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Kelly is a 22-year-old Caucasian male who comes to counseling to deal with problems of
anger control. Currently working as a technical writer, Kelly earned his bachelor’s degree in
Journalism 3 years ago.
Kelly is single (never married) and lives with his parents in their home in a large city.
He has a steady girlfriend, Janet, and they plan to be married, but are not formally engaged.
Kelly reports that he wants to work on ‘problems with my temper.” He sees himself as an
“angry person” and reports being easily offended, tending to “blow up” when really frus-
trated. In the past, Kelly has occasionally thrown things when extremely angry, but never
directly at amyone. Most ofien, these incidents happen when he is in conflict with his
parents and less often with his girlfriend, Janet.

Kelly is perfectionistic about his appearance, environment, and work, and says that this

perfectionism sometimes leads to an overconcern about details and frustration with others

who do not share his standards. Although Kelly admits that he resents authority figures, he )
says that he does not have problems with his anger in work sestings. Occasionally his

‘perfectionism” causes Kelly to be frustrated with the performances of bis coworkers, but heis
generally able to deal with this feeling in a constructive way. In fact, Kelly reports that he.

o

is more likely to be passive at work, accepting “mistreatment” from employers and remai==

ing in an unfulfilling job despite feeling that be is not challenged by his work.
’4 L] P ’4 74

Kellys nonverbal presentation is somewbhat stiff and tense. He alternates between seem=

ing angry and sad when he talks about his troubles.

BACKGROUND

What I am going to call Solution-Focused Therapy (SF Therapy for short) draws from 0
separate approaches, both of which are rooted in early communications/systems theory
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OLUTION—FOCUSED THERAPY
'nd draw from the work of Milton Erikson (more on this to follow). The first variant of
GF Therapy is associated with Steve de Shazer and Insoo Kim Berg of the Center for Brief
family therapy. A second version of SF Therapy is attributable to Bill O’Hanlon and col-
feagues. O’Hanlon has used the terms solution centered, possibility therapy, and collaborative,
éompetency—based counseling to refer to his approach, but most recently seems to refer to it
4 Possibility therapy. Because Solution-Focused Therapy seems to be the most widely rec-

ognized term, I will use it in this chapter. A review of the history of this theoretical

g proach can be found in Cade and O’Hanlon (1993) and Nunnally, de Shazer, Lipchick,

and Berg (1986). )
"~ de Shazer, Berg, and several other colleagies (principally Elam Nunnally and Marvin
Brief Family Therapy Center (BFTC) in 1978 in Milwaukee,
' Wisconsin (Nunnally et al., 1986). This group reports that their earliest sessions were con-
ducted in the de Shazer-Berg living room, with one member of the team handling the
' yideo camera. From these small beginnings, the BFTC has grown to international recog-
nition. The BFTC has a website at www.brief-therapy.org.
& Mostof the writers in the solution-focused traditfﬁ}n share an admiration of the work
" of Milton Erickson (see Haley, 1973, for a descript’fa’n of Erickson’s work). In fact, Bill

§ O'Hanlon served as Erickson’s gardener for a year because he desperately wanted to train
" with Erickson and could not afford to pay for it (O’Hanlon, 1986). The solution-focused

& theorists were intrigued by Erickson's use of language, metaphor, and hypnosis to draw out
; & dlients’ strengths so thar they can be applied to current problems (de Shazer, 1982). In this
& process, Erickson could be seen to accept the worldview and life patterns of the client,

& helping the client to use them in new ways. de Shazer and colleague Joseph Berger spenta

 significant amount of time trying to develop a theory around Erickson’s work, which,

|
~ although it obviously involved interactional (communication) elements, seemed almost

_ ' magical. de Shazer (1998) reported that these efforts were not successful; indeed “Erick-
§  son, it turned out, was correct in saying that he did not have a Theory. He perhaps had
many theories, but not quite one per case” (p. 3).

Steve de Shazer and Insoo Kim Berg met at the Mental Research Center in Palo Alto
(sce Chapter 13 for more information on the MRI). Thus, Solution-Focused Therapy
of the ideas of the communications orientation to psychotherapy that
isch, 1974). These researchers initially

families of people diagnosed as schizo-

&1

Wiener) established the

-
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incorporates some

~ originated at MRI (Watzlawick, Weakland, & F

beean their work by studying communication in
Y/
phrenic, finding that certain patterns of interaction were particularly common in such

families. They later broadened their ideas to conceptualize most psychological dysfunction
as rooted in interactional patterns. One of the most significant aspects of the MRI group’s
work as far as ST therapists are concerned is the conceptualization of client problems as
resulting from “more of the same” syndrome, a cycle wherein dlients’ failed efforts to solve
problems result in their trying even harder but using the same strategies.

de Shazer and Berg were married for 28 years, and died within a year and a half of each
other fairly recently. Steve de Shazer passed away in 2005. His last book, More Than
Miracles: The State of the Art of Solution-Focused Therapy (with Yvonne Dolan), was
published posthumously in 2007. You can read a bit from this book in Box 14.1. A year
and a half later, Insoo Kim Berg died unexpectedly on January 10, 2007. Berg had recently
¥ ~ completed a book on coaching from an SF perspective (Berg & Szabo, 2005).
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SOLUTION-FOCUSED THERAPY

Box 14.1
The Therapist’s Mind-Set Using the Miracle Question

We think it makes a difference whether or not the therapist assumes that clients have the
capacity to create meaningful descriptions of what they want their lives to look like and
how they want to be in the world. Asking the miracle question both implies and de-
mands faith in the client’s capacity to do this and the question needs to be asked in a
manner that communicates this faith.

When asking the miracle question, or teaching the concept in training seminars, we
have learned that the way you ask the question is very important, i.e., you have to ask
the question as if you really want to hear the answer and you believe the client has the
ability to give a good answer.

