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Abstract 

 

The results of the research in the School of Social Work in Ljubljana about strategies of help 

in social work in Slovenia (which can be observed also in social work with psychiatric 

patients) show two distinct patterns: control strategy and helping strategy. The characteristics 

of control strategy in social work in Slovenia are: passive-reactive pattern of handling, 

orientation towards administrative measures, asymmetry of power between the social services 

and the client's system, moralistic-punitive orientation, linear-causal thinking. The 

characteristics of helping strategy  are: pro-active pattern of handling, orientation toward 

methods of social work (for example individual and family counseling, help for 

housekeeping, case management, negotiation or advocacy), empowerment of the client’s 

system, pragmatic-realistic orientation, systemic epistemology.  

Though the prevailing strategy nowadays is the first one, during the last years many social 

workers learn intensively from different sources to develop new approaches within the frame 

of helping strategy. One of them is dynamic psychiatry. With dialectic thinking we can avoid 

the trap of dualistic thinking according to which the control strategy in social work is bad and 

helping strategy good. We can instead develop new dialectic relations between the two 

strategies that enhance the effectiveness of psychosocial help for psychiatric patients. 

Important change in Slovenia during last years is also the rise of the users’ organizations of 

psychiatric patients and their relatives.  

Synergic collaboration among users' organizations, psychiatry, family members and social 

work can contribute to the development of helping strategy for psychiatric patients in 

Slovenia. Psychiatric help and psychosocial rehabilitation (PSR) within the framework of 

social work and users’ organizations have to run simultaneously. Psychiatric institutions 

themselves cannot set up the criteria for the success of their own work. Users’ organizations 

increasingly demand evaluation; to some extent they carry it out themselves; they also refer to 

the shortcomings of PSR. Users’ organizations are becoming the key system (the turning 

point) in PSR of psychiatric patients in Slovenia. Consequently, the collaboration between 

social work and users’ organizations is getting more intensive as well as productive for the 

development of helping strategy.     

 

 

 

 

 

                                            
1 Paper presented at the 12th World Congress of the World Association for Dynamic Psychiatry WADP / XXVth 

International Symposium of the Deutschen Akademie fuer Psychoanalyse (DAP) at the Humboldt University 

Berlin, March 17-21, 1999. Later the paper was published in the journal: 

Stritih, B., Možina, M. (2000). Social work with psychiatric patients in Slovenia : the dialect between control 

strategy and strategy of help. Dynamische Psychiatrie, ISSN 0012-740X, pp. 299-311. 
2 Bernard Stritih, PhD., Psychologist, Psychotherapist, Senior Lecturer; University of  Ljubljana, Faculty of 

Social Work, Topniška 33, 1000 Ljubljana, Slovenija, Tel 386 81 348 191, Fax 386 61 1337 164 

Miran Možina, M.D., Psychiatrist, Psychotherapist, SFU Ljubljana, Trubarjeva 65, 1000 Ljubljana, Slovenija, 

Tel 0038641748812; E-mail: miranmozina.slo@gmail.com 



 2 

Introduction 

 

The main question of this paper is: how to develop effective strategy of help for psychiatric 

patients in Slovenia in which also social workers would play an important part? We are 

working mainly as teachers and researchers in the School of Social Work in Ljubljana (the 

capital of Slovenia) but partly also as psychotherapists in private practice and as supervisors  

in the charity association called ECHO (=organization for voluntary and psychosocial help for 

people with psychosocial problems) (Možina and Stritih, 1998). In all these four roles we are 

also constantly dealing with the above mentioned question and trying to contribute to more 

creative solutions. Last but not least we feel personally attracted to these kind of problems.  

 

Teaching the students we have the possibility to spread new ideas about  the effective 

approaches in the psychosocial rehabilitation (PSR) of psychiatric patients. As researchers 

and supervisors we are constantly exchanging experiences with active social workers from all 

over Slovenia who are working in Social Work Centers, health organizations, schools and 

users’ organizations. As psychotherapists we are constantly coming in contact with 

psychiatric patients and their families. This broad spectrum of interactions that we have 

around psychiatric problems enables and forces us to search for the new theoretical and 

practical solutions in this field which is relatively underdeveloped within Slovene system of 

social welfare. We think that  effective strategies of help for psychiatric patients can neither 

be developed exclusively within scientific and educational institutions nor exclusively within 

individual institutions and organizations, which offer help to patients and their families. The 

only way is the way of dialogue and synergic collaboration among all interested groups in this 

field. 

