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that renders an initial diagnostic interview a deliberate and collaborative thera-
peutic intervention. Using SYPRENE, a systemic practice research network 
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Redundant Attempted Solutions 13

Should we forgo an explanatory theory of mental difficulties? We do not think so. 
On the contrary, it is theories of information, systems, cybernetics, and communication 
(Ruesch & Bateson, 1951) that shed light on how human beings lock themselves into 
difficulties and how to help them to unlock themselves from difficulties. 

As Held (as quoted in Hoyt, 2001a) recognized: 

It’s very hard to have a method of therapy that doesn’t have at least implicit within 
it some predetermined idea of what the problem is and what are its causes, because 
even to say ‘the method is deconstruct the patient’s text or give them a new narrative’ 
implies that you think the problem is in the way they’re linguistically constructing 
their experience. It’s a very general implicit notion, so there’s lots of wiggle room for 
the particularities compared to traditional, conventional, complete systems of therapy. 
(p. 216)

Hoyt (1995) also noted:

Brief therapists generally do not consider assessment to be a separate process to be 
completed before beginning treatment; rather, they see assessment and treatment as 
inextricably intertwined. The questions one asks will help to co-create the reality in 
which therapist and patient work. . . . It is useful to keep in mind the idea that the word 
diagnosis comes from Greek and Latin words that mean ‘the way of knowing,’ and 
that is exactly what a good functional diagnosis should do: provide information that 
illuminates a path. (p. 288)

Furthermore, as Short (2021, p. 261) reminds us, although assessment is usu-
ally associated with a hierarchical information-gathering process the main goal of 
which is to diagnose disorders, plan treatments, and evaluate the effectiveness of 
interventions, there are alternatives in which the manner of collecting information 
is more collaborative and can produce immediate psychological relief. Opera-
tive diagnosis, perceptive-reactive systems, and redundant attempted solutions, 
described here, offer one such method.

WHAT MAINTAINS PROBLEMS?

In his 1968 article, Wender described vicious and virtuous circles and evoked the 
concept of “deviation amplifying feedback” (DAF):

This explanatory mechanism is usually introduced ad hoc so that its generality and 
applicability are not recognized. It is most commonly identified in its pathological form, 
the vicious circle, although the similar mechanism, with beneficent effects, has been 
noted and called the virtuous circle. Both vicious and virtuous circles are examples of 
what is called, in cybernetic terms, positive feedback, or what Maruyama [1963] has 
called “deviation amplifying feedback.” (p. 309)
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The recognition of DAF leads to the implication that fixed behavior patterns may 
be sustained by present—not past—forces. This does not deny the existence and 
importance of attitudes, values, or habits, nor the role of unconscious motivation. 
It does raise the useful question, however, of whether or not persistent behavior 
is due to these factors—that is, whether behaviors are rigid because they were 
learned at an early developmental stage, imprinted, or acquired in an altered state 
of consciousness. 

THE ATTEMPTED SOLUTION AS THE PROBLEM

The first formalization of the systemic concept of “attempted solution” comes from 
the Brief Therapy Center at the Mental Research Institute (MRI).1 Weakland and 
colleagues wrote in 1974: 

We assume that once one begins to consider that a difficulty is a “problem,” the con-
tinuation, and often the exacerbation of that problem, comes from the formation of 
a positive feedback system in a closed circuit, which most often revolves around the 
behaviors of the individuals in the system, intended to solve the difficulty: the original 
difficulty is the object of an attempt at a “solution” that intensifies the original dif-
ficulty, and so on. (p. 402)

For the MRI group, the attempted solution is the problem. As Watzlawick and 
Weakland (1977) explained: “the original difficulty is the subject of an attempt at 
a ‘solution’ that intensifies the original difficulty, and so forth” (p. 281). Richard 
Fisch (as quoted in Wittezaele & Garcia, 1992) clarified: 

In our discussions, we called them ‘solutions,’ until we finally said to ourselves: ‘But 
they are not solutions, let’s call them “attempted solutions” because, in fact, they do 
not solve anything.’ (p. 267)

Fisch and Schlanger (1999) similarly wrote: “Thus the thrust of therapy is not to 
get the complainants to do something so much as to stop what they have been doing 
about the problem. . . . In that sense, we would say that we don’t treat problems, 
we treat attempted solutions” (p. 2).