Some therapists are afraid to ask the miracle question because, they do not have faith
that their clients have the capacity to answer it productively. This results in a sort of
catch-22: Faith that clients experiencing serious problems will be able to answer the mir-
acle question can only develop as a result of hearing clients respond beneficially; how-
ever, the therapist won't ask questions to invite these responses if he or she doesn't have
faith in the clients’ capacity to create them. If we believe that a client has the capacity to
describe a problem then we must also believe that he or she is capable of describing what
“better” than that problem would be.

Over the years in our training programs and workshops, we have heard people ask,
“Aren’t you afraid that this sort of question might lead people into false hopes or denial?
‘What do you do if a client with AIDS says he won't have AIDS, or a man whose wife left
him answers with “She'd be there in the bed with me when I woke up™

We believe that in most cases people who come to therapy are all too aware of the
realities of the conditions they are experiencing, and have the ability to recognize
wishful thinking for exactly what it is. On the other hand, starting out by acknowl-
edging what one hopes for that is not going to happen can be a first step toward
identifying some useful things that areppossible to make happen. Steve de Shazer tells
a story of a client who lost his left arm in an industrial accident. When asked the
miracle question the client answered that he'd wake up with his left arm in place.

Steve answered “Sure,” and since he didn’t know how to go on he waited. A long
silence ensued and then the man added: “I guess you mean something that could
happen,” and Steve nodded. The man then went on to describe how he would get up
and make breakfast with only one arm. There was never any talk again about getting

the arm back. =
It is obvious that many people with serious illnesses and handicaps wish they were

well (“he'd wake up with his left arm in place”) and there is no danger in them express-
ing this. When we acknowledge and validate (“Sure™), most people move to 2 realistic
view (“. . . I guess you mean something that could happen”).

Clients know what's possible and wha isn't. They know thar talking with us won't
give them back their arms, bring back the dead, or cure them or their loved ones 0
AIDS. Furthermore, it is important to recognize that ultimately thcimiracle question IS
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:- &
| 1ot so much about figuring out what would

| person of family as it is about discovering,

observable effects of it.

be a “dream come true” miracle for this

identifying, and replicating the tangible,

. Excerpted from More Than Miracles by S. de Shazer and Y. Dolan (2007). New York: Haworth Press.

Bill O’Hanlon’s website can be found at hittp://www.briefthera com/ and the title
ange 101: A Practical Guide to Creating Change in Life or Therapy

(2006). The two major professional organizations in SE Therapy are the European Brief

(httg://www.ebta.nu/ index.html) created in 1994 and the Solu-

f Therapy Association founded in the United States in 2002

(hotp://werw.sfbta.org)-
BASIC PHILOSOPHY -
believe in the power of

are serious Optimists. They
e are no absolute truths

ality, and therefore, that ther

Janguage to create and define re

' (de Shazer, 1994).

The dual influences of the MRI approach and Milton Erickson’s work fused to pro-

that humans create their realities, and if

helpful to them. SF

proposes
e them in ways that are more
hological construction of the therapy situation that
f viewing their lives and through these
lutions to the problems clients bring to counseling.
¢ attitude that they have strengths and resources 1O solve
Focused counselors create an interaction designed to

therapists emphasize the joint psyc
allows therapists and clients to create new ways O

constructions formulate so

their complaints, Solution-

maximize client potential.
The SF therapist calls the dient the “customer” and the problem the “complaint.” In
client knows where he wants to g0 and is

the SF approach emphasizes that the
«hired” because she has some expertise in

this way,
there. The counselor is merely

motivated to get

constructing solutions.

SF counseling’s propositions are presented as countering the
called traditional approaches to psychotherapy: For instance, whereas other approaches
maintain that change is difficult, the SF theorists argue that change is constant. Other

the SF theorists are presented

“myths” of traditional therapeutic approaches according to

in Box 14.2.

assumptions found in so-

In beginning her work with Kelly, Mary, a Solution-Focused therapist, starts with the
expectation that therapy will not take long and that Kelly can easily resolve his com-
¢, and will surely note that he

plaint. She is on the alert for Kellys strengths and resourc
ce to complete a college degree. Mary approaches Kelly

bad the intelligence and persisten
- g with the awitude that change is sy 10 achieve and that she would be surprised if Kelly

did not change.




i

464

SOLUTION-FOCUSED THERAPY

Box 14.2 J
Myths of “Traditional” Therapy ]

1. There are always deep, underlying causes for symptoms—client problems are symp-
toms of these causal factors. :
2. Awareness or insight is necessary for change or symptom reduction—we must under-
stand the cause of the symptom for people to get better.
3. Amelioration or removal of symptoms is useless or shallow at best and harmful or :
dangerous at worst. :
. Symptoms serve functions. 4
. Clients are ambivalent about change and resistant to therapy.
- Real change takes time; brief interventions are shallow and do not last.
- Focus on identifying and correcting pathology and deficits. Traditional therapies look 4
for pathology, the Solution-Focused therapist says “If you look, you will find it.” i3

NN N

From O’Hanlon & Weiner-Davis (1989), pp. 26-30.

In countering the ideology of traditional approaches to psychotherapy, O’Hanlon and ' .
Weiner-Davis (1989) identified some important assumptions of Solution-Focused

Therapy. These principles are as follows: ' 4

1. Clients have resources and strengths to resolve complaints.

The therapist’s job is to help the client access these abilities and put them to work in the
interest of solving the problem. Clients are often so focused on their difficulties that they
forget about their strengths. It is essential that the Solution-Focused therapist remind them. 5 |

Kelly worries that his explosions of anger prove that he is gut of control, that he is indee
an “angry person,” and that his relationships will be dest%yed if he does not change. Hi
counselor Mary acknowledges Kellys concerns, but she is also alert for Kellys perso
strengths and brings them to Kellys attention. For instance, Mary commends Kelly for
sensitivity to and caring for others, which resulted in his coming to counseling. She
Kelly about his work and comments on his ability to concentrate and focus on a task un
it 15 completed to his satisfaction (rather than construing this process as “‘perfectionism
Mary recognizes Kellys desire to get tasks done well, including his motivation to impro
his personal relationships. 3

2. Change is constant.

According to the SF philosophy, if one assumes that change is constant, one will beha
as though change is inevitable. Basically, the Solution-Focused therapist conveys t?-
client verbally and nonverbally that she would be surprised if the problem perst
O’Hanlon might add that clients must work hard not to change—sec his 11 ways (0
stuck in Box 14.3 on page 470. i
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UTION-FOCUSED THERAPY
rosents with the attitude that she expects change and expects it soon. She asks Kelly
bt what his life will ke like when he changes, not if he changes.