 

 

Control strategy and helping strategy in social work in Slovenia 

 

During last years we collaborated in the research team (together with Blaž Mesec (1998), 

Gabi Čačinovič Vogrinčič (1997), Lea Šugman Bohinc (1999) and others) in the School of  

Social Work in Ljubljana, which focused on the question: what are the strategies of help in 

social work in Slovenia? We found that in the transition period (from one social-political 

system to another after 1991) two distinct strategies can be defined: »control strategy« and 

»helping strategy«. 

 

The characteristics of control strategy in social work in Slovenia are: 

 

a) Passive-reactive pattern of handling: a social worker waits until events occur in the 

client’s system (this can be an individual, a family, a group, a community) which can be 

defined as a (big enough) deviation and then he or she reacts by taking some measures. 

This can not only be true at the beginning of the helping process but also during later 

phases, when only a new excess (or destructive escalation) in relationships leads to an 

intervention. 

 

b) Orientation towards administrative measures: administrative and punitive intervention is 

one method of social work, however not the only one. It is used most frequently in cases 

of extreme necessity (when the problems have reached certain limit) and it has serious 

consequences (for example taking the child away from home and putting him in an 

institution). 
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c) Asymmetry of power between the social services and the client's system: the whole 

process of help is dominated by the social worker's idea how to solve the problem. The 

ideas that originate in client system are not (or can not be) taken seriously and are not (or 

can not be) regarded as a starting point for solving the problem. The handling of the case 

is oriented towards implementation of a previously defined »solution to the problem« by 

applying the power/authority of the social services. 

 

d) Moralistic-punitive orientation: social worker represents moral rules of the society and 

can also take punitive measures to protect and implement these rules. 

 

e) Linear-causal thinking: social worker defines distress and problems as deviation. He or 

she confines attention to the negative aspect of the situation, identifies the reason and the 

»guilty person« and then fights them. 

 

The characteristics of helping strategy in social work in Slovenia are: 

 

a) Pro-active pattern of handling: in the periods when the patient is asymptomatic (or less 

symptomatic) and there are no destructive escalations in relationships social worker 

continues with active support and observes how client's system succeeds to preserve this 

»quiet periods« for a longer period of time. The points can be observed beyond which the 

client’s system efforts to keep the quiet periods by themselves might lead to a breakdown. 

The social worker leads the case, he is not a “victim” of the events. 

 

b) Orientation toward methods of social work: for example individual and family 

counseling, help for housekeeping, case management, negotiation or advocacy. 

 

c) Empowerment of the client’s system: social worker's efforts are aimed at helping the 

client’s system to look for its own resources, capacities and possibilities of development; 

towards the search for the positive. The tasks set to the client’s system or social services 

should be realizable, not too demanding, and their implementation should be 

accompanied by the feeling of being successful. 

 

d) Pragmatic-realistic orientation: what is meant here is the orientation towards what is 

realizable and possible to achieve, without having to make a punitive intervention into the 

client’s system. It avoids radical »solutions«, for example »treatment of alcoholism« at all 

costs. This is the orientation towards »patching up minor holes« and making small 

pleasures and successes possible, towards reaching short-term and not extensive 

agreements, establishing optional contacts, and building-up a »network of good 

relations«. Social worker is aware that minor changes can bring about a more extensive 

reorganization of life, which can make life endurable, despite »unsolved« problems. 

 

e) Systemic epistemology: the last but according to its content the primary component of 

this strategy is a different approach to knowing. How do we know what we know is the 

key question. Social worker's reality is not more objective (more true) than client's reality. 

Different constructions of reality are valued in the light of co-evolution and adaptation. 

 

These two patterns of strategies can be observed also in social work with psychiatric patients. 