As Rohrbach and Shoham (2001) put it:

1When asked in an interview (Hoyt, 2001b) about the influence of Don Jackson, Watzlawick replied: 
“The founder and first director of the Mental Research Institute, he had already abandoned the dogma 
of having to look for the causes in the past in order to bring about ‘insight’ before he met Gregory 
Bateson. He was already practicing what later became known as ‘family therapy’ (or, to use the mod-
ern term, ‘systemic therapy’). He would see the clients (the ‘identified patients’) together with their 
families and not rarely managed to make effective interventions already during the first ten minutes 
of the first session” (p. 147).
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To interrupt an ironic process, one must first identify the particular solutions that 
maintain or exacerbate the complaint(s), and specify what less of those same solution 
behaviors might look like. Successful intervention then turns on persuading at least 
one of the people involved to do less—or better, the opposite—of what he or she has 
been doing (Fisch et al., 1982). (p. 66)

As Bobele (2019) commented: “Their recommended solution was  deceptively 
simple—interrupt the problematic cycle” (p. 33, emphasis in the original).  McKergow 
(2021) similarly notes: 

For the MRI team, a problem arises when a difficulty is mishandled and persists, 
producing a situation which is deadlocked, knotted or an impasse. The problem situ-
ation is being held in place, unwittingly, by the actions that the family are trying to 
take to resolve it! A vicious cycle has been created, where ‘more of the same’ leads 
to ‘yet more of the same.’ As the problem is the result of continued misapplication of 
the wrong attempted solution, the therapist’s job is to have them stop doing that and 
do something else. (p. 23)

A more formal and explanatory definition of redundant attempted solutions 
(RASs) is provided by Vitry et al. (2019):

Communication actions repeatedly attempted by the person, his entourage or his cultural 
system to solve a life difficulty with him/herself, others or the world, without succeed-
ing; they create a problem that they perpetuate and aggravate by keeping the affected 
person(s) blocked in a restricted perception of the situation. These redundant actions, 
which can generate further emotional distress, take the form of language, behaviors 
or thoughts, intentional or unintentional. They have been learned and are perceived as 
consistent through feedback. (p. 45)

Although implied in the earlier term attempted solutions, we emphasize here that 
those attempts that lead to problems are unsuccessful and redundant. 

RECOGNIZING ATTEMPTED SOLUTIONS 
AND PERCEPTIVE-REACTIVE SYSTEMS 

CAN MAKE DIAGNOSIS OPERATIVE AND 
THERAPY MORE EFFECTIVE AND EFFICIENT

The Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American 
Psychiatric Association, 2013) diagnoses may list attempted solutions as one of 
the symptoms of a disorder, but do not recognize that it is the RAS that makes 
it persistent. Consider the example of the DSM-5 criteria for a “specific phobia.” 
Although avoidance behavior is cited as a symptom it is not considered to be the 
cause of the disorder. 

An alternative method of diagnosis is called operative diagnosis (Watzlawick 
et al., 1967). Inspired by Kurt Lewin’s (1946) “action-research,” operative diagnosis 

G5052.indd   15G5052.indd   15 2/23/2022   3:33:57 PM2/23/2022   3:33:57 PM



16 Vitry et al.

posits that you cannot really know a complex reality if you have not understood how 
it can be changed (Nardone & Portelli, 2005). This different perspective, informed 
by systemic-strategic thinking, has been advanced in the work of Giorgio Nardone 
at the Centro di Terapia Strategica in Arezzo, Italy (e.g., Nardone & Balbi, 2008; 
also see Wittezaele & Nardone, 2016). As Nardone and Valteroni (2017/2020) wrote: 
“It is the solution that has proven effective in solving the problem that explains the 
inner workings of the problem itself” (p. 6, emphases in original). 

