aged parents, day-care for children, bursaries or 
specialist help for family members. Kurzman and Akabas (198i:56) ob­
serve, significantly, that: "The ability of social workers to honour and 

, dignify a client's concrete requests for service, which ,may or may not have 
broader implications for treatment, and to' feel professionally fulfilled 
by meeting them may be a test of their ability to serve workers well in 
these settings". 

5. METHODS AND TECHNIQUES USED IN .:rIME-LIMITED 
INTERVENTION 

In this section, methods and techniques that have been found useful by 
the writer in five years of social work practice in an occupational setting 
will be outlined. The emphasis will be ,on casework, but it should be 

. noted that time-limited intervention is also applicable to community work 
, within an occupational setting. In this case the concept would refer to 
, a limited amount of time being allowed for the professional to motivate 

either management or the workers to bring about some desired change 
in the work environment. Generally speaking, community change is a 
relatively slow and long-term process, but when it is achieved with 'a mini­
mum of professional input and continued by the workers themselves with 
only the guidance and supervision of the professional worker, this could 
also be regarded as on~ variation of time-limited intervention. 

'In casework' the most useful methods and techniques have been the 
following: ' 

5.1 Constructive use of the first interview 

Usually one-and-a-half to two hours are allocated to the first interview 
, ' 
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t.o all.ow time f.or cath~rsis, building a w.orking relati.onship and exp"I.ora­
ti.on .of ·the problem. Catharsis in self-referrals will relate t.o ventilati.on 
·.of feelings arous.ed by the problem, but.in the case .of mandat.ory refer­
rals, ventilati.on .of negative feelings ar.oused by the referral itself als.o needs 
t.o be enc.ouraged,.otherwise such feeli~gs can affect the client's m.otiva­
ti.on and c.o-.operati.on. 

In .order t.o establish a p.ositi.on of trust, the c.ounsell.or's neutrality in the 
management hierarchy needs t.o be clarified and the principle .of c.on­
fidentiality re,affirrp.ed. It is assumed that the' 'presenting" pr.oblem will 
be the f.ocus.of the c.ounselling programme and .other issues will .only be 

'addressed by mutual agreement. Lengthy case hist.ories are av.oided un-
less they relate· directly t.o the present problem. These fact.ors are imp.or­
tant in limiting cOllOselling time and they als.o show respectf.or the client's 
integrity .ofpurp.ose and·give him the resp.onsibility f.or directing the c.oun­
selling programme t.oward relevant issues. 

5.2 C.ontracting 

The definiti.on .of the pr.oblem leads t.o neg.otiating the terms .of a verbal 
c.ontract between client and c.ounsell.or bef.ore the end .of the first inter-

. view. Agreement is reached t.o w.ork.on an explicitly stated problem area 
f.or an agreed number .of .one-h.our sessi.ons (usually an additi.onal f.our 
sessi.ons, but this can be extended by mutual agreement). Brammer 
(1979:9) maintains that such an agreement sh.ould imply a growth con­
tract, and that the client will try t.o change under his own initiative, with 
minimum helper assistance. This reinf.orc~~ the view that the client is 
capable .of acting resp.onsibly, given adequate kn.owledge and supp.ort. 
The c.ounsell.or's r.ole is that.of interpreter, educat.or, adv.ocate.or media­
t.or, rather than prohlem s.olver. 

Bef.ore the end .of the first interview the c.ontract is als.o put int.o effect 
and s.ome assignment is given t.o the client t.o w.ork on bef.ore the first 
.of the treatment sessi.ons. This task c.ould be·exploratory such as when 
the client is required t.o find .out certain facts .or t.o examine his attitudes 
t.owards ce~tairi aspe~ts .of the problem, .or when he is enc.ouraged t.o ap­
proach his sp.ouse with an invitati.on t.o j.oin in the c.ounselling process. 
Or, the task c.ould be cOTTectille such as when a recently div.orced w.oman 
wh.o is depressed and has extremely l.ow self-esteem, is asked t.o l.o.ok at 
herself in a mirr.or first thing every m.orning, and proclaim .out al.oud that 
she is a g.o.od pers.on and that she has imp.ortant things t.o acc.omplish 
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during that particular day. An example of the successful accomplishment 
of such a corrective task was a woman whose appearance had improved 
markedly, and who.had gaim;d a considerable measure of self-confidence 
after only one week of seriously attending to the assignment. 

5.3 Teaching understanding of human actions and interactions 

It has been found that once a person understands what is happening in 
a disturbed relatio~ship; he can more easily accept responsibility for the 
part he plays in the problem and concentrate on his own behaviour rather 
than blame the other. It is vital that the client accepts that he has a choice 
of various reactions to the behaviour of others, and no-one has the pow­
er ro make him feel happy, angry or miserahle unless he chooses to play 
their game. 

For example, in the case of parent-child conflicts it could be useful to 
explain the developmental stage and needs related to the age of the par-

. ticular child, in accordance with Erikson's theory on developmental stages 
(as discussed by Hjelle and Ziegler 19~1:113-149), in order to help the 
parent understand the reasons for the child's behaviour. Suitable parent­
effectiveness skills can be ta~ght to help the parent cope with the problem 
(Gordon- 1975). 

With respect ro other interpersonal problems (e.g. marital or work rela­
tionships) aspects of Berne's theory of Transactional Analysis (Berne 1972) 
have been taught with good effect to employees of varying levels of edu­
·cation, provided such aspects are explained in terms the employees can 
understand. Freed and Freed (1977) give a ·simple version of Transac­
tional Analysis easily understood by adults and children alike. In order 
to help a client understand his own problematic relationships, three aspects 
should be taught: . 

• An appreciation of self and the individual's right to strive towards self­
fulfilment and self-direction of his life. 

• The importance of' 'strokes" in all human transactions (strokes being 
defined as units of social recognition that are essential to survival) 
(Coburn in Turner 1979:295). Strokes can be positive, negative, con-
ditional or uriconditional. . 

• An understanding of the three ego states existent in the personality, 
namely the Parent, Adult and Child, which regulate patterns of be­
haviour between people within a relationship. Such patterns of be-
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haviour are called "games" -in Berne's terminology (Coburn in Turn­
er 1979:296). 

An example of the dramatic effect of insight gained through Tninsac­
tional Analysis Theory is provided by the case of a female emplgyee mar­
ried to a man much older than herself. He had retired a few months earlier 
and had taken over the housekeeping role while she worked. Frequent 
quarrels arose over money management and she waS accused of wasteful 
spending. As she had married relatively late,in life and had successfully 
managed her own income for years, she found her husband's accusations 
degrading and was contemplating leaving him. However, in discussIon, 
she came to understand the parent-child games they were playing: she 
realized that she had married an older man who was as protective of her 
as her father had been, but that now she resented his parental tteatment, 
and rebelled by spending money irresponsibly in an attempt to. display' 
independence. Many of her purchases had been unnecessary and made 
in a spirit of defiance. She realized that she had played these games be- ' 
cause of low self-esteem and .therefore reacted positively to encourage­
ment to move into an adult role by asserring her rights as a wife and 
at the same .time proving her ability to manage money responsibly. 

She also came to appreciate the reasons for'her husband's concern over 
money matters after he was rio longer the breadwinner in th¢ family, 
and realized that her notion of leaving him was merely a childish threat 
of retaliation. The client was intelligent and a good working relation­
ship was easily established with her, with the result that the above in­
sight and changed attitudes were achieved within four interviews and two 
follow-up telephone interviews, supporred by the loan of suitable 
literature. . 

5.4 Teaching problem-solving techniques 

Problem-solving techniques need to be taught, particularly in helping 
a client come to a decision in a multiproblem situation. Perlman was one 
of the first exponents of the use of a cognitive problem-solving approach 
in social work, and according to her this includes "conscious, focused, 
goal-directed activity between client and caseworker" (1957:87). A 

. problem-solving orientation requires an assertive counselling component 
in which the· worker intervenes in a crisis situation, corrects disparities 
between perception and reality, points out the undesirable consequences 
of cerrain behaviours, links behaviours and goals, takes a stand on vital 
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issues when needed and suggests possib~e objectives, solutions or strate­
gies to the client (Hallowitz, in Turner 1979:95). This type of counsel­
ling is suited to the time-limited self-help approach of occupational so­
cial work in that it facilitates the transfer of skills from the counsellor 
to the client. 

Egan's technique of Force Fielq. Analysis (1975) has been used to good 
effect in teaching problem-solving skills by the writer. The client is en­
couraged to formulate the problem (and subproblems) on paper and in­
dicate the desired outcome for each component of the problem. The 
desired outcome can often be derived by asking the client what he would 
wish for if he could wave a magic wand over the problem. He is then 
required to list all the forces in the field of the problem area which will 
either help or hinder the attainment of the desired outcome. 

Force Field Analysis is a practical technique which helps the client to: 
perceive the extent and nature of his problem, formulate, test and perhaps 
modify his own wishes for the desir.ed .outcome, and select strategies to 
overcome the negative and strengthen the positive forces in order to ar-

. rive at a satisfactory solution. This technique has been found useful in 
'parent-child conflicts as well as in helping clients come to a decision when 
faced with the possibility of a charige in job. Money management can 
also be improved by adopting this ty'pe of practical approach to problem 
solving. 

5.5 Teaching improved communication techniques 

Many interpersonal problems arise, or are perpetuated because of poor 
communication. By teaching dients better communication skills the coun­
sellor is not only helping them to resolve their existing problems, but 
is also providing the tools for improving the quality of all their 
relationships. . 

Miller, Nunnally ~d Wackman (1975) provide a useful overview of what 
happens when people communicate, and describe methods for improv­
ing communication. One of the most useful aspects of their work is their 
description of the four styles of communication (1975: 123-212). This the­
ory ties up well with Transactional Analysis and teaching the appropri­
ate use of each of these styles usually follows the teaching of transaction­
al behaviour patterns. In summary, the first style is a superfiCial, contact­
making style which has little relevance in problem-solving situations, but 
is valuable in creating warmth (strokes) and in bridge-building between 
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people. The second style is more complex and often, though not always, 
. destructive. In this style the intention, (either recognised or unrecognised) 

is to manipulate, change or correct (compare Berne's Parent state), or 
put down, ridicule or tease (compare Berne's Child state). In other words, 
the user tries to elevate himself at the expense of the other. Style 2 also 
perpetuates itself in that it engenders a defensive reaction in the other 
person which inevitably leads to another Style 2 response. However this 
style also has a more constructive use, for example in education and in 
disciplining. 

Style·3 is a more rational apptoach in. which discussion centres on find-
. ing a reasonable solution to a problem. It follows a logical approach of· 
an~ysis, exploiat~on of al~ernatives and decision making. It is an "Adult" 
approach but unfortunately ignores the feelings generated in·any problem 
situation. The fourth style is concerned with open expression of feelings 
in a non-blaming way, in an atmosphere of mutual goodwill and trust. 
It is a difficult style to achieve and requires a good deal of concentrated 
practice, but it is a necessary prelude to the effective use of Style 3 in 
Adult transactions. 

The concept of the four styles is a new one for most clients and it is im­
portant that it should be properly understood so that the styles can be 
recognised and practised appropriately. It is useful to include role-play 
in teaching these styles, and the same family situation can be played out, 
either spontaneously or with a pre-prepared script, in each of the four 
styles. If the whole family can be involved in learning to communicate 
in this way, it is a.ble to discuss problems that formerly gave rise to un­
resolved conflict. This opens the way for applying one or other problem-
solving technique. . 

6. RECORDING AND .REPORTING 

Record-keeping and reporting are also important aspects of the effective 
use of pr,ofessional time·. Since all records are for the exclusive use of the 
social worker, they can be concise and cover only as much of the back­
ground to the problem and counselling process as is necessary to refresh 
the counsellor's memory, should the client return for further help .after 
a passage of time. A card system has been developed, similar to those 
used by doctors, and it has not been found necessary to open files for 
each case. If the case should need to be handed over to another social 
. w<?rker at a later stage, the existing records would not be made available 
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to the new worker. The latter would have to establish a new counselling 
. relationship and could be told about the previous intervention by the 

client to the extent that the client deems necessary. This would also rein­
force the belief in confidentiality. 

