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ABSTRACT 

Positive Systemic Practice (PSP) is an approach to family therapy for addressing 

adolescent emotional and behavioural problems. It was developed at Crosscare Teen 

Counselling, which operates from 6 centres in socially disadvantaged areas of 

Dublin.  The practice of PSP is guided by 10 general principles and 47 specific 

therapeutic stances which are used to put the principles of PSP into practice.  PSP 

involves adopting a positive, systemic, preventative and normal developmental 

perspective. Therapy is viewed as involving three distinct phases, in all of which the 

therapeutic alliance is central, and therapeutic problem-solving is research-informed. 

Counsellors actively work with resistance to change, operate in two-person teams 

and evaluate their work. An archival study showed that families of adolescents with 

significant behavioural and emotional problems, most of whom were self-referred, 

engaged with PSP for an average of 15 sessions over 4 months. For a subsample of 
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cases where pre- and post-treatment data were available, there was evidence for 

statistically and clinically significant improvement. 

 

Keywords: family therapy, positive systemic practice, adolescent psychological 
problems 

 

INTRODUCTION 

This paper describes a unique approach to family therapy - Positive Systemic Practice 

(PSP) which was developed in Ireland, and the results of an archival study of the 

effectiveness of this approach in the treatment of adolescent emotional and behavioural 

problems. Two large community surveys have shown that up to 20% of adolescents in 

Ireland have significant emotional and behavioural problems (Lynch, Mill et al., 2004; 

Martin, Carr et al., 2006), a figure consistent with results of epidemiological studies of 

youth mental health problems in other countries (Costello, Mustillo et al., 2004; Ford, 

2008). A growing body of international research supports the effectiveness of family 

therapy in the treatment of a range of adolescent difficulties (Henggeler, & Sheidow, 2012; 

Kaslow, Broth et al., 2012; Rowe, 2012). The prevalence of adolescent mental health 

problems in Ireland and international evidence supporting the effectiveness of family 

therapy in the treatment of youth mental health problems, inspired the development of 

PSP. This unique approach to family therapy was developed over the past 40 years at six 

Teen Counselling centres, under the auspices of Crosscare, the social care agency of the 

Catholic Diocese of Dublin. Each of the six Crosscare Teen Counselling centres was set 

up in response to community demand and each provides services, free of charge, mostly 

to families in socially disadvantaged Dublin suburbs.  

  Practical, clinical and theoretical factors influenced the development of Crosscare 

Teen Counselling Centres and PSP. At a practical level, the service was developed to help 
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disadvantaged Irish families of adolescents with behavioural and emotional problems, and 

also to inform, support and complement the role of the statutory state-provided services. 

Crosscare Teen Counselling centres meet the needs of families who may be unwilling to 

engage with statutory mental health and child protection services, and those whose needs 

would not be prioritized within those services. At a clinical level, PSP evolved through the 

Crosscare Teen Counselling staff’s responsiveness to the needs of both adolescents and 

their parents for a therapeutic forum within which to address their concerns. At a 

theoretical level, over the years staff at Crosscare Teen Counselling integrated a variety of 

concepts from traditional (e.g., de Shazer & Dolan, 2007; Fisch, Weakland, & Segal, 1982; 

Haley, 1991; Minuchin, 1974; White, 2011) and evidence-based (e.g., Henggeler,  

Schoenwald et al., 2009; Liddle, 2010; Lock & LeGrange, 2013; Sexton, 2011; Szapocznik, 

Hervis & Schwartz, 2002) models of family therapy to guide their practice and this 

crystallized into PSP.  

PSP is distinctive insofar as it evolved within the Crosscare Teen Counselling 

service to meet the needs of disadvantaged Irish families of adolescents with 

behavioural and emotional problems, and represents a unique integration of 

theoretical principles and clinical practices. The requirement of funders for evidence 

of treatment effectiveness led the Crosscare Teen Counselling service to commission 

a team at University College Dublin (UCD) to conduct research on the effectiveness 

of PSP. The research included the articulation of PSP within a treatment manual 

(Carr, Fry, et al., 2013), and carrying out a retrospective archival study, and a 

prospective controlled trial to evaluate PSP.  The PSP model and archival study are 

described in this paper, and the controlled trial is described in a companion paper 

(Cassells et al., In press). These publications (after a long period during which PSP 

was developed and used but not written about) have been the fruitful outcome of the 
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recent collaboration between Crosscare Teen Counselling and the UCD research 

team.  

 

POSITIVE SYSTEMIC PRACTICE 

PSP aims to help families resolve adolescent emotional and behavioural problems. It 

also aims to maintain adolescents within their families, schools and prosocial peer 

groups, and prevent out-of-home placement. Counsellors work in pairs. In the first 

session with a newly referred family, a counselling team meets with the adolescent 

and parents for a conjoint session. During the feedback process at the conclusion of 

this session, the family is offered a systemic reframing of their difficulties, and a 

series of parallel appointments in which one counsellor will meet with the adolescent 

and the other counsellor will meet with the parents. As these parallel series of 

sessions progress, the team members meet regularly to inform each other on the 

progress of the adolescent and parents. When the adolescent and parents are 

judged to be ready to engage in constructive dialogue, the team convenes conjoint 

meetings with the adolescent and parents to facilitate strengthening of relationships 

and resolution of conflicts between the adolescents and parents. As therapy draws to 

a close, final conjoint sessions are convened to review therapeutic process, reflect on 

lesson learned and engage in relapse-prevention planning. Over the course of PSP, 

with informed consent from clients, counsellors have meetings or telephone contacts 

with schools, and other agencies involved with client families, where this is 

appropriate, to help families achieve their therapeutic goals.    