% The SF therapist’s job is to identify and amplify change.

N[n any approach to counseling, therapists create a reality with the client through the
estions they ask and the things they choose to focus on or ignore. SF therapists identify
what seems to be working, Jabel it, and work on making it happen more often.

..

[[}: says that he argues with:bis parents about many things, from what football game to
watch on Saturday afternoon to what his responsibilities and rights are within the house-
Yold, However, there are times when he does not “blow wp.” Mary is quite interested in these
weptions to his patterns. Mary tries to find out how Kelly manages to avoid blowing up
and asks bim to do the same things in other situations.

4, It is usually unnecessary to know a great deal about the complaint to resolve it.

. According to O’Hanlon and Weiner-Davis (1989), therapists can get s'gﬁck because they

| have “too much information about the complaint and too little information about the so--

lution” (p. 38). Instead, SF therapists find out what clients are already doing that is work-
ing. Once the therapist and client have identified the characteristics of trouble-free times,
the client can work toward doing these things all of the time.

-

‘i-’Mmjr discovers that Kelly can often tell bis girlfriend Janet when he is upset with her, which

b wsually results in the two of them talking about a difficult issue and resolving it. Mary 1s

e ——

110t very interested in the particular issue involved, but more in how Kelly was able to ap-
proach the situation calmly rather than exploding. Kelly reveals that the solution to the sit-
L uation is that he distracts himself for a few minutes before he approaches Janet. Mary
 immediately asks Kelly how he can do this in other situasions, for instance, when conflict
is impending with one of his parents.
5. It is not necessary to know the cause or function of a complaint to resolve it.

Going to the therapist is typically the last resort. Before they get to counseling, most
clients have spent a lot of time trying to figure out what caused their problems because main-
- stream culture teaches that if we can find the cause, the solution will follow (O’Hanlon &
" Weiner-Davis, 1989). It is obvious to SF counselors that this rumination has not helped
their customers. However, because we are brainwashed by society, the media, and thera-
pists, our customers sometimes still ask the “expert” why they have the problem. A SF ther-
apist might simply counter with “would it be enough if the problem were to disappear and
" you never understood why you had it?” (O’Hanlon & Weiner-Davis, 1989, p. 41).

Mary is not very interested in Kellys personal history, nor would she spend much time
\ delving into the history of the anger problems. In contrast, Kelly, who has been brain-
* washed by society, probably thinks that his anger problem is the result of some very com-
" plicated events way back in his childbood. No doubt bis troublesome parents had

. something to do with it!




SOLUTION-FOCUSED THERAPY

6. A small change is all that is necessary; a change in one part of the system can effect change
in another part of the system.

A small, positive change raises our clients’ confidence, and buoyed by the counselor’s sup-
port, they begin to believe that they can create more changes. O’Hanlon and Weiner-Dayis
(1989) offered Milton Erickson’s snowball metaphor of change as an illustration: once a snow-
ball gets rolling down a hill, “the therapist merely needs to stay out of the way” (1989, p. 42).

A major goal for Mary is to find, in the first session, some small change Kelly could make
that he would perceive as positive. For example, Kelly typically fights with bis father over
what football game to watch on Saturdays. Mary discovers that Janet likes football and usy,-
ally agrees with Kelly about which games to wasch. Mary asks if Kelly could ask Janet 1
bring over her portable television and Join him and bis father for the coming Saturday
games. That way, Kelly could alternate between games. Not only might this change bis
relationship with Dad, but it might also enbance his partnership with Janet.

7. Clients define the goal.

Solution-Focused counselors dispute the idea that there is any one “correct” way to live
(O’Hanlon & Weiner-Davis, 1985). Refusing to believe that there is some “real problem”
that underlies the symptom leads Solution-Focused therapists to insist that clients determine
the goals for treatment. The only exceptions to this rule are illegal or patently unrealistic goals.

)

Some therapisss'first response to Kellys situation might be to opine that he should move out of bis

parents’ home. After all, he is 24 and employed. Shouldn’s be be “mature enough” to live on his
own? As an SF counselor, Mary joins with Kelly in his desire to find a solution for his problems
with anger, implicitly acknowledging that it is his valid choice to remain in his parents’ home.

8. Rapid change or resolution of problems is possible.

The first session is considered particularly powerful in the SF approach. Through

reconstructing their views of their situations along with the counselor, clients typically see

that they already know how to resolve the complaint. If the client still sees a need for
change at the conclusion of the initial session, the counselor expects the client to go off
and do whatever else is needed to create solutions before the next session.

During his first session with Mary, Kelly realizes that be has the negotiation skills necessar
t0 avoid his outbursts of anger. Afier all, he is able to get along with bis coworkers, and h
relationship with Janet is not all that stormy. He need only apply these skills to bis inten
tions with his parents. :

9. There is no one “right” way to view things; different views may be just as valid and ma)
fit the facts just as well.

Although many different views of a situation are valid, some are more helpful th
others, according to the SF approach. When clients come to counseling, they are probl
focused. Adopting a solution-oriented view is seen as more likely to produce change.
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¢ the “more of the same” syndrome (Wat-
Ive the problem don't work, the old adage
and dlients tend to “try try again” with
cain that different views of the problem might lead
the problem as not 2 problem! My client Jean’s

old son developed a distressing tendency to tell his mother “I hate you” when she
d his behavior. Jean’s typical response was to lecture him about how this was an in-
¢ thing to say. What she was doing had little effect on the young man’s behav-
decided to have Jean stop doing more of the same dnd instead do something
ably didn't mean them anyway. This
ful; the frequency of the “I hate yous” decreased. Further,
hered by it any longer so she was much

. Qur clients’ views of problems often promot

awick et al. 1974). Typichlly, if attempts to SO

thursts when bis parents “pick at

o 4 child.” He views this behavior as controlling and evidence that
pting to convince
sheir actions, and when they have these talks, Kelly progressively
ng to really get their attention. When the volume approach
Kellys angry outbursts are
and Kelly begins to realize that his own
of the same” and

mething, anything, different the next time conflict looms with

his parents. She might also try to portray Kelly as % ensitive” rather than “easily offended”

or ‘defensive.”
ather than on what is impossible and intractable.