As early as 1993, Nardone and Paul Watzlawick formulated the concept of 
a perceptive-reactive system (PRS) by which each of us subjectively perceives 
reality and reacts to it. This is a non-normative, non-pathologizing perspective. 
As Nardone and Salvini (2007/2018) wrote:

The interactional-strategic therapists seek to understand a problem by examining a 
person’s specific mode of communicating with himself, others, and the world, and 
transforming it from a dysfunctional to a functional one on which one can ’operate.’ 
From such a perspective, human problems are seen merely as the products of the inter-
action between the subject and reality; thus, going back to the origin of the problem 
often leads one astray when searching for solutions. (2018, p. 13)

When the perceptive-reactive system becomes rigid, problems occur. It is no 
longer able to find functional solutions. For example, a phobic PRS is at work 
when, upon perceiving something frightening, the person reacts with avoidance, 
requests that someone else take responsibility, or repeatedly asks for reassurance. 
The avoidance reaction reinforces the fear that then reinforces the avoidance reac-
tion, around and around. See Figure 1.

Perception is a function of cognitive, emotional, and sensory capacities that 
relate a present experience to past experiences stored in our memory. It allows 
us to receive, elaborate and interpret information. The individual selects what 
seems relevant and thus constitutive of his or her own reality. This involves 
both interpretation, and also the determination of possible action(s) to be taken. 
RAS appears as a reaction to a rigid perception of reality. Nardone and Balbi 
(2008, p. 93) speak of the logic of belief that underlies many problems in 
which a person creates a self-fulfilling prophecy. Reaction, understood as a 
construction of reality and a means of adapting to the environment, intervenes 
at several levels: in the relationship between self and self, self and others, and/
or self and the world. This constructivist formulation is very different than a 
conception in which perception is the image of external reality as it is captured 
by our sensory organs.

Extending the original MRI formulation, in Nardone’s a posteriori strategic 
therapy perspective based on extensive clinical experience and study, redundant 
attempted solutions can be mapped on a continuum from avoidance to control. 
These RASs can be enacted upon the environment (others or a thing or a rule or 
a content), and/or we try to act upon ourselves to be stronger and function better 
with our own resources. 
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Figure 1. The Perceptive-Reactive System (© 2021 LACT).

The concept of RAS is based in cybernetics, a science of communication and 
control. The linear explanation being insufficient to analyze complexity, the object 
of study is now the world, a “myriad of messages” that provoke a feedback on 
their own sources, as Watzlawick reminds us, quoting Norbert Wiener in Watzla-
wick’s 1987 preface to Communication: The Social Matrix of Psychiatry (Ruesch 
& Bateson, 1951/1987, p. 7). In Mind and Nature, Bateson (1979) explains that 
by “‘controlling’ . . . [I] am ‘permissive’ or ‘constraining’” (p. 102). We represent 
the RAS and perceptive-reactive systems in terms of the greater or lesser degree of 
confrontation and control that the individual will exercise over him/herself, others, 
or the world in general on a continuum from avoidance to control. 

Avoidance is part of a contradictory process: by avoiding a situation or a thought, 
the person initially feels relief, before later experiencing a subsequent anguish that 
aggravates the problem. When this behavior is repeated and becomes chronic, the 
person becomes passive and a lack of self-confidence leads to a stronger desire 
to avoid again.

Control is also part of a paradoxical process. It is based on an intentional or 
unintentional action of communication to anticipate and master a sensation (fear, 
anger, sadness, pleasure . . . ), or difficult situation, despite its uncontrollable 
nature. In order to get what they want, the person may try to control the other 
person (their reactions, behavior, attitude, feelings, etc.). They can also try to 
control themselves (their emotions, thoughts, physiology, behaviors, desires, etc.), 
or the world in general (i.e., the environment, the past, or the future). Here, the 
mind is opposed to nature and experience, attempting unsuccessfully the illusion 
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of having control. The more they attempt to confront and control, at the same 
time the more they feel out of control. Insistence produces resistance, imposition 
produces opposition, and push produces pushback (Hoyt, 2017, p. 296). 