In deciding which counsellor will work with the adolescent and which will work 

with the parents account is taken of the strength of the alliance formed between 

counsellors and family members at the end of the first conjoint interview, the unique 
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knowledge and skills and professional competencies that counsellors have that are 

relevant to working with adolescents or parents, and the team’s judgment about 

whether the adolescent or parents would benefit from working with a male or female 

counsellor. For example, it may be particularly appropriate for female counsellors to 

work with teenage girls who have suffered sexual abuse, and teenage boys may find 

male counsellors good role models. 

PSP is based on the following principles which are elaborated below: 

1. A positive perspective 

2. A systemic perspective 

3. A normal developmental perspective 

4. A preventative and therapeutic perspective  

5. Counselling as phasic 

6. Therapeutic alliance as central 

7. Problem-solving in counselling as research-informed  

8. Motivation and resistance are to be expected 

9. Counselling team development is essential 

10. Evaluation is routinely conducted. 

 

1. A positive perspective  

Counsellors adopt a positive, optimistic, hopeful perspective (Carr, 2011; Lopez & Snyder, 

2009). While adolescents and their families present with distressing and complex 

problems, counsellors work from the optimistic premise that the level of distress clients 

experience can be reduced by working with them to find solutions to those aspects of their 

difficulties that are solvable (such as nightmares following trauma), or by supporting them 

in accepting and coping with unsolvable problems (such as grief following bereavement). 
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Counsellors also assume that adolescents and parents have a degree of resilience and 

possess strengths and competencies that they may use to work out their difficulties. That 

is, there is an assumption that while adolescents and their families are referred because 

they have problems and associated risk factors, they also have strengths and protective 

factors. Counsellors avail of opportunities to draw clients’ attention to their strengths, 

competencies and resilience in the face of adversity. They encourage clients to mobilize 

these protective factors to address their difficulties, by for example inviting them to 

describe previous situations that they have coped with successfully and asking how these 

effective coping skills might be used to address their current difficulties. They also 

encourage clients to creatively use normal positive life events and challenges (such as 

birthdays, holidays, illnesses, or exams) to contribute to the resolution of the presenting 

problems.  Finally, it is assumed that over the course of therapy in which counsellors have 

adopted a positive perspective, adolescents and parents will gradually embrace a more 

positive, optimistic and hopeful outlook on life.   

 The following vignette illustrates the use of a positive perspective. Joanne, aged 17, 

was misusing alcohol and cannabis, and had dropped out of school when her father, Paul, 

first contacted Crosscare Teen Counselling. Paul was particularly concerned with Joanne’s 

alcohol use because there was a history of alcoholism in his family of origin. Joanne 

refused to engage in conversation during the first family session. The counsellors adopted 

a positive perspective and framed Joanne’s refusal to engage in conversation as a 

reflection of her developing independence, and her wish to leave space for her parents to 

present their views on the challenges faced by the family. As a result of this intervention 

towards the end of the first session, Joanne spoke openly expressed her views and 

agreed to attend further counselling sessions. 
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2. A systemic perspective  

Counsellors adopt a systemic perspective (Carr, 2012; Sexton et al., 2003). They view 

adolescents, not as isolated individuals, but as people embedded in multiple social 

systems including the family, the school and community, and the peer group. Problematic 

relationships (involving repetitive patterns of interaction, belief systems, narratives and 

emotional attachments) between adolescents and their parents, family members, school 

staff, community agencies and peers may contribute to, and maintain, adolescents’ 

presenting problems. These problematic relationships may be exacerbated by family 

stresses including unresolved family-of-origin issues, poverty, violence, trauma, parental 

separation, bereavement, parental physical and mental health problems or substance 

misuse. On the positive side, parents, family members, school staff, friends and other 

involved professionals may also be able to help with presenting problems, especially by 

changing problematic aspects of the way they conduct their relationships with referred 

adolescents. Counselling teams organize therapy sessions to take account of the fact that 

adolescents are members of complex social systems. Counselling involves family 

sessions, sessions with the adolescent alone and the parents alone, and phone contact or 

meetings with other relevant members of the adolescents social system, particularly 

school staff.  Counsellors reframe the problems for which families seek help as family 

difficulties, rather than as problems intrinsic to the adolescent. This reframing is particularly 

important where parents take a very negative view of their adolescent’s behaviour and 

deny or minimize their own roles in contributing to these problems through their own 

behaviour. Counsellors also reframe solutions as involving positive changes in the family 

rather than just positive changes in the adolescent. Finally, counsellors assume that over 

the course of therapy they temporarily become members of the adolescents’ and parents’ 

social system, and by becoming members of this system can help families resolve 
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problems, reduce distress and move from problematic to supportive ways of conducting 

their relationships. The degree to which this is possible depends upon the quality of the 

alliance counsellors develop with adolescents and parents, the counsellors’ individual 

skills, the counselling team’s effectiveness and the family’s readiness for change.  