For the same reason written reports are avoided whenever possible. When 
they are required in the case'of some mandatory referrals, they are con­
fined to a report on attendance, co-operation and progress, and may in­
clude recommendations relating to work conditions. By reducing t4e time 
spent on recording and reporting, much professional time can ,be saved 
which can be more properly focused on direct service. 

7 .. CONCLUSION' 

Although some of the techniques described in this paper are usually as­
sociated with long-term counselling, they are also useful in time-limited 
work. Only those aspects of the theory that are relevant to the client's 
particular problem are introduced. The writer adopts a very practical ap­
proach and pen and paper are used to define the problem and explain 
the reasons for its development, as well, as to outline the course of action 
agreed upon. No overt attempt is made to change the life-style or total 
thioking practices of the client. The assumption is that the client is nor­
mally able to regulate his own life satisfactorily and has called for assistance 
only with a particular problem. This attitude of respect, aided by the 
demands of the workplace for a quick solution to a problem, motivate 
the client to work actively on his problem between and during the coun­
selling sessions, and after the contract has ended. He therefore becomes, 
in a sense, his own therapist .. 

Very often, the skills taught are ~uccessfully applied to later problems 
and these successes are reported to the counsellor. On the other hand; 
the client will sometimes return for further help with anothet problem 
after a break of months or· even years, or possibly because he fe~ls a tem­
porary need for support and encouragement and knows that it is· readily 
available at his workplace. 

It should be not~d that at the organization in which the writer is em­
ployed, a large proportion of the personnel are well educated and all have 
passed through pre-employment selection tests. The proportion of seri­
ously disturbed clients is therefore limited, and most of the employees 
,;re able to benefit from the type of treatment outlined in this paper. 
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VI 

THE ORGANIZATION OF CONSTANT AVAIL­
ABILITY AT A CRISIS CEN'.fRE 

Annemie de Vos 

1. INTRODUCTION 

The assignment given to this contributor was to describe the establish­
ment and nature of it small-scale crisis service centre serving an urban 
community of limited size and the problems encountered at such a centre. 
The experience gained at an existing centre in Randburg, Transvaal was 
used as the basis for this chapter. 

In attempting to meet the assignment the following themes were briefly 
dealt with: the reasons for establishing the service, a prevention model 
as it theoretical framework, brief historical overview of the establishment 
of the service, the method or procedure followed, supponive structures 
and resources that are utilized and the nature of the volunteer training 
programme. Subsequently the. problems that may be encountered while 
establishing and running such a service are briefly discussed. The chap­
ter concludes with a summary of the suggestions that were put forward. 

2. REASONS FOR ESTABLISHING THE SERVICE 

Ideally the establishment of health and welfare services should follow af­
ter identifying and describing - statistically and otherwise - the needs 
experienced by a community, as perceived by its concerned representa­
tives. This implies properly-conducted needs surveys and the logical, sys- . 
tematic introduction of services to meet such needs. 

However it is doubtful whether most services are ever really initiated in 
this manner. It is more probable that many services originate from some 
form of emotional motivation or argumentation in the mind ofa panic­
ular person or closeknit gro1,1p of people who have become aware of a 
"problematic human condition'; (Thomas in Grinnell 1981) and who 
feel strongly enough about the matter to want to do something about it. 

The latter situation prevailed in the circumstances that led to the estab­
lishment of the Randburg Crisis Centre after a false stan had been made 
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in 1983. The emotional and intellectual considerations that served as moti-" 
vators were briefly the following: 

A parent-training programme (Systematic Training for Effective Parent­
ing by Dinkmeyer and McKay, 1976, the so-called STEP programme) 
had been conducted in Randburg twice a year since October 1981. It be­
came clear to the programme leaders that the easily unsettled delicate 
relationships between parents and children -were a prime source of fric­
tion, sometimes of a very serious and traumatic nature. The friction often 
resulted in an enormous dissipation of human potential, happiness and 
quality of life. The present author was one of the programme leaders. 
We gained the impression that preventive measures lagged very far be-

" hind the desperate needs that existed in this regard and that much more" 
needed to be,'done to deal with crisis situations that arose. Although aware 
of the fact ~at a properly c;:onducted needs survey would be the more 
professional appro~ch, we felt that this critical need was obvious enough 
from our interaction with the parent groups. " 

However with a view to verifying our impressi,?hs we arranged an even­
ing symposium for 6 May 1983, to which we invited some 100 represen­
tatives of the Ranqburg community who were directly concerned with 
parents and children. They included nursery, "primary and secondary school 
teachers, community nurses, school and other psychologists, social wor­
kers, the Commissioner of Child Welfare and other magistrates from the 
area, representatives of the South African Police, and other interested 
individuals. The theme of the evening was child abuse, and speakers from 
Pretoria were invited. During the discussions aft~r the lectures our im­
pression that grave social problems existed was confirmed beyond doubt 
by many members of the audience, who related their own experiences. 

A steering committee, the members of which were elected from the au­
dience, was formed. The need" for a crisis service was confirmed even more 
strongly at each of two subsequent meetings of this committee, also held 
in 1983. 

" In summat;y: The basic reason for establishing the service was therefore 
an emotional and intellectual response to a needs awareness that forcibly 
suggested itself to us in our dealings with groups of parents, afterwards 
confirmed and strengthened by other" prqfessionals who also deal with 
parents and children in Randburg. 
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3. A MODEL OF PREVENTION AS A THEORETICAL FRAMEWORK 

We were aware of the necessity of having a theoretical foundation for 
the service rendering that we envisaged as a prerequisite for its ultimate 
effectiveness. We reminded ourselves of the following statement by 
Polansky (1975:21): "One of the shortcomings in President Johnson's 
skirmish with pove~ty was its lack of a coordinating theory, and most of 
those at work in it had no dynamic theory at all. It has been observed 
in psychiatric hospitals that when a staff is following a consistent theory, 
even one that is not quite accurate, the hospital is more likely to cure 
patients than are the many places th~t exist without an 'overall philosophy' 
(as their treatment theory is miscalled). So a mutually accepted theory 
helps coordinate services which are offered by groups of people." . 

We decided to be guided by the well-known medical model of primary, 
secondary and teniary prevention. Primary prevention implies the ap­
plication of a factor - be it medication, an injection, an item of infor­
mation, a training programme or whatever - before any sign of a dis­
ease or problem becomes visible. In this respect we saw our STEP 
programme as an attempt at primary prevention. This programme is aimed 
at the "well parent" who seeks to improve his relationship with his child 
or children funher. . 

Secondary prevention implies the immediate availability of a helping serv­
ice at the ftrst sign of a problem or disease, in order to alleviate the problem 
immediately and to prevent its deterioration and spread. We conceptu­
alized the establishment of a crisis centre in Randburg with this purpose 
in mind. . 

.As teniary prevention' is often identified with remedial health and wel­
fare services, we envisage cenain developments in future to fulftl this pur­
pose;. However the latter are not relevant in this context. 

To summarize, this section states that the establishment of the present 
crisis centie was planned and executed on the basis of a model of primary, 
secondary and teniar}r prevention. Even though our' 'overall philosophy" 
is rather flimsy it does exist, arid it is sometimes analyzed, refined and 
restated at management committee meetings. Some of its features have 
been embodied in our constitution. 
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4. BRIEF HISTORICAL OVERVIEW OF THE ESTABLISHMENT OF 
THE CRISIS CENTRE 

As was IndiCated above, the concept of a crisis centre slowly developed 
in· our minds from October 1981, when the first parent groups were met 
on a regular basis. On 6 May 1983 an evening symposium on child abuse 
strongly confirmed our impression that more vigorously preventive meas-

. ures were ~eeded in the .area. Two steering committee meetings were sub- . 
sequently held in 1983 and the need for a crisis centre, which would make', 
crisis counselling imrriediately available to the public as a secondary preven­
tive measure, was agreed upon . 

. At one of the steering committee meetings a chairman was elected. By 
courtesy of another member of the steering committee we obtainc;d the 
use of one of the municipal health clinic buildings situated in one of 
the Randburg suburbs. We arranged for a certain amount.of publicity 
for the project, and on 1 August 1983 we opened our doors on an ex­
perimental basis to the public during evening hours every night, exclud­
ing Sundays. 

Owing possibly to a lack of sufficient publicity, this first experiment did 
not get off the ground. In December 1983 ~e closed our doors. 

. . 

Early in 1984 a new steering committee met once again. The reaS~)fiS for 
the initial failure were analyzed, and the basic question of whether or 
not we should have a crisis centre, was posed. The committee was con­
vinced of the need for such a centre. One of the new members of the 
steering committee volunteered to assume the leadership. She contiriued 
the negotiations that had been commenced with the then Department 
of Health and Welfare, finalized the constitution and saw to it that all 
requirements of the National Welfare Act (100/1978) were met. As regis­
tration by the appropriate Regional Welfare Board was a virtual certainty, 
the new crisis centre (re)opened its doors,' in the same clinic building, 
on 1 April 1984. In due course we received the relevant documents, con~ 
firming the registration of the Randburg Crisis Centre. 

During 1985 we· moved from the health clinic to a community centre 
in the area, and in 1986 to our present premises, a house leased to us 
by the Randburg Town' Council at a nominal rental. 

5. PROCEDURE 

The procedure developed at the Randburg Crisis Centre c~ be briefly 
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described as follows: 

The use of a radio page service on a 24-hours a day, 7 days a week basis, 
was donated to the centre by a businessman in Randburg. As soon as . 
new volunteers have completed their ten-week basic training course with 
our clinical psychologist, they are expected. to place their names on the 
duty roster and to assume duty immediately. This means that they carry 
a "bleeper" with them wherever they go during their period of duty, 
which may last from one to three days, or even up to a week at a time, 
or over w.eekends if the volunteer is unable to do duty during the week. 

Their responsibilities during each tour of duty entail the following: they 
are expected to respond immediately to all requests to return cal~s. In 
the course of doing this, he or she handles all routine and simple direct 
enquiries immediately and personally. In the event of a serious personal 
or social crisis, such as someone attempting suicide, an alcohol-related 
problem or other type of family crisis, the volunteer on "bleeper" duty 
has to make a quick, basic decision. If circumstances permit, he or she 
may decide to proceed personally with the case, as indeed traine'a volun­
teers are at liberty to do. Alternatively the counsellor on duty call can 
be contacted and the case handed over to him/her. 

The above implies that counsellors are e~pected to make themselves avail­
able for a second kind of duty, namely the handling of serious enquiries 
passed on by the "bleeper" attendant. 

A third kind of duty that was initially expected from volunteers was to 
be at the centre for two hours between 17hoo and 21hoo in the evenings 
from Mondays to Fridays. The fact that clients hardly ever used this fa­
cility led us to abandon this aspect of our service at the end of 1986. 
The lack of street lighting in Randburg was probably the reason why peo­
ple, especially single women, were unwilling to visit ·us at night. 

D.uring the financial year 1 April 1984 - 31 March 1985 exactly 200 
calls were dealt with. During the year that ended on 31 March 1986, 362 
client calls were recorded. The indications are that a further increase has 
occurred during 1986 - 1987. The relatively modest scale on which the 
centre is operating can be concluded from the figures. However, this is 
no reason for despondency. Dr Gordon Isaacs, Senior Lecturer at the School 
of Social ~ork, University of Cape Town and well-known expert on cri­
sis intervention issues, states: "It takes atleast three to four years for a 
new crisis service to gain credibility"· (Isaacs 1987). 
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6. SUPPORTIVE STRUCTURES AND BESOURCES 

The Randburg Crisis Centre commands the goodwill, limited availabili­
ty and aid of a group of professional con~ultants, some of whom are avail­
able in rotation, according to a duty roster. Others simply declare them­
selves available in a more informal manner and on an ad hoc basis. These 
consultants are available to our volunteers - regardless of whether they 
are "bleeper" Qr "call" / volunteers - for advice, guidance and assistance. 

In addition, our clinical psychologist holds regular group meetings to dis­
cuss cases and to advise on any special problems that may arise. 

We, also maintain an up-to-date list of health and welfare agencies over 
a wide geographical area, in addition to the published resource lists known 
to the field. Our own list was initiated by a former Rand MrikaF Univer­
sity student, who did commendable work in locating many ~ealt~ and 
welfare resources not listed elsewhere. His list' has since been augmented 
by volunteers who continually locate new resources, which are then ad­
ded on an ongoing basis. 