Avoidance and control exist along a continuum from pure avoidance to com-
plete control. It is not a binary, one or the other—they can be combined. Figure 
2, extending an idea from Nardone and Balbi (2008), describes the functioning of 
four main perceptive-reactive systems:

• Avoidance PRS (also called phobic PRS) is a rigid avoidance with help-seeking 
and speaking of the problem based on external fear (dangerous objects, external 
focus, situation of danger) or other sensations.

• Partial Avoidance PRS (also called obsessive-phobic PRS) is cautious antici-
pation of trouble based on an internal fear of losing control (“I am afraid of 
losing control over myself”). 

• Partial Control PRS (also called phobic-obsessive PSR) is difficulty controlling 
troubling thoughts or oneself (rationalizing, looking for the answers) based 
on a fear of losing control (actions or thoughts) followed by avoidance with 
a request for help based on an external fear.

• Control PRS (also called obsessive PRS) involves difficulty controlling trou-
bling thoughts or oneself (rationalizing, looking for the answers) based on a 
fear of losing control (actions or thoughts).

Figure 2. Meta categories of the Perceptive-Reactive System (PRS) (© 2021 LACT). 
*Possible DSM disorders are provided to help practitioners see connections to conven-
tional psychiatric diagnoses.
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LINKING THE RAS PERSPECTIVE AND 
THERAPEUTIC INTERVENTION

Milton Erickson (Erickson & Rossi, 1979) advised: “The most important thing in 
therapy is to break up the patient’s rigid and limiting mental sets” (p. 343).2 Nar-
done and his colleagues have developed a form of strategic dialogue that, begin-
ning with the first session, involves the client in actively finding a solution to his 
or her problems:

The questions, rather than guiding only the therapist to understand the persistence of 
the problem to be solved, became the vehicle by which the patient is led to “feel” things 
differently. In this way, the therapist uses the dialogue to induce the patient’s reactions 
to change and bring to light his resources that have been jammed by the previously held 
rigid and pathological perceptions. (Nardone & Salvini, 2007/2018, p. 16)

To guide the client to this understanding, following Nardone and colleagues, the 
practitioner questions the person to determine a clear and current contextual and 
behavioral description of the problem:

1. What is actually the problem?
2. Who is involved (e.g., just the client him/herself, or with others or with the 

world)?
3. When does it occur?
4. Where does it occur?
5. How does it work/function?

The practitioner then co-constructs with the client a minimal therapeutic objective 
expressed in concrete, factual and positive terms. The expression of the problem 
is specific to each client. As Erickson (1980) wrote:

After exploration of the underlying causes of her problem, the next step in therapy 
was to outline in great detail, with her help, the exact course of activity that she 
would have to follow to free herself from past rigidly established habitual patterns 
of behavior. (p. 164)

2As Gilligan (1997) and others have noted, Erickson focused on both the activation and transformation 
of clients’ inner worlds of experience and personal meaning as well as their outer worlds of behavior 
and social community. Watzlawick (1982) highlighted this contextual-systemic perspective in his article, 
“Erickson’s Contribution to the Interactional View of Psychotherapy.” Erickson (1974) also wrote the 
Foreword to Change (Watzlawick et al., 1974), in which he said: “Watzlawick, Weakland, and Fisch 
have, in this extremely important book, looked at this phenomenon [of change] and put it in a conceptual 
framework—illuminated by examples from a variety of areas—which opens up new pathways to the 
further understanding of how people become enmeshed in problems with each other, and new pathways 
to expediting the resolution of such human impasses” (pp. ix–x).
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Concerning the RAS, two initial questions allow the practitioner to begin to enter 
into an operative questioning of the biopsychosocial dynamics: 

• Operative diagnostic questioning—RAS 1: “Would you say that when faced 
with the difficulty it leads you to avoid the situation or rather to confront it?”

• Operative diagnostic questioning—RAS 2: “Would you say that the situa-
tion that brings you here is more difficult for yourself or more difficult for 
others?”