The following vignette illustrates the use of a systemic perspective. Luke, aged 15, 

was referred to Crosscare Teen Counselling because, according to his parents, Frank and 

Edna, he was a violent teenager with no self-control. During the intake session it became 

clear that Luke’s aggression mainly occurred within the context of his relationship with 

Frank. Edna typically adopted the role of peacemaker between the father and son. The 

idea that Luke was intrinsically violent, was reframed as a relationship problem involving 

Luke and his parents. In later sessions with Edna and Frank, it became clear that the 

father-son conflict was, in part, rooted in difficulties Frank had in disengaging from his 

family-of-origin. This, in turn, compromised his capacity to work cooperatively with Edna in 

jointly parenting Luke and negotiating with him about various issues associated with his 

increasing need for independence as he moved towards adulthood. In light of this more 

elaborate systemic reframing of the problem, Frank was helped, within the context of 

couples sessions, to differentiate from his family-of-origin and form a more viable parenting 

team with Edna. In individual sessions Luke developed anger control skills. Over the time 

period when parallel adolescent-focused and couples-focused sessions were occurring, 

the two counsellors through regular consultation fine-tuned the work they did with the boy 

and his parents to prepare them to engage in constructive dialogue in carefully timed 

conjoint family sessions. In these conjoint family sessions Luke and his parents were 

helped to develop constructive negotiation skills, and avoid unproductive conflict. The 

quality of the relationship between Luke and Frank improved, and Edna found that she no 

longer needed to take the role of peacemaker between her husband and son.  



 

 10 

 

3. A normal developmental perspective 

Counsellors adopt a normal developmental perspective (Lerner & Steinberg, 2009; 

McGoldrick et al., 2011). That is, they view individuals and families as progressing through 

a series of normal developmental stages over the course of the life cycle. Stages are 

characterized by relative stability, while transitions from one stage to the next are marked 

by significant changes in family’s routines, rules and roles and individuals’ personal 

characteristics. Adolescence is a transitional period.  This global transition involves a 

number of subsidiary transitions such as the gradual move from having the physique of a 

child to that of an adult; from dependence to independence; from directed thinking to self-

directed thinking; from parent-dictated rules to parent-adolescent negotiated rules; from 

primary to secondary education; and from being a school child to being an adult contributor 

to society. These transitions are challenging for adolescents themselves, but may also be 

challenging for their parents, their schools and their friends. For example the transition 

from directed to self-directed thinking is particularly challenging for some adolescents, 

whereas the transition from parent-dictated rules to parent-adolescent negotiated rules is 

particularly challenging for some parents.  Adolescent behavioural and emotional problems 

and problematic relationships within the family, school and peer group may be viewed as 

difficulties in adjusting to the normal transitions of adolescence. However, these difficulties 

may be grounded in longer-standing problems within the family system.  

Counsellors match interventions to the developmental stage of the adolescent and 

family. Thus, interventions for younger adolescents (age 12-14) making the transition from 

childhood to early adolescence are different to those for older adolescents who are making 

the transition from late adolescence to adulthood (aged 17-18). For parents of younger 

adolescents, psychoeducation about parenting is an important component. For parents of 
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older adolescents there is a focus on enhancing parents’ and adolescents’ capacity to 

negotiate with each other.  

Counsellors normalize adolescent difficulties by reframing them as problems that 

can be understood as part of the adolescent’s and family’s way of dealing with normal 

individual and family developmental challenges and processes as opposed to using clinical 

diagnostic terminology to describe the presenting symptoms.  

Counsellors support the normal systems that support teenagers, such as the family, 

school and friends, so as to maintain adolescents within their families, schools, and 

prosocial peer groups. This enables them to develop into well-rounded adults by reducing 

the negative impact of adolescent problems on later development.  

 The following vignette illustrates the use of a normal developmental perspective. 

Lucy, an only child, aged 15 was referred following an incident where she had slept over at 

a friend’s house without parental permission. Since she had moved to secondary school at 

age 12, that there had been frequent conflict between Lucy and her parents, Paula and 

Mark. The parents set strict limits in many areas of Lucy’s life and allowed her little privacy. 

They feared that if they were not strict about curfew times, homework routines,  how she 

spent her pocket money, and what she did in her bedroom, she would develop problems 

such as becoming delinquent, dropping out of school, or becoming pregnant. Lucy viewed 

her parent’s position as unfair, and felt powerless in the face their strictness. The ongoing 

conflict with her parents and the episode where she stayed over at her friend’s house 

without parental permission, were reframed as Lucy’s attempt to communicate Paul and 

Mark that she had made the transition to adolescence and now needed them to negotiate 

with her about curfew times, homework routines, and privacy, so she could gradually learn 

to manage her own life. 
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4. A preventative and therapeutic perspective  

Counsellors attempt to prevent minor problems from developing into chronic, complex 

problems by encouraging early engagement in treatment. PSP provides adolescents and 

parents with time and space, apart from their normal routines, in which to work out or 

resolve the issues that contribute to their distress. In an initial conjoint session the parents’ 

and teenagers’ views of the main problems are explored. If parents and teenagers have 

different concerns, an attempt is made to reframe these in terms of a common goal.  

 In the case described in the previous vignette, Lucy’s wish for more freedom and 

her parents wish to set strict limits were addressed by helping them articulate a shared 

long-term goal. Lucy and her parents, Paula and Mark were invited to describe how they 

would like Lucy to be when she reached her mid 20s. Their views were very similar. They 

all hoped that Lucy would graduate from secondary school, train as a hairdresser, move 

into her own apartment and that she would continue to have good relationships with her 

parents and visit them regularly. The therapeutic process was presented to Lucy, Paula 

and Mark, as an opportunity for them to explore ways to help them start moving towards 

this shared goal, and prevent their relationships from deteriorating any further.  