The prevailing strategy in Slovenia nowadays is the first one. But during the last years many 

social workers in Slovenia learn intensively from different sources to develop new approaches 

within the frame of helping strategy (see also figure 1): 
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a) from different psychotherapeutic schools (for example family therapies, systemic, 

psychodynamic, gestalt and integrative therapy, transactional analysis, logotherapy, reality 

therapy, hypnosis and others); 

 

b) from dynamic psychiatry, ecopsychiatry (Willi, 1999), community oriented psychiatry and 

social psychiatry (during last years the ideas of developing new services, like day-centers 

and housing communities, that are nearer to community have gained more attention); 

 

c) from users’ and charity organizations (some day centers, housing communities, working 

companies for patients  were set up during last years); 

 

d) from supervision (for example Balint groups for social workers; since 1994 two groups 

are regularly meeting at School of Social Work under our leadership). 

 

Among the social workers who learn from these sources there is a growing awareness of the 

decisive significance of the environment in mental illness and its treatment. The new helping 

strategy of social work “does not deal directly with the patient as a person, but with their 

personal niche. An attempt is made to provide patients with better conditions for resuming 

their interactive effectiveness by creating a suitable protected environment” (Willi, 1999). 

 

 

The dialectic between control strategy and helping strategy 

 

Social work can not avoid control measures because it has many authorizations. In many 

cases control measures (or the possibility of their application) are the only way to influence 

the client’s system. Sometimes these measures are also the only possible starting point in the 

process of help. With the development of new approaches in the frame of helping strategy a 

new dialectic can be formed between two strategies (see also figure 2). In time the progress in 

helping strategy influences the control strategy and so on. For example, the collaboration 

between social work and users’ organizations opens new possibilities for the development of 

helping strategy. This changes the social workers’ understanding and implementing of control 

measures, because they have more flexibility and broader spectrum of possible approaches. 

This again stimulates the capacities for self-help in clients’ systems. 

 

Another example of the dialectic between both strategies is: control measures can be realized 

inside the broader helping strategy frame (for example when we insist that a client in housing 

community has a job or is a regular student) or empowerment measures can be realized inside 

the broader control frame (for example in crisis interventions with acute psychotic patients 

where compulsory hospitalization is necessary social worker can work with patient's relatives 

and with users’ organizations to increase their responsibility and assistance). 

 

With dialectic thinking we can avoid the trap of dualistic thinking according to which the 

control strategy in social work is bad and helping strategy good. We can instead develop new 

dialectic relations between the two strategies that enhance the effectiveness of psychosocial 

help for psychiatric patients. 

 

 

Dynamic psychiatry as a valuable source for the development of helping strategy for 

psychiatric patients in Slovenia 
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We as teachers and researchers in the School of Social Work, as supervisors and therapists 

use also dynamic psychiatry (as a theory and practice) as one of the valuable examples and 

resources for the new development of social work with psychiatric patients in Slovenia. In the 

work of Ammon and his co-workers (1982) we can find many stimulating examples that can 

contribute to the development of the helping strategy with psychiatric patients. For example, 

the concept of social energy (Ammon, 1986) can stimulate social workers to work not only 

with the identified patient but with the whole socioenergetic field (that means to work on the 

quality of interactions between patient and relatives, between client system and institutions) 

knowing that helpers are also part of it. 

 

One of the most intensive impressions that we experienced during our two weeks practice in 

1985 at Menterschweige Clinic and DAP Institute in Muenchen was the broad spectrum and 

the level of integration of the treatment programme inside and outside the clinic. We could 

learn an important lesson that “according to Ammon, individual therapy is contraindicated 

within the psychotherapy of schizophrenia. There should be a social-energetic network of 

milieutherapy and verbal and nonverbal therapeutic methods, in which patients support each 

other in a cotherapeutic way" (Ammon, 1991). Unfortunately we could not replicate the 

model and the therapeutic network that we admired in Muenchen but Ammon decisively 

shaped our way of understanding what is the essence of the strategy of help for psychiatric 

patients: only a good coordinated group of professional helpers, relatives 

and interested laymen (volunteers) is able to meet the symbiotic demands and social energetic 

burden of such patients. 

 

Since in the Western society we are all imbued with causal thinking and with the “faith” in the 

possibility of rational management of irrational problems it is not surprising that experts, 

relatives and also members of users’ organizations have difficulties to realize that first a 

context has to be established in which priority will be given to creative diversity of ideas and 

not so much to the balancing of their rational argumentation. An opportunity for us to see the 

new paradigm (systemic epistemology) of help for psychiatric patients in practice, was the 

work of expert group in Muenchen  in 1985, of the so called “control group” of the 

collaborators of the network of dynamic psychiatry which works as a high quality therapeutic 

network. In the group there were no otherwise usual differences of social roles and statuses. 