The complaints that SF therapists and their clients address are those that are amenable

~ to change.

» but she might attempt to help Kelly

have fewer angry outbursts.

HUMAN MOTIVATION

what motivates people in general. They simply

observe what clients want to achieve and use dients’ identified strengths and resources to

help them reach solutions.

Even so, O’Hanlon (2006) distinguishes between positive and negative motivation, and
further, past, present, and future motivation. Positive and negative motivation refer to our ten-
dencies to move toward things we want and away from those we wish to avoid. In O’Hanlon’s

view, our behavior can be informed by each of these in the moment, or by experiences/
expectations of them in past or future. He provides an example of a young man who was neg-
ative past motivated (in O’Hanlon's terminology) by the assertion of his high school counselor
that he was not “college material” (2006, p-. 3)- The young man ended up with a Ph.D.!
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CENTRAL CONSTRUCTS | satisfactory

Rather thap

EXCEPTIONS would be pe

An SF therapist starts with the basic assumption that regardless of the severity of a client’s
presenting problem, there are always times when the problem does not happen. The SF
counselor takes the stance that she would be very surprised if there were not exceptions to
the complaint. The motivation behind this belief is to help clients to see that the com-
plaint is not always present and that they already are successful and happy at times. The
therapist works with the client to find ways to increase those activities that have produced
the exceptions. y

that would [

e e

Kelly by his
goals, helps |

him to decig

Invariably, clients have not paid attention to exceptions. Clients are often quite sur- | STRENGT
prised when the therapist focuses on the times that are trouble-free rather than on the pre- The aspirin
senting complaint. They are used to thinking about the complaint, and they typically have 1 e wi akn%
been exposed to (some would say indoctrinated by) the traditional models of psychother- it), the SF tt
apy that spend a lot of time on how and why the problem occurs. acéess. Thes

Cadeand

work trainin
beasts, the t}

Kellys therapist, Mary, will be hard at work from the beginning of the first session to find

»

exceptions to his ‘angry personality,” which they have since redefined as troubles in express-

ing anger and negotiating conflict. She will be likely to ask him about when be has dis- with her hus
agreed with his parents but not had an angry explosion, and what he dsd 10 manage to
avoid it. Kelly has invested a lot of effort in trying to figure out why he is so “angry” with Mary works
little result. When Mary encourages him to think of times when he isn't angry or can Pl seroiiais
negotiate agreement with someone, he is pleasantly surprised and even smiles in response to . . puzzle
her questions. I intensely.
CHANGE TALK

TH

The goal of an SF interview is to talk about the client’s problem in ways that bring about
change (de Shazer, 1989). Complaints ate discussed in terms of specific behaviors amenable
to change rather than using negatively valenced labels. Use of the presumptive terms in place
of probabilistic language (such as when rather than if') in talking about change emphasizes
that the counselor firmly expects change to occur (Corcoran, 2005). For example, the ther
apist can ask the client “when you (perform the exception) what do things look like?”

SF advocates
more a theor
does not carc
the individu:

in discussing

dysfunction
Discussions with Mary abous times when be is not angry (i.e., when he is happy and c & medicarions
tent) help Kelly construct a situation in which it is acknowledged that anger is transi - Thailed as pro

not a personality trait fixed at birth. Relabeling the “angry personality” as difficulties
communicating (or perhaps temper tantrums) suggests that the troubles will be easy to 5;11
ish. Mary asks Kelly “When you communicate well, how would you describe your relation=

ship with your mother?” -

- take cocaine
cocaine defic
these dysfun
the therapist

and wane in
SOLUTIONS
Solution-Focused counselors believe that if we “accept the client’s complaint as the ms%’e' Mary spends
for starting therapy, therapists should, by the same logic, accept the client’s statement F Such factors .
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ing therapy” (de Shazer, 1991, p. 57)-

_risfactory improvement as the reason for terminat
: SF counseling concentrates on what

Rather than focusing on the client’s complaints,
n to the problem—a difference

y would be perceived by the client as an acceptable solutio

el (hat would make a difference.

le S

P%SS%_ [(,[[},, by his report, wants to deal with bis problems with anger. Mary, accepting Kellys
f:?m- ._ qoals, helps bim to identify times when he negotiates conflict satisfactorily and works with
FEhel him to decide how to do this more often.

luced
STRENGTHS AND RESOURCES

¢ sur-

l’lfl"" The aspiring SF counselor needs to adopt a special view of people. Rather than Jooking for

!;,_hfl_'!vc - their weaknesses (because if you look under every rock for pathology, you'll certainly find

e it), the SF therapist emphasizes the strengths of clients and the resources they already can
ons to complaints.