 

5. PSP as phasic 

PSP evolves through phases (a feature it holds in common with evidence-based models of 

systemic practice (Liddle, 2010; Lock & LeGrange, 2013; Sexton, 2011). It has 

engagement, middle and closing phases.  

The initial phase is concerned with engaging with adolescents and their parents, 

building an alliance with and between family members, exploring their main concerns, 

agreeing goals and generating hope that these goals can be achieved. The first phase 

includes an initial conjoint family meeting and subsequent initial meetings of the parents 
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with one team member and the adolescent with the other. There is a focus on eliciting the 

parents’ and young person’s views of their main concerns and the adolescent’s adjustment 

within the family, school, and peer group contexts and also as an individual with unique 

strengths and limitations. In the first conjoint session a preliminary shared understanding 

of the chief concerns is evolved which entails a reframing of the young person’s problems 

in systemic terms; a therapy plan in proposed; and written consent is obtained to contact 

the school and other involved agencies or professionals.  

For example, in a family where Conor, a 16 year old boy, who regularly got into 

trouble at home, school and in the community was described by his parents, Tom and 

Maggie,  as ‘bad through and through’ and Conor described his parents and teachers as 

‘fascists’, the team reframed the situation as one in which the parents and their son were 

having difficulty finding a mutually acceptable way for him to move towards independence 

with a reasonable degree of safety. In light of this, the family was offered a series of 

parallel sessions where one team member worked with the parents and the other worked 

with the adolescent to explore ways in which Conor might move safely towards 

independence, with the understanding that when they had done some individual work on 

this issue, a conjoint family session would be convened to help the boy and his parents 

negotiate a mutually acceptable way forward. Consent was obtained to contact the school.  

In the middle phase, the emphasis is on therapeutic problem-solving. Counsellors 

draw on the available evidence-base about interventions that are effective for achieving 

the family’s goals and individualize these interventions to fit with the family’s unique needs. 

An outline of evidence-based interventions for adolescent behavioural problems, 

depression and anxiety is given below under principle 7. In the vignette mentioned in the 

previous paragraph, during the middle phase Conor explored how his parents’ rules, and 

his difficulty with completing homework frustrated his needs to be more independent. He 
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was helped to appreciate how his attempts to cope with this by repeated rule-breaking 

were actually reducing rather than increasing his freedom. Concurrently his parents, Tom 

and Maggie, were invited to explore how their increasingly strict and partly unenforceable 

rules were leading to an escalation rather than a reduction in their son’s behavioural 

problems. When the therapy team judged the parents and son to be ready to negotiate, 

they facilitated a conjoint session in which the parents and their son agreed a small 

number of house rules about curfew times, home work and computer use and reasonable 

rewards and sanctions associated with these. The implementation and fine-tuning of the 

plan was the focus of a number of subsequent conjoint family sessions, and a family 

meeting with relevant school staff, to address the homework issue.   

Helping the family to re-conceptualize their difficulties in a normative developmental 

way, where possible, and to understand how they drew on their strengths to overcome 

their difficulties, and developing plans for anticipating and managing future situations 

where there may be a risk of relapse is the main focus in the closing phase of PSP (Carr, 

1996). In the vignette given above, the parents and son used the final sessions to reflect 

on adolescence as a transitional time and the strength of the drive for autonomy; the 

difficulties that arise when parents and adolescents don’t make space to talk about how 

best to address this need for increased independence; the way in which fair house rules 

were negotiated and implemented during conjoint therapy sessions; future risky situations 

where conflict about the son’s need for autonomy might arise; and ways of dealing with 

this.  

In PSP completion of each phase is essential before progression to the next, and 

failure to do so may increase the risk of therapeutic failure. The chances of successfully 

engaging in the therapeutic problem-solving of phase 2 are greater if a strong alliance has 

been built and a shared systemic understanding of the problem has been developed in 
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phase 1. The chances of developing a coherent plan for managing future risky situations 

and preventing relapses in phase 3 are greater where a strong alliance has been built and 

a shared systemic understanding of the problem has been developed in phase 1, and 

successful therapeutic problem-solving has occurred in phase 2.  

 

6. Therapeutic alliance as central  

Counsellors form therapeutic relationships in which they value, welcome, respect, protect 

and advocate for the adolescents and parents with whom they work. Central to this is 

explaining and maintaining clear boundaries and confidentiality within parallel sessions for 

parents and teenagers. Engaging in counselling is made as welcoming, user-friendly and 

attractive as possible. Counsellors prioritize building a strong working alliance, since 

without it families drop out or fail to make progress (Carr, 2009; Thompson, Bender et al., 

2007). The only exception to this rule is where the safety of an adolescent or family 

member is at risk, and in such cases protection takes priority over alliance building. A 

respectful, invitational approach is adopted in which adolescents and parents are invited 

(not directed) to participate in PSP. Counselling is only conducted with client consent. 

Warmth, empathy and genuineness characterize the counsellors’ communication style. 