Absolute priority was given to contributions and ideas, which have shown personal 

involvement and constructive attitude. This group presented a sort of prototype of the 

generator of constructive social energy.  

 

 

The rise of the users’ organizations of psychiatric patients and their relatives in Slovenia 

 

In Slovenia users’ organizations started to develop in the eighties. In the beginning the 

activists of these organizations defined their role as being an alternative to psychiatric 

institutions.  The conflicts, which arose, were not particularly bad but users’ organizations 

remained rather isolated, on the fringe of the society.  In the recent years the situation is 

changing rapidly.  Users’ organizations are gradually giving up the unnecessary criticism and 

develop speedily their own potentials for successful work with psychiatric patients. For 

numerous collaborators of users’ organizations this meant a difficult task of developing 

organizational as well as communicational skills needed not only within their own 

organization  (for communication with patients), but also for outward communication with 

very different institutions. 
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We are more and more aware that the experts within established psychiatric institutions will 

first and foremost look after the interests of the employed. The needs and the interests of the 

patients can be really discussed and promoted only by themselves but they need the support of 

users’ organizations.  During last years users’ organizations are showing a keen interest in 

strategic consideration on improvement of psychosocial help for psychiatric patients. “Lay 

organizations provide a link between patients, the family and psychiatric institutions” (Willi, 

1999). 

 

 

Synergic collaboration among users' organizations, psychiatry, family members and 

social work can contribute to the development of helping strategy for psychiatric 

patients in Slovenia  

 

Regarding help for psychiatric patients, the belief is coming to the fore that only therapeutic 

work with the patients is not enough; it is also essential to strive for change within the entire 

network of patient relationships within the family and outside of it.  In Slovenia there is a lot 

of discussion about the need for complementing the family, the work environment, psychiatric 

institution, social work, as well as users’ organizations. However, our experience shows that 

in this connection the term “complementing” can be misleading. Namely, many times the 

patient’s relatives, the  colleagues from the work environment, but also social workers and 

volunteers too diligently, willingly accept and obey everything hospital experts tell them. 

Such “complementing” frequently impairs the potentials of the social network of the patient. 

Therefore we raise the question how to achieve a synergic co-operation among the four key 

subsystems (as stated in the subtitle) which come together to help psychiatric patients. Only 

synergic co-operation allows development of the helping strategy in this field.  

 

When encountering the patients with the most difficult forms of mental illness we are again 

and again astonished to see how much effort was invested by different people to overcome the 

suffering. We often meet people who – when in contact with mental suffering of fellow men  

–  selflessly and sincerely try to help, without any consideration for their personal benefit. The 

wish to help can also be observed in families, school communities, companies and 

professional institutions. On the other hand, it is almost equally surprising that very often all 

the good will and the good deeds do not help and that the mental illness seems to take its own 

course, according to some unknown rules which can’t be influenced.  

 

Undoubtedly, medications can help, but how and when? If psychiatric medications are 

compared with other medications, a tiny, yet essential difference can’t be overlooked. Usually 

medications are taken until the patient recovers (for example, antibiotics) or until a shortage 

within the body is compensated (for example insulin in case of diabetes). In most cases 

medications help people lead a normal life.  Antipsychotic medications are different: their 

(long-term) use can undoubtedly relieve the suffering but getting back to normal life seems to 

be more an exception than the rule. The World Health Organization (WHO) report on 

psychosocial rehabilitation (PSR) (Geneva, 1996) emphasized that a “skilful use of 

psychotropic medications frequently represents a major part of PSR. An adequate intake of 

medications can lead to reduction of symptoms and disorders which arise from them and can 

also prevent a relapse of the disease”. At the same time the document warns that a 

simultaneous intensive activity for alleviation of the iatrogenic effects of the pharmacotherapy 

is necessary. During long hospitalizations high doses of medications can critically change the 
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course of illness into a negative direction if there is no adequate PSR; pharmacotherapy can 

easily become a part of  “anti-treatment”. 