are put to work finding the soluti

access. These qualities
(1993, p. 138) related the story o

Cade and O’Hanlon

f a client who was l’éimown for her
e how she did so well with these

2
) ﬁhﬂ ' work training difficult horses. After asking her to elaborat
(press- & beasts, the therapist asked if these principles could be applied to dealing with her troubles
is dis- i with her husband!
rge to 4
’ .wzt/; & Mary works hard to identify and emphasize Kelly’ strengths and the skills he can use in
:”Mt" g the service of reaching his preferred solution. She discovers that he is bright and likes to
S 8 solve puzzles. He clearly is good at attending to detail and bas the ability to concentrate
. intensely.
T THEORY OF THE PERSON AND DEVELOPMENT
1 OF THE INDIVIDUAL
enable 1
a place SF advocates do not postulate a theory of the individual or of dysfunction. This theory is
hasizes " more a theory of counseling than 2 theory of human nature. A Solution-Focused therapist
e ther- does not care where the problem comes from and is not very interested in the history of
4 . the individual or of the problem except in special, very rare, cirCumstances. For example,
1 in discussing one of the most difficult problems therapists confront, severe psychological
Eroe 1 dysfunction such as schizophrenia, O’Hanlon and Rowen (_2003) note that “when some
(] i medications were found to be helpful in managing the symptoms of such disorders, it was
Thins ir; | hailed as proof that the disorders had a biological basis. This is akin to arguing that if you
et take cocaine and it helps lift your depression, you have 2 biological disorder involving
cocaine deficiency” (p. 19)- Acknowledging that the jury is still out about the origins of
niques can be helpful if

d Rowen advocate that SF tech.

the therapist maintains an awareness of neurological and biochemical influences that wax

|
Yation- -
I these dysfunctions, O’Hanlon an
.‘
and wane in these presentations.
"

any personality theory or factors in Kellys childhood.
kind of counseling she offers.

reason i . .
. Mary spends no time wondering about

nent of 1 .
4 Such factors are just not relevant to the

i.
e
|

L
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HEALTH AND DYSFUNCTION

The diagnosis in Solution-Focused Therapy is as follows: a customer has come with a com-
plaint. SF therapists are not concerned with notions of health or dysfunction—they sim-
ply listen to the client’s construction of the problem, look for exceptions, and construct
solutions. The client determines what is healthy; that is, the customer determines the goals
of therapy. Therapists who think that their personal version of the problem (e.g., its causes
and meaning) is the only correct one are suffering from “delusions of certainty or theory
countertransference” (Hudson & O’Hanlon, 1991).

Despite the emphasis on listening to each client as an individual, the SF therapist could
also say that “all complaints are alike. In almost all cases, the client’s complaint includes
wanting the absence of something without having any idea about what a reasonable replace-
ment might be” (de Shazer, 1988, p. 52). Often, the therapist helps the client redefine the
complaint in solution-oriented terms, a process called reframing (de Shazer, 1991).

Another way of looking at dysfunction is that clients are stuck. O’Hanlon (2006) has
some ideas about this, which you can read about in Box 14.3.

In Kellys case, he wants to lose the temper tantrums, but has not decided how to behaye
instead of having fits. Kelly comes to Mary thinking that he needs to get rid of his angry
and compulsive personality. Alternatively, he could think that Mary needs to help him
figure out ways to change those around him, particularly his parenss. Mary acknowledges
these ideas, but will then proceed to help Kelly redefine the complaint in a way that leads
to solutions.

Box 14._3
How NOT to_-:_Change

Al

Eleven Strategies for Staying Stuck z
. Don't listen to anybody.
Listen to everybody.

- Endlessly analyze and don't make any changes.

- Blame others for your actions or problems.

. Blame yourself or put yourselfidown regularly.

Keep doing the same thing that doesn’t work.

Keep focusing on the same things when that focus doesn’t help.

- Keep thinking the same thoughts when those thoughts don't help.
- Keep putting yourself in the same unhelpful environment.

10. Keep relating to the same unhelpful people.

11. Put more importance on being right than on changing.

From Change 101 by B. O’Hanlon (2006), p. 162. Used with permission. 4
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y NATURE OF THERAPY
AsSESSMENT ¢

GF advocates do not believe in tradition
lient belongs in the medical, problem-fo
selors interview for solutions from the very st

al assessment; they would say that assessing the
cused approach to counseling. Instead, SF coun-
art of counseling (DeJong & Berg, 2002).

_ ar;y asks lots of questions of Kelly but they are focused on the exceptions to his complaints
5fang7y outbursts (‘disagreements with his parents”) and bis strengths and resources.

I
(OVERVIEW OF THE THERAPEUTIC ATMOSPHERE

Therapists at the Milwaukee BFTC use a team-assisted approach to counseling similar to

‘that used by family systems therapists, although Nunnally and colleagues (1986) reported

‘that the groups developed the procedures independently. Counselors typically work with

‘a.team of consultant therapists, who are usually behind a one-way mirror,Often, sessions
are videotaped as well. Sometime during the session (normally toward theend), the ther-
apist takes a break to consult with the team and normally returns with some compliments
for the client and a homework task to be completed between sessions. The team, along
* with the therapist, is seen asan integral part of the psychotherapy system (de Shazer, 1991).
Typically, clients in Solution-Focused Therapy complete four to five sessions, and most
'\ find their solutions in fewer than 10 sessions. Semetimes, clients attend only a single ses-
" sion of counseling and emerge as satisfied customers.

SE Therapy is seen as 2 collaborative venture (Guterman, 2006). The therapist’s task in

| he first session is to establish a working, cooperating relationship with the dient, a process

o 4 de Shazer calls “developing fit” (1988, p. 90). In establishing the relationship, the thera-
; behaviors. Clients will then recip-

I pist invites client cooperation by initiating cooperating
' rocate by demonstrating their versions of cooperating behaviors.

. The relationship in SF counseling is described as having a special kind of intimacy and

| harmony. Counselor and client pay attention to what the other says and respect each
4 othersworldviews as valid and meaningful (de Shazer, 1988). De Shazer and Dolan (2007)
"’ write that SF therapists “almost never pass judgments about their clients, and avoid mak-
I
i
|

ing any interpretations about the meanings behind their wants, needs, or behaviors. The
therapist’s role is viewed as trying to expand rather than limit options” (p. 4).
O’Hanlon and Weiner-Davis (1989) pointed out that language can be used to help es-
§  (blish the therapeutic relationship. Initially, SF therapists are likely to adopt some of the
' } client’s language as a way to join the client. The SF therapist then gently helps the client
§  channel the language used about the complaint into more solution-oriented forms
1 (i, change and exception talk).
| Berg and Shafer (2004), in writing about working with clients mandated to treatment,
summarized the SF approach to cooperating in the following way:

eans learning how to stand side by side with them, not facing

Cooperating with clients m
against them, as in a competition . . . we sec things from dlients’ perspectives and elimi-

nate the “professional posture” of judging them. Clients do not need one more failure or
i one more label as “incompetent” ot «Jifficule.” The most important contribution 2
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practitioner can make during the initial contact is to shape clients’ experience in a way that
is different from any other negative professional experiences they may have encountered in
the past. Clients need the opportunity and the latitude to make choices instead of feeling
coerced to comply; to feel understood instead of being labeled” (p. 90, quotes in original).