Counsellors form collaborative partnerships in which family members are experts on their 

own families and lives, and counsellors are experts on adolescent problems and the 

counselling process. Counsellors attempt to match the way PSP is conducted to clients' 

readiness to change, since to do otherwise may jeopardies the therapeutic alliance. For 

example, if a counsellor focuses on offering technical assistance with problem-solving to 

clients who are still only contemplating change and needing help exploring the pros and 

cons of change, conflict will arise. Clients will feel coerced into action by the counsellor and 

probably not follow through on therapeutic tasks, and the counsellor may feel disappointed 
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that the clients are showing resistance. Counsellors, avoid blaming clients even for 

unreasonable behaviour and take the initiative in resolving any difficulties or 

misunderstandings that occur which weaken the therapeutic alliance.  

As well as fostering strong alliances between themselves and family members, 

counsellors also promote positive and mutually respectful relationships between 

adolescents and parents; between families and schools; and between adolescents and 

prosocial peers. They continually reframe conflict and ‘blaming’ between members of the 

adolescent’s social system in positive terms. Conflict and blaming may be reframed, for 

example as, a reflection of the good intentions of those involved, a side effect of the 

adolescent’s move towards increasing independence, personal hurt or disappointment 

being expressed as anger, or genuine misunderstanding. Counsellors also highlight the 

shared goal of all members of the adolescent’s social system: to help the adolescent make 

the transition to adulthood and to grow up to be a well-adjusted adult.  

 

7. Problem-solving in PSP is research-informed  

In addressing adolescent and family problems, counsellors draw on the available research 

evidence base about ‘what works?’ and customize these interventions to clients’ unique 

individual needs (Carr, 2009; Weiss & Kazdin, 2010). In the following three paragraphs, for 

illustrative purposes, conclusions from the evidence-base for the effective treatment of 

adolescent behavioural problems, depression and anxiety is summarized. Counsellors 

draw on this type of information, and customize it to the unique needs of specific cases.  

For adolescent behavioural problems, effective research-informed approaches 

involve empowering parents (teachers and those in loco parentis) to negotiate clear rules 

and consequences for rule keeping and rule breaking, and following through consistently in 

implementing such agreements; promoting mutually respectful communication and 
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problem-solving between parents and adolescents; helping adolescents develop self-

control, prosocial peer relationships and competence in school work; and helping parents 

manage personal vulnerabilities, such as mental health problems, that compromise their 

capacity to parent effectively (Henggeler, & Sheidow, 2012).  These interventions disrupt 

coercive and chaotic patterns of interaction between parents and adolescents, and 

destructive belief systems and narratives that maintain behavioural problems.  

For adolescent depression, research-informed systemic work includes facilitating 

parents understanding and support of depressed youngsters and organizing home-school 

liaison to help the youngster re-establish normal home and school routines, and a normal 

lifestyle (Kaslow, Broth et al., 2012). Adolescents often need reassurance that they are not 

‘going mad’ and that their reactions can be seen as a reasonable response to the situation.  

Adolescent-focused interventions include exploration of contributing factors; facilitating 

mood-monitoring; increasing physical exercise, social activity and pleasant events, 

modification of depression-maintaining thinking styles, defence mechanisms and patterns 

of social interaction; the development and use of social problem-solving skills; and the 

development of relapse prevention skills. Where parents have personal vulnerabilities, 

such as depression, that compromise their capacity to support their adolescents, these 

need to be addressed with evidence-based interventions. For adolescent depression there 

is also evidence that counselling may be offered as part of a multimodal program of which 

antidepressants are one element (Carr, 2009). A psychiatric assessment is arranged when 

appropriate.  Collectively, these interventions disrupt lifestyles, belief systems and 

unsupportive family interaction patterns that maintain depression.  

For anxiety disorders in adolescents, research-informed counselling involves 

helping adolescents and parents understand and monitor anxiety and avoidance 

behaviour; facilitating the development of relaxation and coping skills; and facilitating using 
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these skills during gradual exposure to feared stimuli and situations (Kaslow, Broth et al., 

2012). Parents may be helped to implement reward programs to reinforce adolescents’ 

successful completion of exposure exercises and to avoid inadvertent reinforcement of 

avoidant behaviour. In cases of school refusal, home-school liaison is also required. 

Where parents have personal vulnerabilities, such as anxiety or depression, that 

compromise their capacity to support their adolescents, these need to be addressed also. 

These interventions disrupt patterns of family interaction in which parents inadvertently 

reinforce adolescents’ anxiety-related avoidant behaviour and empower adolescents to 

develop coping skills and courage.  

When counsellors work with families of adolescents who have behavioural 

problems, depression or anxiety, they draw on this type of information and also on their 

knowledge of families’ risk and protective factors. Counselling is, therefore, research-

informed. It is customized to clients needs’ and conducted in a ‘seamless’ and subtle 

conversational style. 

 

8. Motivation and resistance are to be expected 

In PSP it is assumed that while clients are motivated to attend therapy, they are also 

ambivalent about therapeutic change. Therefore setbacks in PSP are common. Families 

often have difficulty collectively agreeing to engage in therapy, and when they do they 

often take two steps forward and one step back. In these situations, counsellors 

acknowledge and address attitudes, expectations, emotional responses and interactional 

routines that clients and counsellors inadvertently bring to the working alliance from other 

contexts and relationships which interfere with therapeutic progress (Anderson & Stewart, 

1983). For example, demoralized clients with a history of many failed attempts to resolve 

their problems may believe that there is no point in following through on therapeutic tasks. 
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Clients who have had conflictual relationships with their parents, may inadvertently engage 

in similar conflicutal relationships with their counsellors. These ‘resistance issues’ are 

openly and respectfully discussed as they arise.  