7. TRAINING OF VOLUNTEERS 

All our crisis counsellors are required to complete a ten-week basic course 
in counselling offered by a clinical psychologist before they are allowed 
to do duty. Counsellors then contract for a certain number of basic hours 
of service per month for both "bleeper" and "call" duties. After accep­
tance as counsellors, they are required to undertake to attend a certain 
minimum number of additional advanced training courses that are offered 
from time to time. 

8. PROBLEMS SURROUNDING THE ORGANIZATION OF CONS­
TANT AVAILABILITY IN A CRISIS SERVICE 

A wealth of experience has been gained during the brief existence of this 
crisis centre, which, appropriately shared, could assist other groups of 
concerned citizens who wish to establish a similar service. Such sharing 
will now be attempted. 

~.1 Establishing the need for a service , 

Although it can be assumed that most services are initiated in a manner 
similar to the service described here, there is a problematic dimension 
to such a type of procedure that may tak,esome ,time to overcome. The 
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lack of a properly conducted needs survey beforehand will manifest it­
self in someway or other. One has to rely on the opinions arid impres­
sions of interested individuals, instead of on the results of a needs sur­
vey. This can prove to be a somewhat flimsy foundation, as the opinions 
of the person with the loudest voice or the strongest will could dominate 
the others to the detriment of the cause. 

An answer to the above problem could be that, after .all, needs surveys 
are baSically merely opinion surveys. That may be true, but they are nor­
mally surveys of the views of a substantial number of individuals, as against 
the handful of persons interested enough to become members of a steer­
ing committee. Such views are also gathered systematically, on certain· 
well-defined areas of contern, and the result is a more reliable version 
of the situation than would be obtained otherwise. 

The problem that·most small communities face in this regard - and this 
. was our· problem as well - is, who is to conduct the survey; and who 

will bear the cost of conducting the survey? 

The time required for a needs survey is another matter that waS consi­
dered. However, as it turned out, much more time was. wasted by the 
false start than would have been required had we studied the situation" . 
scientifically and objectively at the outset. Further time was wasted in 
moving from one location to the other·, as we failed to find a suitable 
permanent location for oqr crisis centre. This problem has still not been 
entirely solved. . 

.. . 
It is of course debatable whether a needs survey would have prevented 
all situational problems. Arguably few problems.can ever be entirely fore­
se~n. Instead they only tend to manifest in practice. However upon reflec­
tion the results of a needs s:urvey could possibly have avoided some of 
our problems, for example by choosing more suitab~e premises from the 
outset (assuming that such premises were available). 

We should therefore sugges.t to persons contemplating the establishment 
of a crisis centre to conduct the nearest approximation to a needs survey 
that is possible in their particular circumstances. Should this be impossi­
ble, but ·they are convinc~d that such a need exists in their area, they· 
should not be daunted; but continue to establish their service. We be­
lieve that the benefit to each person who has been helped during a peri-

·od of crisis is well-worth the time, energy and effort involved. 
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8.2 The problem of leadership 

The major problem facing· any new health or welfare service that is in­
itiated on a modest scale in a relatively small community is that of leader­
ship. The ideal leader would'be a professional person, trained in com­
munity work and employed by a major agency, so that a well-planned 
launching strategy.can be professionally devised and executed. At the 
outset therefore the know-how and leadership of a professional person, 
preferably from the field of social work and employed for the purpose, 
can be very helpful.· This person can even assume the chairmanship for 
a limited period of time during the project's initial stages. By the time 
the social worker hands over, the management committee should have 
adequate self-confidence and be able to elect a chairman representing 
the concerned community. 

However, the choice of a chairman is not always the only problem. Work­
ing with a group of volunteers can be most rewarding, but it also may 
pose some problems. One of these is how to curb an overassertive volun­
teer who, by virtue of his or her assertiveness (that can at times become 
aggressiveness) can become an undue threat to the other volunteers. Fric­
tion and tension can result, which needs to be handled with circumspec­
tion and professionally; This type of problem can be seen as a "normal" 
feature of such a situation, New crisis centres experiencing similar problems 
need not feel despondent or guilty if this occurs. . 

The issue of-leadership should however be consciously· considered by any 
group of people contemplating the initiation of a new service such as 
a crisis centre. Who is available to assume leadership? Is the person trained,. 
knowledgeable and. dedicated? Does he or she at least have a minimal 
amount of time available to devote to the project? If the ideal person 
to assume leadership in your situation has very limited time at his or her 
disposal, what measures could be devised to counteract the resulting voids? 

8.3 Keeping the duty roster filled - or the problem of keeping ·volun­
teers interested and motivated 

In spite of thes1,lpportive structures and resources described above, the 
practical situation is that duties are undertaken mostly by a handful of 
dedicated volunteers (about six or seven of them) while officially a core 
of about 20 are retained and replenished from time to time as some drop 
out, move away, or emigrate. These six or seven people are often over­
burdened, while those on the periphery hang on and do an occasional 

106 



" tour of duty when specifically approached by the person responsible for 
co-ordinating the duty rost~r. This is the reason why recruitment" and 
training of new volunteers should remain an ongoing process, as most 
agencies working with this model will testify. " 

The management committee is" continually considering possible solutions 
to the problem of retaining volunteers. The following "causes" of the" 
problem have been suggested: during quiet periods, when few clients 
contact the centre, some volunteers lose interest and drop out. It has been 
suggested - and this suggestion is being implemented - that interest­
ing advanced training and other programmes be offered regularly to help 
stimulate and. retain interest. Other volunteers are simply deterred by 
the onerous responsibilities" involved and immediately or gradually drop 
oilt. Others experience genuine personal crises such as illness of self or 
family members, death. in the family, or personal emotional crises that " 
disrupt them temporarily or permanently. 

Consultation with other crisis agencies has convinced us that the situa- " 
tion described above also constitutes a "normal" profile. Therefore, we 
should venture the following suggestion: be prepared for the.' 'normal" 
situation that only a small p~rcentage of every intake of newly trained 
volunteers will be retained. However, do not despair of the others. They 
have been enriched and have experienced growth in their persortallives 
through the training course. It can be postulated that some preventive 
work is being done" in this manner. 

9. CONCLUSION: SUMMARY·OF SUGGESTIONS 

This chapter attempted to suggest the following: 

". the establishment of a crisis service should best be based on"the results 
of a" needs survey conducted beforehand; , 

• a crisis service should select a theoretical framework, usually called" an 
" "overall philosophy", that appeals .to most members of the leader­
ship group and that helps to co-ordinate the service; important fea­
tures of such a philosophy could be embodied in the constinition; 

• leadership of a "crisis service shOlild be considered and planned as 
thoroughly as possible beforehand; if someone undertakes the initial 
leadership, this person should endeav~)Ur to make"'some semiperma­
nent com~itment; if a leader becomes overassertive to the detriment 
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of the others the situation becomes delicate and must be dealt with 
tactfully; 

• the expertise of a social worker is helpful during the establishment of 
such a service; 

• the services of a competent, sympathetic clinical psychologist or social 
worker are essential for the training and continuous supervision of 
volunteers; 

• only a small percentage of every intake of newly trained volunteers is 
normally retained and remains motivated to offer service; an on-going 
recruitment and permanent basic training programme is, therefore, 
essential; . 

• an interesting and stimulating advanced training programme is a fur-
ther essential feature of a successful crisis service. 

Here in Randburg we believe that every effort to help someone in a cri­
sis, even if it is only one person per day, is a contribution towards the 
secondary prevention of human misery·; an achievement .well worth the 
many hours of hard work and the continuous input on the part of our 
dedicated volunteers arid professionals. 
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VII 

. TIME-LIMITED INTERVENTION AND 
COMMUNITY DEVELOPMENT 

Sharhidd Booley 

1. INTRODUCTION 

As a preamble to 'the topic under discussion, the following brief profile 
of the organization is considered necessary in order to clarify the generic 
nature of its various activities. 

, CAFDA (Cape Flats Distress Association) is'a community-based reg~tered 
welfare organization which has as its overall policy the promotion of sta­
ble individual, family, and-community life for the inhabitants of its area 
of operation through the elimination of the social pathologies affecting 
the cO,mmunity. Since its inception in 1943, its mission in pursuit of the 
realization of this' policy has been the provision of material assistance" 
leisure time activities, and welfare services. At the same time it focuses 
public attention on and enlightens public opinion about the problems 
of poveny, poor 'housing, and living conditions, and all other relevant 
social limitations. 

Its area of operation includes Retreat, its own housing scheme in Retreat, 
Steeriberg, Grassy Park, Parkwood Estate, Lavender Hill, and Heathfield. 
These areas fall within a radius 'of six kilometers. Its serVices include: 

Two preschool centres: 

Clothing and mer­
chandise store: 

Soup kitchen: 

Care for 270 children from 1 to 6' years old in 
creches and nursery schools, while both par- . 
ents work. 

Supplying clothin~and merchandise to a great 
number of persons in dire need, especially vic­
tims of fires; some sold at very nominal prices 
to persons who can afford to pay something. 

Supplying 9 923 litres of soup per week to 
some 24 schools on behalf of the Peninsula 
School Feeding Association. 
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Housing / Rehabilita­
tion scheme: 

Service centre/Meals 
on wheels: 

SHELTER FUND: 

Community activities: 

Social work services: 

Administering units for ~36 families con­
sisting of some 2 500 person~, on behalf of the 
utility company. 

Food for the physically / mentally disabled 
senior citizens. The service centre for the more 
ablebodied. 

Administration of moneys collected for semi­
. permanent and permanent housing. 

ProvidingJacilities for leisure time activities for 
all age groups. Promoting the arts with par­
ticular emphasis on ballet, modern dancing 
and drama; training for youth and communi­
ty leaders. 

Employing 14 qualified social workers dealing 
with a· variety of problems. Their main func­
tions· are to investigate causes of deprivation 
and initiate programmes to address such depri­
vation; provide social case, gro~p and commu­
nity work services, provide places of safety and 
alternative care for neglected and abandoned 
children. 

In order to gain insight into the background and de~elopment of social 
work practice at CAFDA it is suggested at the outset that the reader refer 

. to an article called "CAFDA's Story" in the 1983-1984 Annual Report. 
Here the development ofCAFDA's services from being non-professional 
and paraprofessional to being highly organized, well m.anaged and profes­
sional, is fully described; this applies to all its se(Vices, including welfare 
services. This chapter. is concerned especially with welfare services. 

2. HISTORICAL BACKGROUND 

Between May .1976 andJune 1977 CAFDA entered into two imponant 
new ventures in this field. .. 

Firstly; after prior planning and study of "crisis intervention" as it was 
then called, CAFDA's method of long-term casework with each social 
worker carrying a heavy and unmanageable case load of often "dead 
wood" cases was replaced by time-limited intervention. In January 1977 
this was followed by a rapid expansion and development of community 
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work or more specifically community development, as a third method 
of s9cial work practised by the agency. This was considered a logical 
progression from its change-over to time-limited intervention. This is due 
to the fact that through CAFDA's experience in casework and provision-
al community services at its Mary Attlee Community Centre;' together 
with ongoing follow-up studies of client- types, social conditions, etc., 
cenain macro-indications of large-scale problems in the area of opera~' 
tion have emerged as a social barometer. These two methods were com­
plimentary, as "primary prevention" could be undenaken through com­
munity, work, i.e. when crises were anticipated' steps could be taken to ' , 
avoid such situations before they developed into crises such as aggres­
sion, crime, battering, etc. that would then hav:e required secondary and 

, teniary intervention. ' 

A careful study was made of the case loads and of what had in fact been 
achieved by the long-term' 'aggressive outreach" which so bogged down 
the workers that they had little time to give to those clients who needed -
iminediate attention in: a crisis situation. An analysis of CAFDA's find­
ings conclusively warranted a change in approach. 

Naturally CAFDA had to be selective and retain cenain families and in­
dividual clients in the case loads for more extensive and long-term treat~ 
meni, but on the whole it concentrated oil crisis intervention as a more 
effective method of treatment given 'its particular set of circumstance~, 
i.e. a large community suffering cultural and material deprivation. 