Mary adopts Kellys language of ‘angry person” to begin with, so that he feels at ease in the
first session. Kelly, of course, is a little tentative at first because be is afraid that Mary wil]
see him as childish and reject bis version of the problem. Mary joins Kelly in his Srustration
and comments on how he is very sensitive to others, which is demonstrated by bis sadness
after he has a fight with his parents or Janet.

ROLES OF CLIENT AND COUNSELOR

The SF counselor is expected to take responsibility for what happens in sessions. SF ther-
apists have special knowledge about how problems are maintained and changed. In this
sense, the therapist is an expert in change, but not about the client’s particular problem,
Clients have all the necessary knowledge about their particular complaints along with the
ability to change things. The therapist focuses on the text (what the client says needs to be
different) without making any further assumptions (de Shazer, 1994).

SF counseling is an energetic process, with the therapist taking the lead and using a se-
ries of questions designed to elicit information relevant to exceptions and solutions. The

client is seen as an active collaborator in this process and as responsible for doing whatever

is necessary to solve the problem.
de Shazer (1988) identified three types of clients: visitors, complainants, and customers.
Visitors are clients who don't have any complaints. They are often in the counselor’s office
because someone else has told them to be there. In fact, in the case of visitors, de Shazer
pointed out that the real client is probably not in the office. Thinking about the client as
“visiting” rather than “involuntary” avoids creating an “involuntary” therapist. An invol-
untary client paired with an involuntary therapist is a recipe for trouble. According to de 1
T o Shazer, the way to deal with a “visitor” is to be nice, be on his side, focus on wiat works, 8

and give compliments. =

Complainants are signaling that therapy can begin. No matter how diffuse, vague, or
confusing the problem, at least there is a problem! The complainant has come with some
expectation that change will happen as a result of therapy. I once had a client, Sue, who -
came to therapy because she was depressed. How did she know she was depressed? She
found herself tearing up at Kodak commercials. No other symptoms of “depression” were
reported. I never really did decide whether she was a visitor or complainant, and I am sad
to say that our work together was not successful, at least by my standards. a

Clients who bring a complaint and the desire to do something about it are C«'!ﬂ e
customers. Ideal clients for any therapist, these individuals can be given tasks to completé
with the expectation that they will oblige.

De Jong and Berg (2007) note that the distinction between visitors, complainants, 21
customers, although helpful to understand, is not currently used all that often. They cof=:
tend that it is simply more respectful and helpful to assess the extent to which clients have
clarified their goals as a way of assessing, rather than placing them in formal categO"'-ff
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TION-FOCUSED THERAPRY

soLU

Vary is uite uctive in ber sessions with Kelly and confidently accepts ber job as an expert
- change. Kelly appears to be a customer in bis presentation to Mary because be indicates
.I}Problem and a desire to change. Mary expects Kelly to be a collaborator in the change
srogess and to work hard to make solutions happen. If Kelly had been coerced into therapy
by his parents or Janet, his girlfriend, the situation might be very different. He might then
o a visitor. If Kelly were a visitor, Mary would empathize with his difficuls situation, but

| ot be inclined to go further.

‘Berg and Shafer note that “SFT begins with finding out what the client wants” (2004,
p. 85 italics in the original). The counselor works with the client to develop the specific,
arrainable, and concrete goals that are essential in SF Therapy. These goals should be ob-
I.'s_ervable. As noted earlier, even very small changes lead to more change, so no reasonable
objective should be dismissed as trivial. Often the counselor will ask the client, “What will

‘be the first sign of change?” This question searches for the smallest increment of change

& {hat is meaningful to the client.

Regardless of the complaint, the goals of ﬁi'le good SF therapist are as follows:

" 1. Change the doing of the situation that is perceived as problc;natic

2. Change the viewing of the situation
3. Evoke resources, strengths, and solutions to bring to the situation perceived as problematic

(O’Hanlon & Weiner-Davis, 1989, p. 126)

i The SE counselor is wary of “absence” goals (Cade & O’Hanlon, 1993; de Shazer,
| 1988)—that is, goals that specify that something will go away but do not specify what fills

4 the vacuum. The best goals are those that specify what replaces the unwanted behaviors.

L When asked what he wants to get out of therapy, Kelly says that he wanis to stop being an an-
gy person. He also wants to be less perfectionistic. Fle mentions “not yelling” or “not flying out
of the house in a fury” or ‘not throwing any object within reach.” Mary notes that these are
“absence goals” and begins to look for the behaviors that sometimes replace the yelling ones.
Mary asks Kelly if it would make sense to focus on how he will have discussions at nor-
8 4l volume with bis parents. He could learn some negotiation skills. Kelly says that hed
 Jike to be more easygoing overall, which might lead to being able to relax at work, too. Mary
| asks Kelly how be will know be is more easygoing. What will be the first sign?

PROCESS OF THERAPY

Solution-Focused counselors want action, and right away! The very first and most critical
task of counseling is defining (actually redefining) the problem. Client and counselor nego-
tiate the nature and meaning of the client’s complaint (Guterman, 2006). For example, a
client would be asked, “What do you mean by ‘depressed’?” or more likely, “What is it like
when you are not depressed?” Adopting the client’s lingo, so to speak, is a way the SF thera-
pist enters the client’s world and joins with him in constructing the therapeutic relationship.