 

9. Counselling team development is essential 

Counsellors work as teams and engage in regular team consultation and supervision to 

develop their teams (Todd & Storm, 2002). This is an integral part of PSP. The quality of 

the alliance or relationship between team members is important for the success of 

counselling. In a team, one member works with the adolescent and the other works with 

the parents. Team members meet regularly, initially to discuss how to conceptualize the 

difficulties the adolescent and parents are articulating, how to bridge the frequent gap 

between those descriptions and to develop a way of understanding the difficulties which 

honours both the adolescent’s and parents’ perspectives. Further ongoing consultations 

focus on how to deepen this understanding and decide the frequency, function and way of 

conducting conjoint family sessions. Within these conjoint sessions, it is essential for the 

counselling team members to have a strong alliance with each other, if they are to help 

adolescents and parents strengthen their relationship. For this reason, frequent case 

discussions between team members about the progress of specific cases are essential. 

Regular team supervision offers team members an opportunity to reflect on the process of 

team development, and also to think creatively about cases where progress is slow or 

difficult. In addition to team discussions and team supervision, counsellors attend 

individual supervision for personal and professional development, and administrative staff 

meetings which focus on referrals, service management and professional issues.  

 

10. Evaluation is routinely conducted 
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The outcome of PSP is evaluated and counsellors take responsibility for helping families 

achieve positive outcomes.  At the outset of each session, counsellors review progress. 

Families who make slow progress, or who have frequent setbacks, are not blamed for this. 

Rather the counsellor takes responsibility for exploring issues that make progress difficult. 

Before and after PSP, teenagers and parents complete evaluation forms to assess the 

degree to which it has helped them address their problems and achieve their therapeutic 

goals. Counsellors also make a range of assessments before and after counselling.  

 

Stances of PSP  

To translate the principles of PSP into clinical practice, a series of stances, listed in 

Table 1, have been developed. Stances have been developed to enhance 

engagement, to facilitate child protection, to promote insight and understanding, to 

foster behavioural change, to facilitate the transition to adulthood and to facilitate 

closing the counselling process. There is also a central fundamental stance which is 

central to PSP. These stances and the principles that guide PSP practice are detailed 

in a treatment manual (Carr, Fry et al., 2013).  

 

AN ARCHIVAL STUDY OF PSP 

An archival study of PSP was conducted using records for the three-year period 

2007-2009 from five Crosscare Teen Counselling centres. (A sixth centre has been 

established since the audit.)  The aim of the study was to describe the demographic 

characteristics, clinical problems, referral sources, patterns of counselling service 

usage and clinical outcomes of cases treated during this period. 

 

Participants  
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For all new cases that engaged in counselling between 2007 and 2009, data were 

extracted from the Crosscare Teen Counselling database for five centres located in 

Drumcondra, Tallaght, Clondalkin, Finglas and Dun Laoghaire. Seven hundred and 

fifty four cases were included in the study. Of these 317 (42%) continued in PSP from 

the year in which they started into the next year; 190 (25.20%) began and concluded 

PSP in the same year, 170 (22.55%) dropped out before completing 6 sessions, and 

77 (10.21%) dropped out after 6 or more sessions.  

 

Referral process 

Crosscare Teen Counselling encourages agencies that wish to refer families to 

suggest that they make self-referrals. This policy led to 486 (64.45%) referrals being 

made by mothers, 64 (8.48%) by fathers and 20 (2.65%) by adolescents. The 

remaining 184 (24.40%) were referred by health, educational and other agencies. Of 

570 self-referred families, 184 (32.23%) reported that referral was suggested by 

health professionals such as the family doctor, 159 (27.89%) said that the referral 

was suggested by the adolescent’s school, and 227 (39.82%) reported that other 

community services or former clients suggested the referral.  

 

Demographic characteristics  

Adolescents ages ranged from 11-19 (M = 15.0, SD = 4.77) and there were almost 

equal numbers of boys (378) and girls (376). Families were predominantly white and 

of Irish nationality; only 19 (2.50%) cases were non-Caucasian or non-nationals. With 

regard to family composition, 297 (39.38%) adolescents were living with both 

biological parents; 198 (26.25%) were living in single parent families; and 85 

(11.27%) were living with a biological parent and a step-parent. The remainder were 
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living with extended family (42, 5.57%), in foster care (25, 3.31%), in residential care 

(26, 3.44%) or had other living arrangements (81, 10.74%). With regard to education 

and employment, 648 (85.94%) were attending secondary school; 77 (10.21%) were 

attending some other educational establishment or were employed; and 29 (3.84%) 

were not attending school or were unemployed. 

 

Clinical problems 

At intake 309 (40.98%) adolescents were assessed as having primarily emotional 

problems such as depression, anxiety or suicidality; for 240 (31.83%) cases 

behavioural problems such as disruptive behaviour, rule-breaking, aggression or drug 

use were the principal concern; and for 205 (27.18%) cases, family conflict or other 

difficulties were the main problems. 