3. REASONS FOR CHANGE 

-Prior to the change-over to time-limited intervention one social worker 
(intak..> officer) performed intake and screening duties, and referrals were 
then made to "fieldworkers" for follow-up and treatment .. Of ten there 
were considerable delays between this initial contact by the intake wor- ' 
ker and the fieldworker's establishing contact with the client. With the 
introduction of time-limited, intervention, clients in crisis were seen directly 
by" the area worker and they could be helped promptly and effectively. 
Below are listed some of the reasons for favouring the new approach. 

'(a) In ~he old method it was felt there was a breakdown'in services be-
tween intake and fieldworker. 

(.b) The client would be ,better motivated to want change if the problem 
'v were dealt with immediately. 
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· (c) The social worker would be better motivated when he / she dealt dire~t­
.Iy with the p~oblem from the outset. 

(d) Counselling and casework is much more gratifying to the worker in 
: the. here-and-now approach. . 

(e) It is preferable for the worker not to be burdened with a case load 
of extreme long-term cases. 

(f) There isa need for more goal-directed planning. 

(g) Clients would have much more confidence in this kind of approach 
by the social worker (improves the relationship). 

(h) Clients are made to develop coping capacity so that they would call 
only in times of real need. 

(i) Previously clien~s were.saturated with casework techniqu~s and knew 
all the anSwers - with the new approach they are motivated and treat­
ed at the same time. 

(j) Clients are able to internalize methods used to solve their problems 
and apply them without seeking social work intervention for future 
recurrences. 

The change-over to time-limited intervention was funher prompted by 
the need for a r;tew strategy since it was found that work on the majority 
oflong-term cases proved to be expensive, time-consuming, lacking regular 
goal attainment, and encouraging dependence of clients on social wor­
kers. Also, in many cases neither the social worker nor the client found 
it easy to terminate intervention. Some of the agency's case recordings 
reflect this difficulty: 

Simultaneously, the macro.-indications of large-scale problems in CAF­
DA's area of operation warranted equal and similar attention. It was real­
ized that the community services at its community centre were not such . 
that these large-scale problems were adequately addressed. The need .for 
a more professional, goal-directed approach was obvious. Consequently 
at a time when little or no significant community work or development 
was being done in the Cape Peninsula, CAFDA pioneered work in this 
field in the squatter area ofVrygrond. Here were 16000 shack dwellers 
whose community needs centred mostly around the lack of proper roads, 
accommodation, recreational facilities, and joint community pariicipa-

./ tion in responding to these needs. CAFDA realized that these needs were 
pressing' ones. Thus, various projects were initiated. These served as a· 
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forerunner to CAFDA's entry into the field of a more professional type 
of community work. 

4. THE INITIAL IMPLEMENTATION OF THE TIME-LIMITED INTER­
VENTION AND COMMUNITY WORK APPROACHES 

During the months of Sept~mber and October 1976 the actual change 
from the old to the new methods was set in motion. A timeous inspec­
tion' by a representative of the South African National Council for the 
Aged, to which CAFDA is affiliated, also concluded that on the basis 

. of the aforegoing f3,ctors the changes undertaken seemed appropriate. 

As is stili the case now (1987), cases were then classified according to the 
categories prescribed by the Department of Social Welfare and Pensions 
for family welfare organizations. Furthermore, the then administration 
of Coloured Affairs. suggested that an average of eight clients per social 
worker per day be kept in mind as the norm. For CAFDA's purposes 
this would include visits, interviews, or telephone calls, provided that 
a process note was written on each activity. The actual implementation 
of the new approaches was accompanied by the following: 

(a) Closure of all long-term cases, to be reopened only when clients 
returned during a crisis. This created the impression that CAFDA's 
social casework approach had changed to only crisis intervention. 
Although it largely resembled this type of intervention, i~ was in fact 
envisaged that cases' 'in crisis" would reach CAFDA, whereafter short­
term or time-limited intervention would be et:nbarked upon, after 
contracting had taken place between. the therapist and client. 

(b) The format for all file entries was restructured, i.e. whereas previous 
file records show lengthy, verbose, and unstructured accounts of in­
tervention, the changed formats showed structure and direction. Sub­
headings such as information, action, ~valuation and plans of actions· 
were standardized. 

(c) Under regular supervision (individual and group) caseworkers were 
guided on the use of strategies, time-limited intervention techniques, 
treatment. modes, goal-directness, ongoing evaluation, aQd the im­
portance of worker-client contracting in the time-limited interven­
tion approach. On the one hand this was merely a reiteration of previ­
ous ,expectations; on the other, it meant adapting'previous profes-. 
sional expectations to the new approach .. 
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(d) Outreach to unco-operative or apathetic clients (sometimes referred 
to as "aggressive social work") was continued, but now on a time­
limited ,basis. 

(e) A brief programme of operational research was conducted in which 
simple enumeration techniques were used; and the results of the com­
bined case loads indicated broad community problems, such as poor 
housing, unemployment, etc. ' 

Consequently, whilst no clear-cut community social work policy was as 
yet formulated, two ofCAFDA's caseworkers were re-assigned, and started 
community work in Vrygrond, as well as in the CAFDA housing scheme 
of 336 families. 

Their work was determined by their orientation to the community's felt 
needs, community self-help and involvement, and the provision of ap­
propriate services. The main thrust of this initial community work effort 
was the formation or hosting of groups and clubs, such as the hire pur­
chase group, baby-shoe making group, and Vrygrond newsboard com­
'mittee. Some of these such as the hire purchase ,group only existed for 
a short period, others continued for a longer time while others are still 
in operation. Examples of the latter are the CAFDA Village Residents' 
Association, and the CAFDA "Sunshine Creche". 

The courses, miniprojects, or workshops mentioned above were consi­
dered lacking in professional so~ial work input. Or Homero Ferrinho, 
representing the University of Cape Town-School of Social Work, volun­
teered his services to help CAFDA re-evaluate its community social work. 
Much knowledge, observation, and guidance were offered by him; in the 
long term this led to the professionalization of CAFD A's commu'nity de­
velopment programme. His primary philosophy revolved around the need 
for continuing education for communities and for organizing them into 
motivated entities, with a view to taking action on identified needs. This 
philosophy with its three main concepts was operationalized in a series 
of training centres offering a variety of workshops, courses, and small 
projects. . 

A subsequent re-evaluation of the work of, and suggestions for a com­
munity wor.\c programme for CAFDA community workers, was drawn up 
by Mr Peter Hancock, an experienced social worker, the then senior su­
pervisor at CAFDA. 

Simultaneously he and others found the training centre concept accept­
,able but not feasible and practicable in some ways. Many of their sug-
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gestions for chang~ were then -incorporated in CAFDA's subsequent 
· programmes in 1980, continuing into the present programmes described 
hereunder: These suggestions are contained, inter alia, in a comprehen­
sive paper by Mr Hancock (vide "Some initial thoughts on a community 
work programme for Cape Flats Distress Association", unpublished, 1980) 
of which the main 'ones seemed to be for: 

(a) a reduction in the use of the concept of "self-help", 
(b) an increase in clear-cut goal setting, 

· (c) planned management and management by objectives, 
(d) starting where the community is, and 
(e) the need for applic;d research as opposed to the "felt needs" approach. 

On the basis of these premises it was also proposed (and now implemented 
to ~ large extent) that the following areas receive attention, .i.e. 

housing . 
preschool education 
economic upliftment. 

, As a result, projects such as the SHEL1ER self-ownership housing scheme, 
upgrading of existing CAFDA creches, and aid f<;>r improving, employ­
ment prospects were started by CAFDA. The majority of clients who quali­
fied for assistance.in these categories were referred to the community work 
section by caseworkers. This procedure is still being followed today, al-
beit far more systematically. . 

5. THE CURRENT IMPLEMENTATION 

· Of the 14 social workers at present employed by CAFDA, only three are 
still using a combination of crisis and time-limited intervention. These 
workers comprise the agency's "Intake Section" ~ This reduction in· the 
use of time-limited intervention was introduced in 1980, when statutory 
child care work in CAFDA's area of operation was transferred to CAF­
DA by the Department of Health Services and Welfare. CAFDA nonethe­
less continued work in all other previous categories. Fieldworkers' case 
loads consist of an average of 60 cases, of which about 80 %' are statutory 
cases. On the other hand, CAFDA's "Intake Section" also'undertakes 
long-term intervention in selected cases, but these are few in number. 
Its time-limited intervention cases (sometimes referred to as short-term 
cases) are recorded immediately after completion of interviews and relat­
ed activity. These are also monitored daily by the agency's two social work 
supervisors. 

115 



CAFDA's tradition of undertaking ongoing research on its casework to 
gauge community trends in large-scale problems is continuing. Analysis 
of the results of this research is helping in the formulation of CAFDA's 
community work policies and strategies. 

CAFDA is today engaged in community work in a more professional, 
updated fashion, having learnt from its mistakes in the past, and h~ving 
adhered to its principle of equipping its staff with more knowledge, skills 
and opportunities in order to render a better service than in the past. 
It has been possible to formulate the following oper~tional definition 
of its community work goals: 

1. To mobilize and develop human resources and" to promote awareness 
of social problems. . 

2. To bring pressure to bear on authorities for structural change. This 
pressure should be applied by people's organizations, and the com­
munity worker's role is to assist in the establishment or strengthen-
ing of these organizations. ' 

3. To create or orchestrate resources to enhance lower level technical train­
ing for urban commercial and industrial employment and to explore 
and institute ways and means of enhancing employment opportunities. 

4. As a basic aim of community development, to enhance people's op­
portunities ro improve their standard of living, perhaps\by all of the 
above three means, as well as by improving edu(:ational opportuni-
ties (at ·allievels, from preschool onwards). . 

Attempts to upgrade the quality of our community social work services 
resulted in "old" projects mentioned earlier, being restructured, catego­
rized, and placed in some order of priority. Currently the community 
work projects, run under the direct auspices of CAFDA' s two communi­
ty workers, continue to revolve around preschooling (e.g. homevisitors 
programmes) and housing (e.g. the SHELTER self-help project), whereas 
plans are being made ~o implement the concept of economiC upliftment. 

Other meaningful projects now in operation include the establishment 
of trade schools for retardates leaving adaptation or special classes at school, 
career guidance and recreational programmes. Future projects will include 
money-saving projects, such as lift clubs, educational projects such as in­
formal adult learning, and increasing employment opportunities, such 
as location of industries in the CAFDA zone. . . 
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As far as accountability is concerned, our community workers are presently 
required to keep regular progress, process, and summary records of their 
work. This too is an improvement on past experiences where no format 

. of any kind was used. CAFDA regards accountability by its community 
workers as being just as important as it is for its caseworkers and group­
workers. The formats used at present are proving to be highly effective 
in monitoring progress of projects, setting goals, and measuring the 
volume of input· by the worker. . . 

6. EXAMPLES OF CURRENT TIME-LIMITED INTERVENTION AND 
COMMUNITY WORK PRACTICE AND RECORDING 

The case studies given below are examples that are characteristic of the 
time-limited intervention approach. Some success has been accomplished 
in both case studies. They were still being attended to at the t~me of 
writing. 

6.1 Case No. 1 

Assessment of situation 

Case diagnosed as one of child neglect since. mother abused alcohol, and 
left her 2 and 5-year-old children unattended for the whole day; also house 
·was found dirty, unkempt. 

Action taken 

1. In initial visit, gathered information, assessed attitudes, motivation 
and unmet needs and feelings of mother. Made her aware of the pos­
sibility of a children's court enquiry as well as the effect of neglect 
on the children. Obtained a commitment from mother to co-operate 
with social worker in changing her behaviour and meeting children's 
needs. Also assessed mother's ego as far as her integrative and execu­
tive capacity is concerned. 

2. Contracted with mother for a short period, e.g. two months. Advised 
that if situation is not improved/ rectified within time period, alter­
native care to be considered for children. Contracted to visit every week. 

3. Worked with a person in mother's environment (after consulting her) 
--.:... someone responsible who could monitor ~he situation and notify 
social worker of further neglect or problems, as well as someone who 
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could encourage mother to change her behaviour, in this case the em­
ployer and a relative (arranged joint interviews on occasions). 

4. Paid weekly visits to monitor, encourage, and help restructure cogni­
tive ability, reality testing, and judgement in mother. Also set tasks 
for behaviour modification, e.g. clean house, register 5 year-old at 
school, take to day hospital, and attend A.A. sessions. 