From their strategic point of view, Nardone and Salvini (2007/2018) assert:

Therapy should aim to make the person feel differently toward something and not 
understand it differently; to change the perception regarding something and not to 
change the cognition, because if the perceptions changed then the emotional reaction 
will change, thus changing the behavioral reaction and, as a final effect, eventually 
changing the cognition. (p. 23)

They go on to explain:

In this way one can guide the patient to discover new perceptions that determine new 
reactions to the problem right from the first session. In so doing, we subtly introduce 
a chain reaction of changes: knowing through changing. (pp. 23–24)

SYPRENE: CLASSIFICATION OF RAS AND INTERVENTIONS 

SYPRENE, initiated by LACT Research in 2014, is a practice research network 
(PRN) of strategic-systemically oriented clinicians who collaborate to inform and 
improve their daily practice (Vitry et al., 2020; Vitry, Pakrosnis, et al., 2021). Like 
other PRNs (e.g., Johnson et al., 2017; Thurin & Thurin, 2010), SYPRENE is a 
platform to collect, analyze, and share data among practitioners. In SYPRENE, 
27 therapists who identify as systemic-strategic therapists, working in seven coun-
tries, are now part of the network. SYPRENE outcome evaluation tools include 
the General Health Questionnaire (GHQ-12; Goldberg & Williams, 1991), the 
Session Rating Scale/Outcome Rating Scale (SRS/ORS; Duncan et al., 2003; 
Miller et al., 2003), and therapist and client ratings of outcome on 0–10 scales. 
Practitioners attend to the therapeutic alliance and improve their practice via 
client feedback. Drop-down items have also been set up to guide the practitio-
ner in his or her search for attempted solutions and to help create links between 
operative diagnoses/attempted solutions and strategies/prescriptions. According 
to practitioners’ SYPRENE evaluations, a significant improvement or complete 
problem resolution was achieved in 80% of cases (N = 1150), with an average of 
5.4 sessions and 5.3 months length of treatment (Vitry, Pakrosnis, et al., 2021). 
These results highlight a clear reduction in the duration of treatment, leading to 
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a reduction in both suffering and follow-up costs. 
After the first and each subsequent session, the practitioner enters the RAS(s) 

into SYPRENE, which results in a formulation of the following type: What is the 
problem as perceived by the client? Where? When? With whom? How does it work? 
How is it a problem for the client? Practitioners will need to avoid asking questions 
in a rote or manualized manner that might reproduce an RAS by not bringing enough 
news of a change. The SYPRENE platform provides a lens to help the practitioner 
(and client) recognize (and encode) during and after each session the client’s own 
redundant modes, which, although they may have sometimes worked, have also 
proved to be repetitive and unsuccessful when they have become rigid (Milanese 
& Mordazzi, 2007). RASs are codified in SYPRENE. Between January 2014 and 
July 2021 we collected data regarding 40 RASs. These data have been identified 
for 19.5% of clients (n = 477). SYPRENE also makes it possible to link the RASs 
with the interventions implemented.

Avoidance

This is the most observed category of RAS (n = 393). Avoidance, a comprehensive 
and immediate withdrawal response in the face of danger or concern, prevents a 
person from mobilizing resources to overcome the recurring difficulty they encoun-
ter (Wittezaele & Nardone, 2016). Among the RASs related to avoidance, the main 
ones are (1) “Avoiding social situations that generate fear” (44%, n = 173); (2) 
“Avoiding necessary regulations” (31%, n = 131); and (3) “Denying information 
or emotions or trying to escape from them” (27%, n = 115).

Control

The second most observed RAS in SYPRENE is control (n = 343), which consists 
of wanting to redundantly confront the unpleasant or threatening situation, or to 
anticipate it. The most commonly observed control RASs are: (1) “Wanting to 
rationally control emotional reactions” (32%, n = 111); (2) “Wanting to control 
one’s behavior or way of expressing oneself (27%, n = 94) and (3) “Continually 
seeking information—mental ruminations” (20%, n = 70). If using the term “con-
trol” with clients, to enhance collaboration it will be important to avoid invoking 
the term in a pejorative manner (“you’re a control freak”) unless the intention is 
to be provocative. 

Avoidance and Control

Clients usually gravitate toward either avoidance or control, although it is also 
possible for someone to enact both RASs, e.g., someone trying to control his 
or her reaction might feel too anxious and instead attempt to cope by avoiding 
the anxiety-provoking situation—and thus intensify the anxiety by reinforcing 

G5052.indd   21G5052.indd   21 2/23/2022   3:33:57 PM2/23/2022   3:33:57 PM



22 Vitry et al.

the belief that the situation is too frightening to be faced. This occurred in 259 
cases (54%).