 In all cases, risky behaviour including self-harm and drug use were assessed 

during the intake interview. With regard to self-harm, 138 (18.30%) adolescents 

reported suicidal ideation, 60 (7.95%) reported suicidal intent, and 116 (15.38%) had 

engaged in non-suicidal self-harm.  With regard to drug use, 302 (40.05%) reported 

regular alcohol use; 151 (20.02%) smoked cigarettes; and 122 (16.18%) used street 

drugs, of which cannabis was the most common. Excessive alcohol use was reported 

for 118 (15.64%) fathers and 74 (9.81%) mothers. 

 

Service usage 

Time spent on the waiting list ranged from 1-516 days. The average case was on the 

waiting list for 93 days (SD = 55.21) or about 3 months. Duration of treatment ranged 

from 1 to 42 weeks. The average duration of PSP treatment was 16.5 weeks (SD = 

2.57) or about 4 months. The number of treatment hours per case, including family 
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sessions and sessions with adolescents and parents ranged from 2 to 63 hours. The 

average number of sessions for a course of PSP was 15 (SD = 13.07). The number 

of conjoint family sessions ranged from 1 to 13, and the average number was 2 (SD 

= 1.18). The number of sessions held with adolescents ranged from 1 – 24 and on 

average adolescents attended 5 sessions (SD = 3.66). The number of sessions held 

with mothers ranged from 1 – 37 and on average mothers attended 4 sessions (SD = 

2.53). The number of sessions held with fathers ranged from 1 – 28 and on average 

fathers attended 3 sessions (SD = 2.07). 

 

Treatment outcome  

At Crosscare Teen Counselling, when families formally terminated PSP, adolescents 

and parents completed questionnaires to establish if there was any improvement or 

deterioration in problems since the beginning of treatment. Parents rated problem 

severity and their own coping ability, and adolescents rated improvements in school, 

home, relationships with friends and personal adjustment. All ratings were made on 

5-point scales where low scores indicated improvement. Of the 754 cases in the 

study, it was noted earlier that 190 cases completed PSP. Of these 190 cases, 89 

adolescents (47%) and 91 parents (48%) filled in improvement rating questionnaires. 

From Table 2 it may be seen that in all areas rated by adolescents and parents 

before and after PSP, statistically significant (p < .01) improvements occurred. 

Clinical improvement rates were as follows. After PSP out of 89 parents, ratings of 

greatly improved or improved were given by 81 (91.01%) for problem severity and 74 

(83.14%) for coping ability.  After PSP out of 91 adolescents, ratings of greatly 

improved or improved were given by 70 (76.92%) for adjustment in school, 77 
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(84.61%) for adjustment at home, 44 (48.35%) for relationships with friends and 76 

(83.52%) for personal adjustment. 

For 191 cases at intake and closure, counsellors rated adolescent adjustment 

on the Child Global Assessment Scale (CGAS, Shaffer et al., 1983), and in 188 

cases rated family adjustment on the Global Assessment of Relational Functioning 

scale (GARF, Yingling et al., 1998). Both the CGAS and GARF are psychometrically 

robust single item 100-point rating scales on which high scores indicate better 

adjustment. The cases rated with the CGAS and GARF were drawn from a pool of 

cases that included those that had completed counselling and some that had 

dropped out. Of this group of 437 cases, the CGAS and GARF were completed for 

44% and 43% respectively. From Table 2 it may be seen that CGAS and GARF 

ratings improved significantly (p < .01) from intake to closure, moving up on average 

by 10-12 points. CGAS ratings at intake and closure in round numbers were 58 and 

70 respectively. GARF ratings at intake and closure were 59 and 71 respectively.  

 

CONCLUSIONS 

PSP is a model of practice for addressing adolescent emotional and behavioural problems 

developed at Crosscare Teen Counselling, which now operates from 6 centres mostly in 

socially disadvantaged areas of Dublin.  The practice of PSP is guided by 10 general 

principles and 47 specific therapeutic stances which counsellors use to put the principles 

of PSP into practice.  The principles on which PSP is based hold much in common with 

principles on which evidence-based approaches to systemic practice are based 

(Henggeler, Schoenwald et al., 2009; Liddle, 2010; Lock & LeGrange, 2013; Sexton, 2011; 

Szapocznik, Hervis & Schwartz, 2002). PSP involves adopting a positive, systemic, 

preventative and normal developmental perspective. Therapy is viewed as involving three 
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distinct phases, in all of which the therapeutic alliance is central and therapeutic problem-

solving is research-informed. Counsellors actively work with resistance to change, operate 

in two-person teams and evaluate their work.  

A distinctive feature of PSP is the use of parallel parent and adolescent 

sessions, with initial and periodic conjoint family sessions, the timing of which is 

carefully planned by the therapy team to match adolescents’ and parents’ readiness 

to engage in constructive dialogue. A particular strength of this practice (compared 

with routinely convening conjoint family sessions) is that it reduces clients’ exposure 

to parent-adolescent conflict within therapy, and this in turn may reduce drop-out. 

This practice of parallel parent and adolescent sessions, with initial and periodic 

conjoint family sessions is rarely used in other models of family therapy, with the 

exception of multidimensional family therapy for adolescent drug misuse (Liddle, 

2010).  

Our archival study showed that families of adolescents with significant 

behavioural and emotional problems, most of whom were self-referred engaged with 

PSP for an average of 15 sessions over 4 months. For a subsample of cases where 

pre- and post-treatment data were available, there was evidence for statistically and 

clinically significant improvement on parent and adolescent self-rating scales and on 

psychometrically robust therapist rating scales.  