5. Social worker educated mother on needs of child and mother role. 

Action planned 

1. To bring client into contact with other community resources, e.g. A.A. 
members, women's groups, if and when she has improved executive 
capacity in this respect. 

2. Use collaterals to educate mother on needs of children. 

3. Reassess situation after one month, with mother, employer and relative: 

4. After discussion with mother, terminate intervention leaving relative 
and employer with the responsibility of monitoring the situation and 
contacting social worker in the event of a breakdown; or, refer to a 
fieldworker for long-term intervention (preventative services or a chil­
dren's court enquiry and alternative placement). 

Evaluation 

Mother, made aware of the effect of her behaviour on children, already 
showing desire to improve, co-operate an.d carry out her side of the con­
tract. By the second visit her behaviour had changed significantly. The 
children were clean, her house tidier, she had gone back to fulltime work 
and had cut down on alcohol abuse. Both the relative a~d employer were 
very encouraging and pleased with the change. 

Prognosis 

Mother is expected to continue her co-operative behaviour. It is felt that 
her rehabilitation will last, her newly acquired executive capacity will grow, 
and it seems that the crisis situation originally reported will not recur. 
Perhaps this will be ensured if the action planned could be implement­
ed as soon as possible. 

118 



6.2 Case No. 2 

This family consisting of mother, father and five school-going children 
was " threatened with eviction for non-payment of rent. At the same time, 
the family applied for a transfer to a large house as their children were 
getting bigger and needed more room. Head of household receives a dis­
ability grant as he has a permanent lung disorder; wife receives a m~n­
tenance grant and does casual work to supplement the grant, hut this 
still seem~ inadequat~. " -

Assessment of situation 

The danger of eviction for non-payment of rent was a strong one. This 
situation had developed through poor budgeting; debts exceeded income; 
both parents appeared to lack ability for financial management. 

Action taken:" On basis of a 3-6 month contract: 
" . 

1. Drew up chart illustrating how debts exceeded income. 

2. Following discussion, arranged with dients for the maintenance grant 
to be administered, i.e. grant to be drawn by CAFDA and then offi­
cial debts paid with th(! grant, as a temporary measure. 

3. Encouraged clients to discuss their repayments with the shops con­
cerned and then report back. 

4. Referred clients to groupworker in order to join budgeting education 
group. 

5. Initial repayments do not leave money over for food so interim food 
parcels were issued. 

6. Left the disability gra~t in hands of the family thereby not removing 
all responsibility. 

Action planned 

1. Continue to educate couple regarding budgeting within contract 
period. 

2. Continue administration of the maintenance grant by CAFDA pen­
sions administrator to ensure that all outstanding debts are paid. 

3. Return the disability grant to the couple for self-administration, once 
ability for self-management developed satisfactorily. 
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Evaluation 

After-two months, the caseworker concern~d lias already seen progress­
in the overall functioning o( the family. In practical terms, the family 
has succeeded in averting eviction, reduced the number of bad debts, 
and the mother has found extra casual work to augment income. -

Prognosis 

Both parents appear capable of bringing about funher improvement. The 
present situation will be further relieved, on condition that all planned 
action is carried out. 

6.3 Examples of community work reports 

(a) The format used for the recording of the community worker's daily-­
work tries to r~flect as much of the nature and analysis of -the work 
as possible. 

The following is a reproduction of the actual format used: 

DATE 

Nature of contact 
or with whom: 

Where 

DAILY PROCESS REPORT 

REPORT NO: 

Inter­
View 

Meet­
mg 

Visit 
of observa­

tion 

Consul"_ Report 
tation writing 

and 
administra­

tion 

1. ................................................ ; ..... -...................................... . 
2 ............................................................................................. . 
3 .................................................. :: ......................................... . 
4 ............................................................................................. . 
5. -............................................................................................ . 
6 ............................................................................................. . 

120 



, 
MATI'ERS DISCUSSED NEW INFORMATION GAINED: (NOs refer to above 
numbering) 

1. . ............. , ............. : ...... ~ ........... ~ .. ~ "." ...... ,_ ........... ; ..................... . 

. . 
2. 
3. 
4. 

................................................................................................ 

5. ; .......................................... , .................................................. . 
6. . ................................ ," ...... ~ ................... ",' .............................. . 

EVALUATIVE REMARKS: 

. . . .................................................................................................. . . 

..................................................................... ".' .... ",' ........ ~ ............ . 
• • • • • • • ••• ',' •••• '.' • : .................. 0" ••••••••••••• ~ ••••••••••••••••••••••••••••••••••••••••••••••• 

Short-term goals: ..... ' ...................................................................... . 

........... -...................................................................................... . 

(b) The format used for monthly summary or progross roports is standardized 
for all projects. The aim here is to cover as many of the various aspects of 
the·projects· as possible. It reflects the monthly totals of interviews,·meet-
ings, etc. But more importantly, it is meant to be evaluative rather than 
statistical. The following is a reproduction of the actual format used: .....-----:. ---- ~/ MONTHLY SUMMARY AND PROGRESS REPOF'J'/ 

Month: ............................................... ;;_._ 
Community worker:- ........................ - - .-' 
Project: ..........................•.................. 
DESCRIPTIVE/STATISTICAL· DETAIL 
·Nature, or 
vyith whom. 

Individual: Tenants 
Parents 
Resource persons 
Staff members 
Exco members 
PTA members 
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Executive committee 
P I Teachers Assoc. 
Supervisor 
Administration 
Research 
Planning 

TOTALS: 

(1) INTRODUCTION: (Say what is described in repon and which aspects are of 
special imponance): . 

(2) MAiN TACTICS AND TECHNIQUES USED (relating to areas of focus, 
implementation of plan): 

(3) CURRENT STATUS OF PROJECT (environment and personal changes? 
Have other needs been identified, etc?) 

(4) GE~RAL ANALYSIS ("How are we doing?") 
(a) Evaluation of new knowl~ge gained: ___________ _ 

(b) Evaluation of process .of development/Progress: 
Goal attainment: 
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Growth of individuals: 

. Prognosis: 

(c) EVALUATION OF COMMUNITY WORKER'S PERSONAL GROWTH 
(quality of worker/community relationship: ups and downs, etc.) 

(5) FUTURE PLANS: 
(a) New: __________________ ~~------~--------------

(b) MomnM: __ ~ ______ ~ ______________________ ___ 

(6) RECOMMENDATIONS: 

DATE WRITTEN: .................. . 

Finally, it is stressed th~.t accountability is gauged both from the written 
reports of the social workers and in: individual supervision sessions. The 
format for the different repons of our social workers is. devised mainly 
for the practical situation;,but does not c9mpletely'exclude the theoreti­
cal component. In fact, supervisors t:ndeavour at all t~es to guide wor­
kers in the task of i~tegrating the practical with the theoretical, in an 
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eclectic; ~om;idered manner 00 that the work retains its professional nature. 

7. EVALUATION 

Casework 

In comparison to the old method of long-term, ongoing intervention, 
the time-limited intervention approach brought with it distinct advan-
tages that to a certain extent were anticipated, .mimely . 

(a) closer collaboration developed between intake workers and fiddwor-
ke~s, as well .as with group and community wor~ers,· . 

(b) clients showed more· motivation to both co .. operate with social wor­
kers, and to work for change in their situation, 

(c) social workers appeared more motivated since problems were address<;d 
without delay, . 

. .. 

(d) social workers found it more gratifying to work on a here-and-now 
basis, 

(e) clients showed much more confidence in the worker's role and 
planning, . 

(f) ongoing evaluati<;>n during the contract period and within the 
problem-solving. process was more concise, 

(g) the improved format for file entries and repons was far more suc-
cinct,' lucid, and readable. 

The following breakdown of this method of intervention became panic­
ularly evident; it was also clear that the method had become easier to 
analyse in terms of the breakdown: 

Formulation phflSe (Beginning) 

• The worker was immediately able to focus on the situation/problem 
area. This then allowed for formulation of a strategy of intervention. 

~ The current predicament was evaluated, and action could then be ex­
ecuted accordingly. 

• Partializing of the p~oblem took place, and cenain target areas were 
focused on. . 

• Contracting allowed for the identification of realistic expectations by 
the client, and the exclusion of unrealistic ones.· . 
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Implementation phase (Middle) 

• Workers sifted through all information provided by client, and or­
ganized this into a comprehensive whole. This led to very lucid case 
detail and helped in action planning. 

• By using the· main features of the d?-osen model of intervention - for 
example problem solving or behaviour changing through task goals 
- the work became. more professional and streamlined. 

• By· maintaining ongoingevaluatign (as required in all casework ap­
proaches) adjustments and other appropriate changes could be made 
with good effect. 

Termination phase (Ending) 

• By jointly.deciding with client on termination, thus continuing the 
. practice of client participation in the entire casework process, accep­
tance of termination by the client was easier and better timed. 

• Prior to actual termination, sodal wo.rkers reviewed progress with the 
dient,. offered realistic reasons for such termination, and pointed out 
what had been achieved. 

. • As part of the termination phase, clients were given guidance as to 
how to act when problems recur. This helped in creating independence 
and encouraged the practice of the "self-help" principle. 

The switCh to statutory work during 1980 'which had reduced time-limited 
. intervention also changed the nature of success in the agency's casework. 
By virtue of their nature, case loads of statutory work required long-term, 
prescribed work which inhibited the use of generic social casework models; 
this restriction led to "success" .within the limits of the statutory require­
ments of "supervision of foster placements". However, att~mpts have 
recently been initiated to incorporate the use of casework models of a 
broader choice in this type of social work, in some cases to serve as problem 

. prevention; and in others as additional to the wo~k done in accordance 
with the stipulations of the Child Care Act. 

Community wo* 

CAFDA's community work experi~nce in its initial projects was not con­
·sistently successful; many projects were terminated through lack ofcom­
munity morale, m~~vation, and co-operation. Also, it appeared that some 
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projects lacked clear direction, objectives, and proper management. It " 
appeared too that more theoretical perspective and application was needed. 
CAFDAjs community work programme of 1'977/78 may be evaluated 
as follows: " 

• Training courses where direct education was provided formally at train­
ing centres were successful only when the initial ground work, i.e. prepa­
ration orthe"course and arou~ing interest in the "community", was" 
thorough and the courses were specific. These courses were useful in 
improving specific skills, e.g. management skills for members of a creche 
management committee. 

• The training centres concept failed to highlight the fact that the socio­
" economic level of the people involved has an imponant influence on 

the type of need related to (whether it is primary or secondary) and 
on "the potential of the members to cope independently. " 

• It was not realized at the time that where direct education is the sole 
purpose of a group, the community worker's role should be suppor­
tive and co-ordinative in order for this type of group to become 
independent. 

• Feasibility studies, whereby some unforeseen difficulties such as dwin­
dling client morale or lack of facilities could have been avoided, were 
not the order of the day. This probably led t<? the failure of some 
projects. 

• Community workers were overly directive in cenain projects instead 
of acting as resource person~. Consideration could "also have been given 
to other roles which community workers play in relation to different 
projects. 

• Projects dealt with individual issues rather than broader st11,lcturaI ones. 
Most people required advice and guidance in" dealing with such issues 
and in finding their way through bureaucratic procedures. The com­
munity worker's role as resource person, however, failed to respond 
to this need. 

• It was found to be difficult to measure progre~s achieved in attaining 
the goal of the programme. This was beca!lse "social and economic 
development" and the steps towards achieving it had not been de­
fined. The only "economic" project which succeeded in providing per­
manent economic benefit was the baby-shoe project. Three attempts 
at establishing producer co-operatives which ended in failure would 
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have succeeded had subcontraCting or individual enterprise as a resource 
to those already involved ih economic activities been used. 

• Growth did occur in members of many other groups and personal at­
tributes such as leadership were developed. Those who attended courses 
improv~d their skills in or knowledge of a certain subject, and were 
usually willing to share this with others. Howev:er, it was difficult to 
measure growth and therefore it was difficult to evaluate whether the 
programme had been effective in this respect and whether in fact the 
results achieved warranted the high' input required. 