FROM THE REDUNDANT ATTEMPTED 
SOLUTIONS TO THE PRESCRIPTION

Challenging rigid avoidance and rigid control via therapeutic intervention that 
disallows RASs leads to change. This is done in collaboration with the client, 
based on his or her responses to operative diagnostic questions. “Prescriptions 
are communication actions that can take the form of language, behavior or 
thoughts that the therapist asks the client to implement outside the session . . . to 
interrupt the [self-perpetuating] attempts to solve the problem” (Vitry et al., 
2019, p. 46). 

The therapist and client can agree upon tasks in order to “block the dominant 
logic, but care can also be taken to block certain collateral processes: ruminations, 
the social expression of the problem, attempts to solve the problem by the entou-
rage [surrounding group], etc.” (Wittezaele & Nardone, 2016, p. 193). Thus, de 
Shazer (1988, quoted in Hoyt, 2001c, p. 166) advised: “If it doesn’t work, don’t 
do it again; do something different”; O’Hanlon (1999) recommended, “Do one 
thing different”; Soo-Hoo (2019) called for “the 180-degree turn”; and Hoyt (2017) 
said, “Get the client to do something different or differently—more of the same 
does not make a change” (p. 220) that will put an end to unsuccessful attempts 
to find solutions. Tasks are usually proposed at the end of a session and provide 
a link between sessions. 

Top 5 Prescriptions

SYPRENE codifies 173 possible prescriptions. Among them, out of a sample of 
2342 clients to whom at least one prescription was given, the most commonly 
used prescriptions were: (1) “how to worsen,” 26% (n = 601), (2) the emotional 
letter, 24% (n = 554), (3) the scale technique, 20% (n = 463), (4) the logbook, 14% 
(n = 338), and (5) “show rather than hide,” 14% (n = 325). These are not invariant 
one-size-fits-all, but are empathically discussed, individually adjusted, and mutu-
ally agreed upon by client and clinician. 

The emotional letter (see Nardone & Balbi, 2008) task asks the client to write 
down the feelings or emotions that are overwhelming him or her. This allows the 
client to experience and discharge the emotions of anger and/or pain and/or shame 
and/or guilt and/or other emotions.

The how to worsen prescription (Fisch et al., 1982) involves asking the client to 
write down his or her answer to the following question: “If you deliberately and 
intentionally want to worsen this problem, what should you do or not do, say or 
not say, think or not think?” This addresses the “do more” mechanism.
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The scaling technique can be adapted to any type of problem to create a notion 
of progress for the client: “If you had to evaluate today your situation as it was 
for you at our first appointment, and where 10 is the success of the therapy, how 
would you rate your situation as it is for you today” (Berg & de Shazer, 1993; 
de Shazer & Berg, 1992). 

The show rather than hide task (Nardone & Portelli, 2005, p. 134) commits the 
client to reveal what he or she tends to want to hide, such as a weakness, a fault, 
or a “flaw.” It can be used in both avoidance and control situations. 

The logbook task (Nardone & Watzlawick, 1993, p. 158) involves having the 
client keep a detailed written record at the time of their anxious reactions.

CLINICAL VIGNETTE

Here we offer an example of how the RAS perspective can facilitate therapeutic 
intervention.

Phobia

In SYPRENE we observe that the client, whatever the type of phobia, is caught in a 
RAS to avoid the sensation of fear or anxiety towards others and also towards one-
self. To this end, clients will seek to anticipate the problem and to exercise control 
actions. By trying to control his or her reactions, sensations, thoughts, the outside 
world, others and requesting reassurance for help he or she only exacerbates them.