The main limitations of this study were the amount of missing outcome data; 

the lack of psychometric data on adolescent and parent questionnaires used to rate 

improvement; and the lack of inter-rater reliability data for the CGAS and the GARF. 

With regard to missing data, there may have been significant selection bias due to 

sample attrition, and it may be that only participants who improved provided data at 
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both intake and closure.  Because of these limitations outcome results require 

cautious interpretation.  

 Despite the limited validity of the results of this archival study, they do suggest 

that PSP is a promising approach to family therapy for adolescent emotional and 

behavioural problems. Clearly a prospective controlled trial is required, and such a 

study has recently been completed (Cassells, Carr et al., In press).  
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Table 1. Stances of Positive Systemic Practice  

Four elements of the fundamental stance  
• Be genuine in your relationship with adolescents and parents  
• Understand the defensive function of much problematic behaviour  
• Recognize the underlying validity of differing perspectives of adolescents, parents and others in their social networks 
• Only adopt an ‘expert clinical position’ where there are clear benefits for clients  

 
Stances which enhance engagement  

• Accept that a teenager’s perspective is valid 
• Respect teenagers and their struggle and have a sense of humour 
• Accept that teenagers are not a homogeneous group 
• Do not over-react to teenagers’ narratives (as this inhibits further communication) 
• Accept that conflict between teenagers and parents is inevitable 
• Normalize teenagers’ occasional challenging behaviours  
• Accept that good family relationships promote well-being 
• Accept that parents really want to love and do the best for their teenagers  
• Accept that parents really matter to teenagers 
• Accept that counsellors working with teenagers and their parents have multiple roles 

 
Stances which facilitate child protection  

• Make it clear from the outset that violence is not tolerated 
• Make it clear that usually the longer young people stay in the education system the better 
• Help families prevent destructive repetitive behaviour patterns 
• Accept that parents are not always right, a positive influence or a resource 
• Advocate for teenagers  

 
Stances which promote insight  

• Help parents and teenagers understand each other’s perspective (even if they do not agree with it) 
• Provide psychoeducation to give parents and teenagers information relevant to their problems 
• Help parents update their teenagers on how family history has affected their current lives  
• Help parents address family of origin issues 
• Accept that what is not said (and kept secret) is often as important as what is 
• Help parents accept that they cannot re-live their own adolescence through their teenagers 
• Help teenagers and parents explore the pros and cons of changing their behaviour 
• Help parents and teenagers acknowledge and re-appraise negative thoughts 

 
Stances that foster behaviour change  

• Help family members communicate, negotiate and jointly problem-solve 
• Facilitate the processes of apology and forgiveness 
• Help parents and teenagers develop clarity about acceptable and unacceptable behaviour  
• Accept that parental over-control and under-control can lead to adolescent problems 
• Respect family and community norms (unless they are too permissive or oppressive) 
• Accept that experiencing the consequences of their actions is essential for teenagers to learn to be responsible for 

their behaviour  
• Accept that mistakes are learning opportunities  
• Help anxious adolescents develop courageous behaviour 
• Help adolescents develop assertive behaviour 
• Help family members develop self-care routines 

 
Stances that facilitate the transition to adulthood  

• Help parents let go of directive parenting and adopt a style based on negotiation  
• Help parents to manage their anxiety, so as to promote their teenager’s independence 
• Help parents provide teenagers with age-appropriate jobs to do at home 
• Help parents allow their teenagers opportunities to develop strategies for protecting themselves in their social 

environment 
• Help non-authoritative parents to be parents (not friends) to their teenagers 
• Ask teenagers to take responsibility for their attendance at counselling 
• Help parents and teenagers accept that a parent’s job is to become redundant  

 
Stances that facilitate closing the counselling  

• Review progress and setbacks 
• Help families discover what they have learned 
• Help families plan for lapses and relapses 
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Table 2. Comparison of ratings of indices of problem severity made at intake and closure by parents, adolescents and counsellors  
 

     
  Intake Closure t 

 
     
Parents rating of problem severity  N 89 89  
 M 2.93 1.29 14.48** 
 SD 0.88 0.85  
     
Parents rating of competency to deal with the problem N 89 89  
 M 3.06 1.28 11.49** 
 SD 1.30 1.08  
     
Adolescents’ rating of problem severity in school N 91 91  
 M 1.68 0.47 7.67** 
 SD 1.43 0.79  
     
Adolescents’ rating of problem severity at home N 91 91  
 M 2.03 0.61 9.77** 
 SD 1.32 0.72  
     
Adolescents’ rating of problem severity with friends N 91 91  
 M 1.07 0.25 5.95** 
 SD 1.39 0.46  
     
Adolescents’ rating of problem severity with self N 91 91  
 M 1.97 0.51 8.94** 
 SD 1.53 0.69  
     
Counsellors’ Child Global Assessment Scale rating N 191 191  
 M 57.97 69.521 13.59** 
 SD 11.08 12.74  
     
Counsellors’ Global Assessment of Relational Functioning rating N 188 188  
 M 58.64 70.63 11.95** 
 SD 15.03 14.43  
     

Note: N = Number of cases for which intake and closure data were available. M = mean. SD = Standard deviation. t = t test result. **p<.01. 
 
 
 
 