• It was found that people who were involved in the training centre 
programme shared a "sense of community" only with a small group 
of their associates. In other words "a community. of interests" was a 
very limited and narrow practice. Reference to a geographic area as·a 
"community" and phrases such as "developing a sense of communi­
ty identity" and "community involvement" in a broader sense, did 
not apply; this limited the significance of the projects . 

. • .It was realized that as far as possible, future planning of project goals 
should be very specific, and subgoals should be linked with time phases, 
so that progress and "success" can be measurCld. 

Evaluation of CAFDA's current community work projects is compara­
tively more positive. There appears to be a general improvement in both 
input and results of such input. This is due inter alia to the profession-" 
alization of its projects, for example the training of home visitors drawn 
from the community at large has succeeded in producing two fully trained 
·persons. 

Evaluation of CAFDA's current projects is an ongoing process. However, 
certain significant factors have already emerged, e.g. 

. . 
• the supportive, co-ordinative role of its community workers is helping 

participating members to be independent, 

.• a combination of community self-determination and self-direction is 
encouraging more realistic growth and progres~ in participants, . 

• the encouragement of more conu'nunity involvement allowed for. greater 
community identification with structural problems, 

• the comprehensive recording of work done by community workers al­
lows for basic, elementary measurement of success I failgre in goal at­
tai~ment. This is an improvement on past e~periences. 
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VIII 

THE SINGLE SYSTEM DESIGN IN SOCIAL WORK 
RESEARCH AND SOCIAL WORK PRACTICE 

Herman Strydom and Amanda M. Dz"ederZ"ks 

1. INTRODUCTION 

Every social worker should be both a social worker and a researcher, and 
the two roles should form a basic unity. According to :quehn (in Grin­
nell 1981:11) "the focus is on the practitioner-researcher's [sic.] problem­
solving process in formulating problems, selecting strategies, implemen­
tation, and evaluation to resolve social work issues". 

Social workers are supposed to help persons who have social problems, 
but ther~ is little proof that the work done by social workers is effective. 
There is a growing need among social workers on the one hand and the 
community on the other to jt1stify the existence of social. work services. 
Polster and Lynch (in Grinnell 1981:418) stress the fact that: "In times 
of budgetary restrictions and a demand for accountability, practitioner­
researchers [sic.] must show evidence that what they do is effective and 
imponant". The single system design is deftnitely one of the most suitable 
ways of conducting research in everyday practice. According to this de­
sign, every researcher can regard his own case load as an opponunity for 
research - either the total case load or only a number of cases from it. 

In this chapter the writers aim to offer an integrated discussion of the 
theory and practice of the single system design. An example from prac­
tice is used throughout the discussion in order to elucidate the theory 
that is discussed. This example)s taken from the fteld of marriage coun­
selling and concerns intervention with a married couple. 

A number of concepts are deftned in this article and reference is made 
to the question of measurement. Finally cenain charact~ristics, the course 
and some of the pros and cons of the single system design are discussed. 

2. DEFINITION OF CONCEPTS 

Although Bloom and Fischer (1982:7-9) prefer the term single system 
designs because there are different variations to the basic design of col-
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lecti"ng data repeatedly and by phases, the singular of the word also im­
plies these variatio.ns, ~he t.erm single sy~t~"! design will therefore. be 
used most of the time 10 thIS chapter to slgiufy the repeated collection 
of information on a single subject or system over time. This single sub­
ject can be either an individual, a group or a community. It is now possi­
ble to measure the progress or failure of a panicular intervention 
programme in one or every case of a panicular worker's case load. The" 
quality of serVice and accountability can thus be enhanced. Bloom and 
Fischer (1982: 16) add the following remark: "Probably the most produc­
tive way of assessing whether or not our practice is successful, then, is 
through the use of systematized, objective methods of research that are 
capable of being repeated (replicated) by others". Research and practice 
can be linked through the" uSe of the different variations of the single 
system design. The concepts "researcher", "therapist", "social worker" 
and "practitioner" are interchangeable. 

3. MEASUREMENT 

Until recently it was believed that research is an activity that should be 
conducted by highly specialized personnel and that the same social wor­
ker cannot be a good researcher and at the same time be a good practi­
tioner (Briar 1980:31). Currently a new perspective is gaining momen­
tum, namely that social workers are increasingly analysing their own daily 
practice and observing their own treatment strategies in a critical fashion. 
Duehn (in Grinnell 1981:12) remarks as follows in this regard: "Con­
ducting practice within this paradigm will not only contribute to the ad­
vancement of professional knowledge but will enable social workers to 
gain a more objective, less biased evaluation of their own practice 
effectiveness" . 

Thorndike said that if something actually existed, it existed in a panicu­
lar quantity and if it existed in a panicular quantity, it could be meas­
ured (Bloom, Fischer 1982:34). Hudson added to this statement and said: 
"If you cannot measure the client's problem, it does not exist and you 
cannot treat it" (Bloom, Fischer 1982:34). 

Therefore if a problem is too vague and too subtle to be measured, it 
will also be too vague and too subtle for therapeutic intervention. If the " 
problem can be outlined dearly," it can be measured. If a problem can­
not be defined and thus cannot be measured, a social worker will never 
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know how successful a particular intervention programme was, or to what 
extent the objectives have been met. 

If a problem is said to be measurable, yet only with difficulty, it is a com­
pletely different matter. Most problems are complex. and seem obscure 
~t first. In the example under discussion the rherapist's first task was to 
identify the measurable components of the problem. The.modes of be­
havioUl: were identified by the social worker and the clients. The four 
modes of behaviour focused on during the intervention, were the 
following: . . 

• the husband's' contacts (especially telephone calls and letters) with his 
mother without his wife's knowledge; 

• reproaches by the wife concerning the above and other things that hap­
pened in the past; 

• the wife's inability to. s~are her feelings with her husband; 

• physical contact between the husband and wife.· 

4. THE CHARACTERISTICS OF THE SINGLE SYSTEM DESIGN 

4.1 Identification and definition of the problem 

A very distinct and thorough outline should be given of the particular 
problem situation that has to be changed and the social worker and the 
client have to agree on this point. 

After exploring the problem area with the married couple, the speCific 
problem was identified and the baseline could be determined 
subsequently: . 

4.2 Baseline 

The baseline is unique ro thesingle system design. Measurement during 
the baseline phase should be continued until the behaviour that will be 
focused on during intervention appears to be reasonably stable. Thus the 
ba~eline is the planned, systematic. gathering of information on a partic­
ular problem before intervention is commenced (Bloom, Fischer 1982:9; 
Arkava, Lane 1983: 121). Initially this information is used to measure the 
problem and it serves as a basis against which any positive or negative 
change occurring during-intervention can be measured. The modus oper­
andi of the single system design was explained to the couple during the 
first interview, and subsequently an agreement was reached. 
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Duririg the following three interviews the four problem areas that were 
specified earlier were measured every time they occurred. These areas were: 

• the husband's contact with his mother, without his wife"'s knowledge; 
• the wife's accusations. that her husband was disloyal towards her; 
• the wife's inability to share her feelings with her husband; 
• the·physical contact between husband and wife. . 

It was agreed that the husband and wife would measure the modes of 
behaviour separately, while the social worker would measure cenain com-

. ponents during the interview. . 

4.3 Me~urement of the problem 

Social workers should be bound ethically to meticulous investigation and 
objective evalu~tion of the everyday activities in their practices. 

There are a variety of forms of measurement, such as observation of be­
haviour (frequency count); standardized measures, self-anchored scales, 
rating scales, logs and cenain unobstrusive forms of measurement. Every 
social worker has to decide upon the most suitable and applicable form 
of measurement in each individual case. In this case use was made of 
behaviour 0 bservation. However the woman's (in )ability to share her feel­
ings with her husband was measured on a self-anchored scale. 

4.4 Clear definition of intervention 

In order to be able to gather reliable information, the therapist has to 
be specific about the intervention programme that will be offered. 
Meaningful measurement is possible only when the different phases and 
the planned interVention have been defined very clearly, and only then 
can it be stated that a panicular intervention brought about the change 
'in the behaviour. The intervention programme was explained to the mar­
ried couple specifically in terms of change of behaviour envisaged by the 
social worker; and role playing was used to suggest and practise.a com­
munication model and ways of handling conflict. They were encouraged 
to share with one another feelings that had been revealed during discus­
sions, and to make physical contact with one another if they felt like it. 

4.5 Analysis of the data 

The single system design depends predominantly on the visual analysis 
of changes by means of charting and not so much on complicated statis-
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tics. Charting offers a graphic representation of changes 'in the problem 
situation from baseline up to and including the conclusion of treatment. 
The different phases are distinguished from one another on such a graph 
by means of a vertical line. 'Graphic representation No.1 is an example 
of a basic single system design (A-B). 

GRAPmc REPRESENTATION NO.1 - CHANGES IN THE CLIENT'S 
BEHAVIOUR 
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5. THE STAGES OF THE SINGLE SYSTEM DESIGN 

_r 
Certain stages are common to research and practice and thus make a 
union of tWo domains possible. Bloom and Fischer (1982 :.16-18) believe 
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that' 'the essence of successful practice is the ability to demonstrate that 
what we have done (our intervention) has worked (is effective)". They 
also refer to "practice as research, and research as practice". 

5.1 Formulation of the problem 

The social worker, in collaboration with the client, selects particular 
problems from the relevant problem areas, arranges them in order of pri­
ority, selects one problem on which to· concentrate, demarcates it and 
formulates a clear and sp~cific definition of the problem. . 

In .the example the husband's contact with his mother was isolated and 
concentrated on as the main problem area, while the other three modes 
of behaviour. emanated directly from the husband's contact with his 
mother; of which his wife was not aware. 

5.2 Literature consultation 

The therapist should familiarize himself with the relevant literature in 
order to prepare himself and to overcome a situation where he is faced· 
with a problem about which his knowledge is inadequate. He can possi­
bly base his own investigation on· other i.nvestigations and so establish 
a more comp'rehensive body of knowledge. Social workers may pos~ibly 
also use their own experience and other similar investigations as guide­
lines for handli?g the problem. 

In order to prepare herself, the social worker concerned consulted litera­
ture concerning women's emotional experience of the sexual relationship 
in marriage. . 

5.3 The development of objectives 

The researcher sets up certain general and other specific objectives to direct 
the course of the investigation. In the example case the short-term ob­
jective was to completely eliminate the husband's habit of contacting his 
mother without informing his wife. The long-term objective was to cre­
ate a happy marriage, which would be evident from the fact that the 
husband and his wife finally shared their feelings and developed a satis­
fying sexual relationship. Subsequently certain hypotheses were formu­
lated on the basis of these objectives. 
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5.4 The development of hypotheses 
, , 

The therapist should formulate hypotheses dealing with the ways in which 
cenain variables may affect the problem and the extent to which either 
of these variables or the relationship between them can be changed.' 

The hypothesis that WO!i formulated for the investigation concerned can 
be divided into a main hypothesis and cenain subhypothe5e5. The main 
hypothesis was d~fined as follows: If the husband avoided contacting his 
mother without his wife's knowledge, it would have a positive effect on 
their marriage. The following subhypotheses could be formulated on the 
basis of this main hypothesis: ' 

• if the wife felt more secure in the marital relationship, she would be 
able to share her feelings with her husband; 

• if the wife experienced her husband's loyalty, she would not find it 
nece'ssary to reproach him for things that happened in'the past; 

• if the wife experienced her husband~s loyalty in a positive manner and 
felt more secure in the marital relationship, she would be able to stan 
a physical relationship with him. 

These hypotheses coincide roughly with the four modes of ~ehaviour that 
were referred to under MEASUREMENT (Paragraph 3). 

5.5 Setting up the design 

Planning the collection and analysis of the 'data is at issue here. This in­
cludes all the administrative matters, such as who would gather, the in­
formation, how the information would be gathered and when it would 
be done. 

An agreement was reached with the couple that each parmer would keep 
a separate notebook at home in which he I she would record incidences 
of three modes'of behaviour directly whenever it occurred. The fourth 
mode of behaviour, namely the extent to which the wife managed to 
share her feelings with her husband, was indicated daily at home by the 
wife on a self-anchored scale whenever it occurred. 

The' couple were O!iked to consider this information as confidential and 
not to discuss it with one another. 

During the course of the interview the social worker measured the fol­
~owing whenever it occurred: 
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• the incidence of the reproaches for disloyalty and occurrences in the past; 

• the sharing of feelings between the husband and his wife; 

• the physical contact between the couple. 