Once the therapeutic relationship is established, the counselor will gradually begin to
use change talk, suggesting words that have less negative connotations than those typically
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used by the client, and that also imply change rather than a static state of affairs. A “speech
phobic” client might be termed “servous,” or a depressed client “sad.” Most important, the
SF counselor is trying to change labels to specific descriptions of behavior that are more
amenable to change.

SF counselors focus on the present, not the past. Even though clients often think thata
detailed exploration of the past is necessary to progress, SF counselors think that there isa
risk of becoming bogged down in problem talk if there is too much focus on the past. They
tend to treat historical information only as a source of possible solutions (Rossitet, 2000),

Solution-Focused therapists have proclaimed the death of client resistance (actually,
they admit to murdering it in cold blood; de Shazer, 1998, p. 5) and have reportedly had
a funeral for it (Cade & O’Hanlon, 1993). de Shazer noted, “when the therapist focuses
on what it is exactly that the client wants and lets that be the guide, there is no need fora
concept of ‘resistance’” (1994, p. 61, quotes in original).

SF counselors don't recognize transference and countertransference in the way that
many other theoretical approaches do. However, they do identify “theory countertransfer-
ence,” which is the therapist’s tendency to get carried away and see everything through the
lens of her pet theory (O’Hanlon & Rowan, 2003).

Solution-Focused counselors place great emphasis on the first session of therapy
(Guterman, 2006). At the start of the session, the SF therapist will take some time to join =
with the client, chitchatting about things that have nothing to do with the problem, How-
ever, very quickly the counselor moves into working with the client to reconstruct the prob- - "
lem or what Guterman (2006) calls “coconstructing a problem and goal” (p. 46). First, the A
counselor will ask for a brief description of the problem but immediately follow with series
of questions designed to extract information about exceptions to the problem—times when
things are progressing smoothly, past solutions to the current problem, and the person’_s'_-': 3
strengths and resources. Box 14.4 shows a list of questions offered by O’Hanlon and &
Weiner-Davis (1989). The SF therapist is aware of, and asks about, pretreatment change

(i.e., change between the time the client called for an appointment and the appointment).

The initial goal of the ﬁn_;]if session is to create a solvable complaint, at the very least, an_! -
at best, to solve the problerﬁ. In difficult cases, the SF therapist seeks to introduce uncer==
tainty about the problem; that is, to somehow raise questions about the client’s construc-
tion of the complaint (de Shazer, 1988). “Therapeutic misunderstanding” of the clients
story is often used by the counselor to loosen the certainty with which the client holds his™
view of the problem. For example, a client might report that he is “compulsive.” The SE
counselor might wonder if this is really a time management problem because the client
finds himself working too many hours. . b

The remainder of the first session is devoted to finding exceptions to the complaintand
exploring these; the counselor and client construct concrete, solvable goals and then

at ways to reach these goals. At the end of the session, the counselor typically gives B8
client a solution-relevant task to complete over the interval between sessions, which can

T —

range from a week to months. -8

In the remaining sessions of counseling, the counselor wants to use the “more °_ﬁ.’.‘
same” principle to her advantage—continuing to do what worl} and abandoning ¥
doesn't. Sessions begin with checking the results of homework assignments. Counselo.fs,l

clients about what happened over the interval that theyd like to continue.
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® Box 14.4

A Series of Solution-Focused Questions
1. What is different about the times when (the exception happens)?

2. How did you get that to happen?
3, How does it make your day go differently when (the exception happens)?
4@%0 else noticed that (exception)? In what way could you tell that she/he

“hoticed? What did he/she do or say?

. How did you get her/him to stop ?

5
6. How is that different from the way you might have handled it
one month, etc.) ago?
7. What do you do for fun? What are your hobbies or interests?
8. Have you ever had this difficulty in the past? How did you resolve it then? What

would you need to do to get that to happen again? =

(one week,

From In Search of Solutions: A New Direction in Prychotherapy (pp. 85-92) by William Hudson O’Hanlon
and Michele Weiner-Davis. Copyright © 1989 by William Hudson O’Hanlon and Michele Weiner-Davis.

Used by permission of W. W. Norton & Company, Inc.

Once dlients tell what was good in the interval between sessions, the counselor responds

with past-tense questions abour these positives. Examples of these questions might be:

¥ How did you get that to happen? How did it (the positive change) make your day go

" differently? The SF counselor wants to
" entire session, if possible (and sometimes it is). Although the SF theorists would argue that

" many clients accomplish what they need very quickly (i.e., in one session), O’Hanlon and

talk about the good things that happened for the

Weiner-Davis (1989) identified three groups of clients:

1. The miracle group (one-session cure)

2. The so-so group (report having a better wee
completely solved)

3. The same or worse group (pp. 147-151)

Working with the miracle client is easy—the counselor simply focuses on the change and
maintaining it. Clients are asked to think about factors that could lead to setbacks. Plans can
then be made to defeat these. Sometimes clients are skeptical that change will last; they have
seen improvement in the problem before that did not last long. The SF therapist respects this
healthy caution rather than seeing it as resistance and helps the client explore previous pat-
terns. The counselor then asks the client to specify a short period of time of change in the
problem that would really make a difference. SF therapists do not generally prescribe relapses,
but if setback seems likely, then ups and downs are conceptualized as part of the normal
process of solving the complaint. At the end of the session, the counselor asks the client if he

k but are not convinced that the problem is

would like to schedule another session. A “check-up” session is scheduled with most clients.
Dealing with the so-so group is a little trickier. These clients respond to questions about

what good things happened with 2

description of the difficulties they encountered.
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According to O’Hanlon and Weiner-Davis, the counselor should immediately interrupt
the client to refocus on positives. The client should always be assured that the difficulties
will be discussed later in the session.

After the positives are exhausted, solution-oriented procedures are then used to work
on the difficulties the client reports. Exceptions are sought, and sometimes scaling ques-
tions are used (see the section on techniques).