The person’s social circle also often tries to reassure, reason with the person, offer 
help, or do for, all of which actually serves to encourage the person to believe in the 
legitimacy of his or her phobia. Thus, the first task is to allow the client and the therapist 
to co-discover the RAS process in which the client gets trapped by the way he or she 
attempts to manage his or her fear with distracting tasks. Here, the how to worsen or 
the scale technique can be very useful. The strategic therapist will assist the client to 
experience and understand that avoiding any situation or any sensation actually results 
in the client transforming fear into panic. The strategic therapist will then ask the 
person to face his or her fear, so that it is transformed into courage. RASs linked with 
fear: (1) “how to worsen” (68%, n = 288), (2) “a half-hour of the worst” (Nardone, 
1999, p. 72) (63%, n = 267), (3) “emotional letters” (35%, n = 149), (4) the “logbook” 
(29%, n = 124), (5) “scale technique” (28%, n = 120), and (6) “show rather than hide” 
(22%, n = 95). When appropriate, it is helpful to block the demand for reassurance 
and assistance by using the intervention of the “conspiracy of silence” (7%, n = 30). 

Case Study 

Julie (a pseudonym), a 20-year-old Parisian woman had been very affected by 
the Paris bombings in November 2015. She had developed anxiety problems 
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more than one year after the terrorist attacks. Although she was not herself a 
victim nor had relatives who were victims, she had developed a specific phobia 
of public transport and crowds. 

RAS/Operative Diagnosis. Following the strategic dialogue of Nardone and 
Salvini (2007/2018) the therapist (GV) asked the question: “Would you say 
that you tend, when you go out, to avoid crowds and public transport or rather, 
do you try to control the situation by forcing yourself to take the Metro, for 
example?” And the client replied, “I thought I was forcing myself, but I realize 
that I tend to avoid. I avoid taking the subway and the bus. I avoid crowded 
places. I now only walk or cycle. And I feel like the more I avoid what scares 
me, the more my fear increases.” This client was thus able to begin to get in 
touch with the contradictory effect of her behavior, which she did initially to 
appease what frightened her, but now realized that this avoidance had ended up 
reinforcing her fear and making her problem persistent. As illustrated in Figure 
3, this collaboratively developed understanding set the stage for Julie to do 
something different that would counter and not perpetuate her anxiety > avoid-
ance > anxiety > avoidance > anxiety cycle. 

Comment. As she is afraid, she avoids it, but “thus creating what cybernetic 
epistemology has called from the beginning a self-sustaining, self-reinforcing loop” 
(Watzlawick, 1997, p. 275). As Erickson (as quoted in Zeig, 1980) advised: “When 

Figure 3. Operative diagnosis and treatment for phobia—disrupting avoidance based 
on a specific fear (© 2021 LACT).

G5052.indd   24G5052.indd   24 2/23/2022   3:33:58 PM2/23/2022   3:33:58 PM



Redundant Attempted Solutions 25

you have a patient with some senseless phobia, sympathize with it, and somehow 
or other, get them to violate that phobia” (p. 253). 

Prescriptions. The interventions that Julie engaged with were as follows: 
(1) reframing (“any fear we avoid turns into panic, any fear we face turns into 
courage”3); (2) “how to worsen”; and (3) confronting in small doses what frightens 
her (in her case, approaching a subway entry, taking the first two steps, then turning 
around if the anxiety was too strong). 

Outcome. Julie attended seven therapy sessions. She initially embraced the 
prescribed activities, but sometimes found them too anxiety provoking. The therapist 
responded to these reports with sympathy and advised her to “go slow” in order to 
regain her balance. (Note: “Go slow” still implies “Go [forward].”) Sometimes the 
process was “two steps forward, then one back.” With encouragement, she persisted. 
Today she has a happy social life and she takes transports without hesitation. She 
reported at the end of therapy, and again at a 6-month follow-up, that “the problem 
is gone.” She also completed GHQ-12 questionnaires (Goldberg & Williams, 1991), 
showing a change from 32 to 9 (on a 48–0 point scale).