The meru:;urements recorded by the married couple and by the social worker 
were collected on a weekly basis and analysed by the latter. 

5.6 Definition of the 'dependent variable 

The dependent variable is the dimension in which the social worker ex­
pects changes to occur. In order to evaluate even the smallest change, 
it is therefore essential to define this variable very specifically in meas~ 
urable and exact terms: ' 

As was clear from the development of hypotheses, the problem in the 
example was described very specifically in terms of measurement. Thus 
it was possible to evaluate all changes in any of the dependent variables. 

The following were the four dependent variables: 

• the husband's contact with his mother without his wife's knowledge; 
• the wife's accusations that her husband was disloyal towards her; 
• the wife's ability to share her feelings with her husband; 
• physical contact between husband and wife. 

5.7 Definition of the independent variable 

The independent variable is that which is expected to affect the depen­
dent variable. This variable should also be described in specific and meas­
urable terms so that the therapist can be sure that it has actually been 
applied. The dependen't variable is therefore the problem which is at­
tended to, while the independent variable is the panicular intervention 
programme that is applied. 

The programme that was described in specific and measurable terms and 
defined in Paragraph 4.4 was adopted as the modus operandi. 

5.8 The determination of possible obstacles 

The researcher tries to consider all relevant facets of the proposed study 
in order to determine whether any stumbling blocks are likely to affect 
the implementation of the programme. 
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In the example case two possible hindrances were identified, namely visit­
ing by the husband's mother, and the couple's arrangement of sleeping 
in separate bedrooms. The husband was therefore asked ,to discourage 
his mother from visiting them during the implementatio,n of the 
programme, while the wife was encouraged to share a bedroom with the 
husband iq. order to facilitate spontaneous physical contact. 

5.9 The baseline phase 

The baseline phase concerns the planned collection of data before the 
independent variable is applied, in order to ensure that the therapist will 
have control over the course of the research project (Forcese, Richer 
1973:261). 

As m~ntioned earlier, a baseline was determined in the case under dis­
cussion before the social worker started with the treatment programme. 
As a result the social worker was eventually'abie to prove the effective­
ness of the programme that had been implemented. 

'5.10 The intervention phase 

The intervention phase is the phase during which the independent vari­
able, in other words the particular intervention programme, is applied. 

, The husband and wife in the example case had to learn to communicate 
with one another in such a way that they could share their feelings. For 
this reason a communication model was introduced to the interview sit­
uation by means of role playing. Unsolved conflicts were discussed based 
on the guidelines for handling conflict that had been explained ,to them 
previously. Initially they discussed imaginary conflict situations concern­
ing the husband's mother. In the course of the second intervention phase 
actual situations and other sensitive matters were discussed in depth. The 
couple were encouraged throughout to emphasize positive aspects of the 
relationship with one another. Mter having acquired and' practised com­
munication skills, they increasingly managed to share their physical needs 
with one another and in this way the,stumbling blocks that made physi­
cal contact impossible, were gradually eliminated. 

5.11 The analysis of the data 

Once intervention has been terminated, the researcher analyses the data 
'to determine whether any changes in the dependent variable occurred, 
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4 

3 

as well as whether certain relations between variables could be found. 
An attemp"t is also made to determine whether it was actually the in­
dependent" variable that caused the changes in the dependent variable. 

GRAPHIC REPRESENTATION NO.2 - ~ A-B-A-B DESIGN TO 
INDICATE CHANGES IN THE BEHAVIOUR OF CLIENTS 
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As mentioned in Paragraphs 5.6 and 5.7 the data that were obtained 
. enabled the social worker concerned to establish if changes in the main 
dependent variable (that is the husband's contact with his mother without 

. his wife's knowledge) indeed took place. The data also enabled her to 
deter~ine that certain relations could be established, namely between 
the man's contact with his mother and his wife's behaviour. Flinhermore 
the social w()rke~ established that the independent variable, i,e. the treat­
ment plan that was adopted, was responsIble for the changes that oc­
curred in the dependent variables. The chaning of the information ena 
bled her to present the information in a simple and visually attractive 
manner. 

5.12 Reporting 
. Compiling a repon is imponant in order to convey findings to colleague:;. 
This enables other researchers and practitioners to repeat the panicular 
investigation, with the result that data generalization becomes possible 
and a contribution is made to the cumulative body of knowledge on the 
subject. .. 

A concise repon was prepared on the example case since valuable infor­
mation had already been conveyed by means of the visual representation· 
of the data. 

Better utilization of the method of charting by social workers can defInitely 
be applied with great effect in terms of cost and time. The visual represen­
tation of data enables the social work<;'f at a glance to perceive any change, 
whether positive or 'negative, in the' behaviour of the client. . 

6. SOME ADVANTAGES OF THE SINGLE SYSTEM DESIGN 

• It offers a model of accountability to soci~l workers, clients, organiza­
tions and especially financial supponers. According to Arkava and Lane 
(1983: 149) " ... (it) allow(s) the ~ell-trained practitioner to satisfy both 
practice and research objectives; to proviqe service and to evaluate the 
effectiveness of that service". 

• The cost of the design is low since it is basically a do-it-yourself 
procedure. .. 

• As the single system design requires the social worker to clearly define 
the time-frame of the intervention, a rationing of time is encouraged;· 
in other words, time-limited intervention rather than an open-ended 
approach to time. ' 
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• The problem of outside researchers is eliminated since every worker 
conducts his own research (Bloom, Fischer 1982:15). 

• It is a direct form of research and results are available immediately· 
whether before, during or after the intervention. 

• By demarcating the problem in ·order to establish the baseline, the de­
~ign strongly encourages the social worker to work purposefully. 

• The- single system design can help to determine the special circum­
stances of the client and, if necessary, a more appropriate programme 
of intervention can be adopted. Adjustments to the intervention 
programme can easily be made and this design is therefore not as rigid 
as, for example, the expe·rimental procedure. If in the example case 
the social worker found that the husband's contact with his mother 
with the know/edge of his wifo did not result in the desired change 
in the wife's behaviour, the social worker could ask him to break off _ 
all contact with his mother. Thus the programme could be adjusted 
at any stage of the intervention. 

• It is possible to evaluate the effectiveness of the treatment programme 
applied to every client, group or community. . 

• As appears from the graphic representation of the data in the exam-. 
pIe, the single system design also makes it possible to compile an on­
going report of changes occurring during the course of the entire in­
tervention effort. 

• Hypotheses concerning the relation between a specific intervention 
procedure and changes that take place in the client can be tested. Thus 
the hypothesis formulated for the example case, namely that the hus­
band's making contact with his mother with his wife's knowledge would 
lead to cenain changes in the wife's behaviour, could be tested on a 
continual basis. 

• It is clear from the example that the single system design is easy to 
use and understand. 

__ The single system design represents an attempt to obtain quality in· 
formation. From the. example that was used it can be deduced that 
awareness of the mere presence of a problem is insufficient and that 
it is essential also to establish the degree of seriousness of the problem. 

• The design goes further than mere descriptive research and it attempts 
to be explanatory (Polansky 1975:50)_ For example, the behaviour of 
the woman in the sample case could be explained on the basis of the 
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husband's contact with his mother, namely whether it was with or 
without his wife's knowledge. . 

• In the final instance the single system design is based on social work 
practice and it is both practitioner oriented and cost-effective. 

\. 

7. SOME DISADVANTAGES OF THE SINGLE SYSTEM DESIGN 

• Initially the application of the single system design may take up too 
much time, since the social worker first has to learn how it functions. 
However, later on this disadvantage is changed into an advantage, since 
once he has acquainted himself properly with the system, the social 
worker can deal with all cases in the same way and accountable social 
work is performed within the shonest period of time. 

• Some critics feel that the single system design offers nothing new. 
However if social workers have already started to implement this proce . 
dure in their practice, they can possibly go funher by systemati?,ing 
existing information and comparing results, so as to be able to com­
municate with other professional persons in a meaningful and sc;:ien­
tific fashion (Bloom, Fischer 1982:21). 

• In order to be able to say that a specific independent variable caused 
a specific change, all other variables have to be controlled; this res­
tricts the variety that is found in real life with regard to any single vari­
able, and the single system design may therefore seem anificial. (Cf. 
Hersen, Barlow 1976:13-17; Arkava, Lane 1983:120.) 

• In future more and more follow-up studies of terminated cases will 
have to be conducted in order to confirm whether the panicular treat-
ment strategy that was adopted is still successful. . 

• AccordiQ.g to Arkava and Lane (1983: 148) it is difficult to make a water­
tight case for the withdrawal and reversal of treatment, especially in 
cases where treatment has already shown signs of success. 

• It is said that the single system design will eventually replace classical 
r~search procedures. However the former rather supplements and sup 
pons the classical procedures of research, because all researchers are 
not necessarily able to execute the classical procedures without incur 
ring additional expenses in terms of money and time. ' 

• It is very difficult to make generalizations on the basis of the single 
system design - in future the same experiment will have to be repeated 
for numerous clients. Schuerman (1983:67) remarks in this regard that 
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the single sym;m design" ... suffer(s) from the lack of comparisons. 
Without· something with which to compare the results, we have 
problems in drawing coQclusions" . 

8. SUMMARY 

The aim of this contribution to the study was to stimulate social workers . 
to adopt a more accountable modus operandi. The practical application 
of the !iingle sY!item design by means of an example taken from marriage 
counselling .was highlighted throughout. 

The special features of the single system design render the system ap­
propriate and accessible to the therapist and the researcher in all fields 
of social work intervention and assistance. 

First a definition was formulated of the concept, followed by a discus­
sion of certain facets of measurement and some characteristics of the sin­
gle system design. Next the various stages of the single system design' 
were looked at closely and finally some of the advantages and disadvan­
tages of the design were examined. From the latter it was clear that the 
pros far outweighed the cons of the design. 

It ·is hoped that this contribution will encourage many social workers to 
use the single system design. After application of the design, every so- _ 
cial worker will have to evaluate whether the intervention has been ef­
fective in terms of the 'money and time spent . 
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IX 

CONCLUSION: IMPLICATIONS FOR PRACTICE 
IN THE HUMAN SERVICES 

A.E. Gangat and L.R. Naidoo 

1. INTRODUCTION 

There is a growing trend in capitalist societies towards the establishment 
of practical strategies for managing cut-backs that are critical for the sur. 
vival of many service organizations dependent on gradually-diminishing 
government financial support. Research teams the world over have un­
dertaken studies aimed at eliciting specific strategies which community 
mental health services and other service agencies could use, to weather 
these financial cut-back.s while s.imultaneously maintaining a high stan­
dard of service. These strategies namely crisis intervention, brief inter­
vention, time-limited intervention, behaviour management and limited­
goal intervention are not separate management styles. Rather, they overlap 
in. many ways - 50 much 50 that time limited intervention a!i a re~ult 
of its eclectic nature may be regarded as the broadest category of 
management. 

Similar developments have taken root in South Africa in recent years . 
. The preceeding chapters outline efforts made by a variety of organiza­
tions and academics to conceptualize and empirically validate time-limited 
interventions within the local context. 

2. PRACTICAL Sl'RATEGIES 

The empiricists, i.e. crisis and social work units, appear to be utilizing 
all or some of the following practical strategies: 

1. Adopting organizational structures that have a large community, self­
help component. 

2. Providing a !iervice that i!i regularly evaluated for CO!it effectivene!i!i and 
productivity. 

3. Making optimal use of existing resources. 

1. Making provi!iion for constant and immediate availability of !iervices. 
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5. Making available services in areas of high risk for secondary and ter· 
tiary complications, for example, rape and divorce. 

6. Providing services directed towards saving working houC!i and enhancing 
the work environment. 

7. Using clearly planned management approaches tailored for a specific 
socio-economic class. 

An attempt will be made to show how the organizations and! or individuals 
that contributed to this publication have endeavou,.-ed to follow these 
strategies. Further, the implications of their use will. be discussed. 