 

If we speak about the co-operation between the family and the psychiatric institution, the 

question arises as to who is to be the initiator of the treatment. It is almost impossible for the 

first treatment in psychiatric institution to be initiated by psychiatry itself. As a rule, the 

request for help comes from the family, as a result of intolerable circumstances and growing 

suffering. In this way the person who is in the whirl of suffering becomes an identified patient 

who gets a temporary asylum and adequate medications in psychiatric institution. 

 

The beginning of treatment in psychiatric institution means providing help for the suffering 

individual but also for the family. By taking over the care for the identified patient, 

psychiatric services complement the missing functions of the family. As a rule this is a relief 

for the complete system of relationships. At the beginning the classical psychiatric diagnosis 

above all brings a relief for the relatives. It allows them to shift off (get rid of) numerous 

reproaches and their own feelings of guilt for the crisis which developed within their 

relationships. However, this calming down of the family scene is only temporary. Family 

members soon feel emptiness. This is the point when a chance for a deeper change of 

relationships and habits within the family is given, but it is often missed or overlooked by 

psychiatric help. As the family members don’t get satisfactory answers to the new questions 

and painful experiences from psychiatric institution, social roles frequently grow stiff. This is 

where the need for social work and the activity of users’ organizations arise. 

 

Social work with psychiatric patients will become more effective and it will also improve its 

status if social workers learn to listen to the ideas and needs of users’ organizations. The latter 

really need a partner in institutions and this partner could be a social worker. On the other 

hand, a social worker needs collaborators and fellow thinkers (allies) who are vitally 

interested in assertion of social justice when solving numerous problems, which occur as 

(parallel) side effects in the time of the patient’s growing crisis and during the time when the 

person concerned is temporarily excluded from life and work. From the point of view of 

psychiatric institution it is difficult to foresee how important the correct management of the 

numerous social problems is for the life of the patient after the intensive treatment. Therefore 

a social worker often hopes in vain for her / his work to be supported by the experts from 

psychiatric institution. In the users’ organizations, however, a social worker can find people 

who will help him / her see social problems of the patients more clearly and develop 

sufficiently differentiated attitudes for a successful activation of the family members who are 

obliged to take part in the process of psychosocial rehabilitation. 

 

 

Psychiatric help and psychosocial rehabilitation (PSR) within the framework of social 

work and users’ organizations have to run simultaneously     

 

For the psychiatric patients who are getting help in our charity organization ECHO we 

implement the crucial principle of helping strategy: the process of PSR should run parallel 

and simultaneously with psychiatric treatment in hospital or in an outpatient department. For 

the future development of helping strategy for psychiatric patients in Slovenia it is of crucial 

importance that the division between psychiatric help and PSR within social work and users’ 

organizations will remain flexible. 
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The functions of psychiatric help and PSR differ a great deal. Psychiatric help in Slovenia is 

mostly focussed on offering a temporary asylum and on influencing physical and mental 

processes through pharmacotherapy.  Work therapy and rehabilitation, different forms of 

psychotherapeutic and group work with patients and their relatives have a more or less minor 

role in psychiatric in- and outpatient departments. In one of the psychiatric hospitals for 

example, a colleague took part in several so called case conferences in which psychiatrists 

showed most interest in discussing a (differential) diagnosis, however, little or virtually 

nothing was said about the treatment since more or less the same kind of medications (i.e. 

antipsychotics) are available for different diagnoses. In hospitals the question of PSR remains 

in the background. 

 

The aim of PSR is to care about the human rights and social competence to be maintained 

during the time of personal crisis of the psychiatric patient and above all during treatment in 

psychiatric institutions or out-door departments. In a society, in which the prevailing principle 

is that of dynamic competition, the crisis of one person can soon develop into an opportunity 

for the fellow men to take over the position and the function of the momentarily incapacitated 

person. This is connected to the basic economic mechanisms and runs to a large extend as 

automatism.    

 

PSR should start simultaneously with the psychiatric treatment. The patient and his family 

need the help of an expert with a special knowledge of social work so that a series of 

agreements can be set up which can protect the social image of the person concerned and his / 

her social prestige. If the people in the patient’s environment know that he / she started the 

treatment voluntarily his / her social prestige is not as threatened as in the opposite case; upon 

his / her return he / she can quickly resume the negotiating position he / she had before. At the 

same time, a careful and appropriate management of social competencies, which the patient 

temporarily transfers to other people, can mitigate the treatment.  