CONCLUSION

This meta-model posits redundant attempted solutions and the perceptive-reactive 
system to be at the heart of persistent mental disturbances, and opens a way to an 
operative diagnosis pragmatically confirmed by the effects of therapeutic prescrip-
tions. It is a non-normative, non-pathological approach that can have different steps, 
depending on each situation. The problem can be explored individually and/or with 
each family member, separately or as a group, for example, when one spouse tries to 
control the alcohol use of the other spouse and the other spouse avoids confronting 
the situation. The therapist may sometimes point out the “ever more of the same” 
(RAS) into which many families are locked.4 

3This reframe, suggesting that facing fear produces courage, is often (but not invariably) used by Nar-
done et al. when working with anxiously avoidant clients. Another reframe that highlights the cost of 
rigid avoidance and the necessity of change can be seen in this therapist statement (from Nardone & 
Salvini, 2007/2018): “Well, what we have said so far brought to my mind a phrase by a well-known 
poet, Fernando Pessoa, who wrote, ‘you bear the wounds of the battles you never fought’, and I would 
add—the wounds of evaded battles never truly heal” (p. 24). Shakespeare’s lines (in Julius Caesar), 
“A coward dies a thousand times before his death, the valiant taste of death but once,” also suggest the 
high cost of rigid avoidance. Similar messages can be found in a variety of stories—what is important 
is that the metaphor makes emotional sense to the client.
4Hoyt (2017) reports an episode with some clients: “This led us into a discussion of what professionals 
might call systemic logic or circular causality: ‘So you’re saying that you don’t stand up to the kids 
and then Jim criticizes you and they see they don’t have to respect you, and so they act worse and Jim 
gets mad and you feel bad and do even less, and then the kids walk over you and Jim blows his top 
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It can also be useful to carry out a co-evaluation (therapist and client) of the 
changes: What has changed? For whom? What else? For whom? What/who is 
privileged in these new interactions? Are there any losers? Any new problems? 
What strategies could the family develop to return to the previous state, given that 
change can be a source of anxiety?

Although the RAS processes of avoidance and control have been presented here 
within the framework of strategic therapy, there are approaches described within 
other theoretical frameworks that may be considered variants of rigid avoidance 
and/or rigid control and thus can be subsumed under those RAS categories. For 
example, emotionally focused couple therapy (Johnson, 2008) targets the pursuit-
withdraw pattern, attempting to stop the cycle in which one person seeks greater 
closeness as the other avoids it. In cognitive-behavior therapy, exposure and response 
prevention (Rowa et al., 2007) encourages the person to face and learn to tolerate 
what makes them anxious rather than perpetuating the anxiety by trying to escape 
it. Although CBT often conceives anxiety as an intrapsychic problem, the effects 
of exposure and response prevention can be enhanced by taking a more systemic 
approach that involves both members of a couple (see Abramowitz et al., 2013). 
Logotherapist Victor Frankl (1963) spoke of the paradoxically worsening insomnia 
caused by a hyperintention (overcontrol efforts) to sleep, and narrative therapist 
Jim Duvall (2019) described requiring a woman who had been abused in a group 
setting to receive therapy in a group setting to help her overcome her anxiety-
provoked avoidance of groups. 

Although Wampold and Imel (2015) have suggested a general equivalency of 
effectiveness across varying theoretical approaches, more data from more therapists 
and more clients may be helpful to identify if certain prescriptions/interventions are 
most useful with different RASs. SYPRENE and the systemic-strategic perspec-
tive facilitate describing these processes, and feedback can guide helpful efficient 
intervention. Researchers may also investigate how much outcomes are attribut-
able to specific interventions versus the influence of the therapeutic alliance and 
hope—factors that are both enhanced by the collaborative nature of this strategic 
approach (“we define this dialogue as a discovery reached by two,” write Nardone & 
Salvini, 2007/2018, p. 18, emphasis in the original). Other important challenges will 
have to do with refining the measurement of outcomes, the learnability of the RAS 
model, the cost of training, and the retention of fidelity to treatment models over 
time. The training of more practitioners in this biopsychosocial systemic-strategic 
therapy methodology is an important promising step in the evolving ecology of 
mental health.

and undermines you, and the madder Jim gets, the sadder you get and the badder [sic] the kids get, and 
around and around it goes, right? What are you going to do?’” (p. 60). They recognized that they wanted 
to stop “more of the same,” and this launched discussion of changes they needed and eventually made.
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