2.1 Strategy One 

CAFDA (Cape Flats Distress Association), Randburg Crisis Centre and 
Rape _ Crisis appear to be effectively utilizing the first strategy in that all 
three organizations have a large community-based, self-help component. 
Volunteers are drawn from the community to provide first-line services 
for both curative and preventative matters. CAFDA has initiated numerous 
self-help groups to foster upliftment of the deprived community that it 
serves, upliftment in terms of skills, knowledge and income. It follows 
that this preventative scheme would pre-empt the massive social worker 
case loads where basic financial, physical and educational poverty is per­
petuating emotional and interpersonal strife. Randburg Crisis Centre and 
Rape Crisis are utilizing tra~ned volunteers to provide immediate help 
for individuals with a variety of psychosocial problems. Invariably such 
a service helps to screen-off many individuals who would have occupied 
the case load of the professional worker. 

Further, this service makes for prevention of secondary and tertiary com­
plications as a result of its "walk-in" nature. Rape ~risis, which is a special­
ized service, has found the need to disseminate its specialist information 
to other first-line organizations to reduce its increasing case loads, that 
is, to hospitals, schools, student hostels and social work agencies. 

2.2 Strategy two 

Strategy Two, namely providing a service that is regularly evaluated in 
terms of cost-effectiveness and productivity, is offered, for example, by 
CAFDA which has a methodical and scientific evaluation procedure in­
chiding inter alia, the use of detailed recording sheets. Naturally, the 
single system design described in the publication which has as impor-
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Ulnt feature!i setting clear goal!i and d~veloping specific evaluation criter, 
ia, could be used most profitably by any organization rendering the kind 
?f services discussed in this publication. 

i~ general, i~terventions should relate to the specific needs of a given 
client with priority being given to a return to or a development toward!i 
approp~"iate_occupational, social, physical and emotional functioning. 

2.3 Strategy Three 

Strategy Three, namely, making optimal use of existing resources, is fol­
lowed ilL and by most of the "projects or approaches referred; to in the 
publication. The use of trained volunteers, volunteers with more than 
one grade of expenise and pan-time professional consultants, all make 
fo~ the spread of services to a gre.ater number of individuals at a reduced 
cost. 

Yet it is realized, and was sometimes specifically mentioned, that within 
the field in general there ffi a lack of co- ordinatic:>n and a measure of over1~p 
in the use of such resources because of ignorance about their presence 
or knowledge on how they function. Education of organizations and the 
public in general with regard to the existing facilities and the natur~ of 
services prp~ided, will greatly promote the distribution of such services 
to more peopl~ within the ,limits of existing structures.' ' , 

2.4 Strategy Four 

Strategy Four, that is making provision for constant and immediate avail­
ability of service!i, is a characteristic of mO!it time limited intervention 
projects. Round·the"c1ock" availability i!i u!iually made pO!isible by the"u!ie 
of trained volunteers who, as a result of their numbers, are able to pro­
vide "an immediate, constant and regular service. However therapeutic 
intervention is mostly done by fulltime professionals, and they ensure 
"their prompt" availability by means of a roster system, shoner waiting lists, 
a limit to the kind!i of problem!i they attend to and briefer involvement 
with clients. A telephone service"operating around the clock is an impor- ' 
tant aid for both professional and volunteer. An expansion of this strate­
gy is the provision ot cri!ii!i !iervices"at catchment areas !iuch a!i factorie!i, 
schools, hostels and transpon terminals. " 

However, in the field of psychiatry, this consideration is often ignored. 
To date; psychiatric departments exist largely in teaching hospitals. It 

, 
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is inconceivable how emotional emerg~ncies or casualties could be ignored 
in any health facility which already boasts adequate infrastru<;ture for phys­
ical emergencies. Availability of psychological and psychiatric help 
within all general hospitals will most definitely facilitate early and prompt 
intervention in those cases where patients require treatment for an "emo­
tional problem. Referral would be immediate; "and patient motivation 
would be higher as problem management would be perceived as being 
performed by one team. Furthermore, the stigma of attending a separate 
psychiatric institution would be avoided. This would "invariably lead to 
a higher rate of success in man~gement of both psychiatriC and physical 
disorders which are intimately related. Inevitably the cost of psycho­
psychiatric management would be greatly reduced. 

2.5 Strategy Five 

Strategy Five, i.e. making available services in areas of high-risk for secon­
dary and tertiary complications, like rape and divorce, is highly potent. 
"However, services related to this strategy are limited. 

In the i~stance of rape, besides Rape Crisis, the victim has hardly any 
other easily-accessible and supportive service. Moreover, Rape Crisis centres 
are only available in major cities. Often rape victims remain silent for 
various reasons, not the least being the brutal exposure to insensitive le-

-gal investigations and the traumatic exposure in news media. Moreover 
rape victims are usually in a state of acute emotional crisis known as the 
post-traumatic stress syndrome. Clearly our task is to provide immediate 
support and assistance. It is clear, too, that Rape Crisis, though filling 
a void since the middle 70s, cannot meet the growing demand. In fact 
rape crisis units now train other intake facilities in order to share the grow­
ing case loads. Although such a development has the advantage of cost­
effectiveness, there may be the danger of lower efficiency as a result of 
inadequate knowledge arising from too short periods of training. This 
argument most probably holds true for most voluntary non-professional 
counsellors. Admittedly an early referral for appropriate professional help, 
as in the case of suicidal ideation or attempts, depression, exacerbation 
of an underlying psychiatric vuhierability, drug abuse and failure to ad­
just, will certainly help in preventing secondary and tertiary complications. 

The above arguments will also hold for psycho-social work intervention 
to facilitate post-divorce adjustments. However, in divorce, the develop­
ment of an emotional reaction is very rarely sudden as in rape. Mostly 
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it is gradual, often ·extended and fraught with legal issues. Marriage 
guidance agencies, social work agencies, mental health societies and psy-. 
chiatric services would profit from utilizing a time-limited intervention 
model in the management of post-divorce adjustment. Furthermore, close 
attention to persons at risk could prevent more co.mplex problems. 

2,6 Strategy Six 

Strategy Six, i.e. providing services directed towards saving working hours 
and enhancing the work environment, can be achieved by employing prin­
ciples already outlined earlier. The bask principle should be the follow­
ing: just as the factory provides first aid for physical injury / disorder, "first­
aid"·o.r first line treatment for emotional disorders should also be availa­
ble for workers. This as already p<:>inted out, means the presence on the 
factory floor or in the office of mental health. counsellors trained to ~sist 
with emotional problems ·on the spot. Besides cutting the burdensome 
red-tape of J;'eferral and lessening the need for referral to professional agen­
cies (not to mention the delay involved in this procedure) such quick in­
tervention can prevent complications and allow for the provision of early 
supponive services. Besides keeping the worker at his job during the work­
ing day the work environment is perceived more favourably and this in 
turn enhances productivity. In view of this industrialists should be en­
couraged to employ industrial psychologists or trained counsellors. Al­
ternatively industrialists could ensure that industrial nurses receive ap­
propriate training in primary mental health care. 

The principle of first-aid for emotional disorders as promulgated for the 
factory can be argued for ·all institutions catering for 'arge numbers of 
people such as schools, uni"ersities and large department stores. Often, .. 
in insta,nces where fmancial productivity is not oven as in the case of schools 
and hospitals primary care for emQtional health of staff is neglected as 
it is not readily evident that lower stress states .result in more efficient 
decision-making; concentration and compliance. . 

2.7 Strategy Seven 

Strategy Seven, namely using clearly planned strategies tailored for a specif­
ic socio-economic class, is i~lustrated inter alia by the work of CAFDA. 
Working in a socio-economically deprived community, this organization 
found that the use of conventional social work leads to the development 
of large case loads with problems steeped in issues related to housing, 
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transport and financial matters. It wa,s evident that a more "grass root" 
type of approach was necessary to deal with individuals coming from such 
a community; the initiation of a large number of self-help groups 
within the community followed. The aim of this move was to educate 
and develop basic skills to raise the general level of functioning of the 
community. Such an approach would naturally reduce case loads with 
major reality problems, and in instances where "intra-psychic" types of 
problems presented, environmental overlays would be greatly reduced. 

Furthermore, in the context of direct problem mailagement;practt"cal as- . 
sistance should be the primary approach, and only where relevant, should 

. there ·be an attempt to achieve profound insight and/or personality 
change. A practical management approach would entail the use of brief, 
task-centred, directed interventions with a sharp focus on the immedi­
ate problem. This approach is most productive in a service that is im­
mediately available and crisis-orientated. 

Such a practical approach would also satisfy the need of an individual 
who wants the short-term difficulty resolved in a rapid, often sympto­
matic, manner. In summary, it should be remembered that the client­
perceived target problems require immediate, focused attention. 

However most of the clients discussed by the occupational social worker 
and the private practitioner in this publication are found on the other 
end of the socio-economic continuum; and these clients, because of the 
very fact of their generally high level of educatic;>D. and economic func­
tioning, usually benefit swiftly from limited, prompt intervention. 

3. IMPLICATIONS IN PRACTICE FIELDS 

The foregoing discussion relates to the implementation of time-limited 
interventions mostly within the context of existing state, parastatal and 
state-aided services - serVices utilized by the majo~ity of people. 

However, to further the goal of cost-effective high quality service, change 
in strategies within existing services alone may not be sufficient. Change 
in actual service structure may be necessary for people who are resistant 
to the use of these services. 

One ~uch group of people are those who are reluctant to use the existing 
public services because of the stigma associated with using state and wel­
fare types of services which may be regarded as catering for lower socio­
economic classes or for·people who have failed in some area of their lives. 
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Funhermore, as a result of most of these·services catering for large num­
bers, the consequent congestion, long waiting 'periods for consultation 
and economized waiting facilities may also have a negative influence on 
many people. These people may respond poorly to the most well-designed 
management plan and they may show this through poor.compliance. En­
tirely private, or state-subsidized private, facilities could provide a more 
cost-effective alternative to existing state and state-aided services; the com­
pliance of t~e clientele of such services would be expected to be greater 
and they would be more likely to respond at an earlier stage, thus pre-

, empting secondary and tertiary complications. . 

Unfpnunately, while this scheme is theoretically positive and attractive, 
the practical position in our country points to major problems regarding 
fees and medical aid societies. For example, after years of negotiations 
clinical psychologists have not been successful in having their fees gazet-

_ ted. It is hoped that the ·approxm,.atdy 100 social workers'that have gone 
into private practice to date (mid' :1987) will have better success. 

Another very ~arge group of people, such a~ those showing a preference 
fpr private services, also reluctantly respond to centralized state and state­
aided services. These are people who have to travel great distances at con- . 
siderable personal cost to receive help. Provision of decentralized serv­
ices to such. people would vastly' improve motivation, compliance and 
positive response to help, probably also at earlier stages. The practice of 
time-limited intervention within. such a development could only enhance 
the cost-effectiveness of services provided. , 

In conclusion it is evident th~t time-limited intervention has major ad­
vantages namely satisfaction of needs as perceived by the patient, earlier 
intervention with result~nt prevention of secondary and teniary compli­
cations, optimal use of the time and expenise of highly-trained prof~s­
sionals, and much needed cost-effectiveness in the face of increasing ftnan­
cial cut-backs. While these gains are attra~tive, this concept can be easily 
abused. This therapeutic approach cannot and should not be :used in a 
rigid, inflexible manner. Treatment modes must be tailored t6 meet the 
need of the individual client. A failure to follow this principle will make 
mere' 'technicians" of mental health and other human service workers. 

Funhermore, the economist in these ftelds should guard against blindly 
demanqing.time-limited intervention just for the sake of saving money 
in the shon term. It the latter becomes the sole object the inappropri­
ateness of the time-limited appr.oach for some types of clients or for any 
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client under certain circunistanc~s, and the consequent frustration of staff 
will neutralize the positive effects the approach might have had. The out­
come might be the total collapse of a therapeutic system which, although 
very costly and slow to achieve success, was at least a functioning system. 
Rebuilding the system might prove to be more expensive than any~hing 
previously undertaken in the field concerned. 

3. CONCLUSION 
Utilized in a progressive, empathic context, time-limited intervention 
will be well received by patients or clients and human service workers 
- especially those who feel bogged down by increasing demands for help 
which cannot be met through classical psychotherapeutic approaches. Over 
and above the implementation of time-limited intervention, and in the 
interest of cost-effectiveness, restrUcturing of existing services requires at­
tention; for example the provision of decentralised services and private 
serviLes to cater for the needs of people requiring such services. 
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