 

An important part of PSR, in which social services and users’ organizations have a significant 

role, is advocacy, which allows management of the interests of the patient within a longer 

perspective. So psychiatric patients like for example people who are treated for alcoholism 

should not be denied their past merits in the working place. Many times it is impossible to 

give any reliable judgement about whether at all and if yes, to what extent the psychiatric 

patient will restore his abilities of functioning in the family and his work competence.  With 

the development of advocacy it is possible to prevent the activity of hidden mechanisms of 

excommunication of the identified patient and the transfer (appropriation) of his / her social 

competencies to the others. 

 

A social worker does not know in advance what the problem of the client’s system is; he / she 

does not know the different possible descriptions of the problem (from different angles of 

individual participants of the event); neither does he/ she know the internal perspective of the 

client. If the problem is insoluble and recurring, it sometimes seems as if the person is 

immature or unable of a constructive solution of the problem. Therefore it is important how 

the social worker follows and leads the client through the description of different dimensions 

of the problem.  

 

It is very important to assure the quality of PSR, a sort of evaluation of its success.  WHO 

takes the view that psychiatric institutions themselves cannot set up the criteria for the success 

of their own work, “since health workers strive for high quality from their own perspective… 

The question what is actually high quality remains open and in any case it is necessary to 
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reach consensus through negotiation “ (WHO, 1996). Evaluation in psychiatry must be carried 

out on a macro level (the community); on the medium level (institutions) and on the micro 

level (individuals). The employed in psychiatric institutions cannot concentrate only on the 

treatment of psychiatric patients; they should also contribute to a culture of better 

understanding of psychiatric patients in the community. On the medium level the hospital 

should encourage systems of communication which take into consideration all of the 

mentioned subsystems as competent partners. On the micro level the criterion (aim) should 

not concentrate only on removal of symptoms but also on how to achieve a full, high quality 

life of the individual. Users’ organizations increasingly demand evaluation; to some extent 

they carry it out themselves; they also refer to the shortcomings of PSR. 

 

 

Users’ organizations are becoming the key system (the turning point) in psychosocial 

rehabilitation of psychiatric patients in Slovenia 

 

Users’ organizations present a key system in the process of  providing PSR because they 

encourage synergic co-operation with the other three systems. The experiences gained so far 

show that no major change in quality of PSR has been achieved without the involvement of 

the self-organized movements for self-help, that is, without users’ organizations. On one hand 

the latter maintain contact with existential problems of the users (patients and their relatives) 

and on the other, they have the social promotional role.  It is the users’ organizations which 

bring a new, realistic optimism to the sphere of PSR, since they remain committed to solving 

the survival problems  of the users and their relatives. Likewise, people who help in users’ 

organizations always face the essential existential questions more overtly and in a more 

humane way than the experts in institutions. In his study on self-help groups as long as more 

than twenty years ago, Michael Lucas Moeller (1978: 329) defined a triple aim of the self-

help groups: 

 

1. The everyday meaning of these groups is that they serve as workshops for the identity of 

those who take part in them. 

2. As groups for self-treatment they also serve therapeutic aims. 

3. A political meaning of users’ organizations lies in the fact that they serve as a generator of 

the ideas of those citizens who do not close their eyes to the nonsense and violence of the 

technicized life on all levels of the society. 

 

Of course one should have no illusions that it was easy to develop different, more genuine 

interhuman relations among the users. Ammon (1986) developed the idea that a constructive 

social energy emerges everywhere where one (person) human being seriously considers,  

values, pays regard to the other. Susceptibility for constructive relations in a self-help group 

can develop only slowly. It has to be specially emphasized that frequently a more genuine 

atmosphere can develop in users’ organizations than in families, even in so called healthy 

families. Therefore self-help groups, housing communities, day centers for identified patients 

can often act as a transitional system or springboard between the family and the social 

community. 

 

Since they are the only ones who can oppose the monopoly of different special /professional/ 

fields and services, users’ organizations in developed countries increasingly gain political 

significance. Politicians are aware of that and therefore treat users’ organizations with more 

respect. Consequently, the collaboration between social work and users’ organizations is 

getting more intensive as well as productive.     
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