The same or worse clients, of course, are the toughest customers. The wise SF therapist
never accepts these negative reports automatically. Closer examination often reveals the
small change needed to alter the client’s perception of his first session outcome. My cliencs
Susan and George came to their first session struggling so mightily with their relationship
that they described themselves as “not a couple.” At the start of the second session, they
characterized their week as no better than previous ones, but I soon discovered that they
had spent more time together during the week and had even gone out for a special dinner
over the weekend. These behaviors certainly seemed more like a couple to me.

Same or worse clients sometimes truly see the problem as persisting. SF theorists advise
that when that happens, the therapist should ask two sets of basic questions:

1. Who is our customer? Who is complaining? Who wants to see change?
2. What is the goal? How will we know when we've gotten there? (O’Hanlon & Weiner-

Davis, 1989, p. 152)

Sometimes these questions will reveal that the real customer is not in the session.

A final caution. Searching for strengths and solutions can sometimes be “more of the
same.” As with any therapeutic approach, rigid or dogmatic behavior on the part of the
therapist can be detrimental to client progress. Sometimes it’s possible to get carried away
with searching for strengths and solutions—clients may just have a hard time seeing it that

way. Particularly with same or worse clients, it may also be helpful to consider that the ther-

apist and therapy may be part of the problem rather than part of the solution. Solution-
Focused counselors who persist in the strengths/solutions.approach in these circumstances
are simply doing more of the same. O’Hanlon and Weiner-Davis suggestedithat in this sit-
uation, it might be wiser to resort to exploring the complaint pattern, or occasionally, to
get pessimistic, such as when a warring couple is asked how in the heck they manage to
stay together. Taking a pessimistic stance is considered a last-ditch tactic (Corcoran, 2005).

Mary is aware that redefining the problem is her first task. She asks Kelly to relate situa- 3

tions in which his “attention to detail” is not a problem or even when it is helpful. They
explore situations in which he is able to contain his anger, or more simply, when he does not

yell or throw things. When Kelly talks about his parents pissing him off " or treating him

like a child, Mary asks, “What is happening when you aren’t pissed off? What is happening §

when they treat you like an adult? When you are able to negotiate differences with your par-
ents without yelling, what is different?” '

THERAPEUTIC TECHNIQUES

SF Therapy has numerous techniques, many of which are designed so that they “",_Bé
adapted to a wide range of complaints. However, the therapist has to really pay actentiof
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" Mary has used a number of ‘presuppositional questions with Kelly, such
 on when your parents treat you like an adult:

OLUTION-FOCUSED THERAPY

L

she is doing because “technique” in SF Therapy can be as subtle as how you word
lient. A Very general strategy in SF counseling is to identify exceptions and

a'queStion toac
the dlient to do more of the same (Guterman, 2006).

then encourage

'QUESTIONS

olution-Focused counselors rely heavily on questioning the client. A special SF tactic is
*the presuppositional question, which gives the respondent few options. A classic presuppo-
tional question is when the attorney asks the client, “Have you stopped beating your
wife” (O’Hanlon & Wieiner-Davis, 1989, p. 80). In SF Therapy, presuppositional ques-
tions ate used to emphasize change possibilities and the strengths of the client. For exam-
ple, the classic SF question is, “When the problem is not present, how are things different?”

" Notice that the phrasing is not “f the problem were not present.” The good presupposi-

tional question already assumes that success happens. Presuppositional questions are open

2 cnded, but do not leave room for negative answers.

Pichot and Dolan (2003) identified sevetdl types of questions used by SF therapists. Some

1 -.-of these are discussed next (the Miracle and Scaling questions). Others are difference (e.g., what

difference did it make for you to say good morning to your daughter every day this week?),
and relationship (e.g., how will your husband know when you are no longer depressed?) ques-
tions. In general, when questions are used, they are usually followed with more questions in-

§  tended to elaborate on details, thus making the solution more vivid for client and counselor.

as, What is going
? What happens? What difference does that

make in your relationship to your mother? Your father?

NORMALIZING THE PROBLEM
This technique helps clients feel as though they

One way to normalize is to ask clients, “How can you t
problem] and [a normalized explanation of it]? (O’Hanlon & Weiner-Davis, 1989, p. 97).
Normalizing compliments are a special case of normalizing the problem and usually take the
form of commending the client for his or her strength in handling a very difficult situation.

are not “crazy” or extreme in their situations.

ell the difference between [the stated

Mary asks Kelly how he knows the difference between his parents treating him like a child
and their expressing their caring for him. She also tells Kelly, “Given the circumstances,
I am very impressed with how ofien you do keep your cool. Its kind of tough to grow out of

being the kid, bub?”

COMPLIMENTS
ents! Counselors should keep this in mind and comment on the great
doing at any opportunity (De Jong & Berg, 2007). Reframing, or posi-

is a particularly helpful way of complimenting clients. For instance, when
the therapist can choose to see this behavior as

the relationship.” One other good way of

People love complim
things clients are
tive connotation,
one member of a couple is very vigilant,
“paying attention to what is going on in
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complimenting clients is to point to things that they have already done toward a solution, De
Jong and Berg (2007) note that clients often self-compliment; the therapist should notice and
reinforce these. However, it is important in all of these cases that the compliments be real (not
used just to cheetlead) and based squarely in information provided by the client.

Mary congratulates Kelly on his success in dealing with situations in which he gets into con-
flict with his girlfriend, Janet. He is also sensitive to relationships and cares a lot for other
people. In fact, he cares so much that he came to counseling!

MIRACLE QUESTION

A trademark technique in SF Therapy is the miracle question (Berg, 2005). Designed to
help clients figure out what they want from therapy without having to spend a lot of time
contemplating problems and their causes, the miracle question goes something like this:
“Suppose that one night, while you were asleep, there was a miracle and this problem was
solved. How would you know? What would be different?” (de Shazer, 1988, p- 5).
de Shazer and Dolan (2007) note that the miracle question can have several functions in
SF counseling: to help clients figure out their goals for Therapy, for one. They also con-
tend that asking the miracle question helps clients get a sense that parts of the solution are
already happening—the detailed questions that are used to follow up invariably get to
things that have happened in the client’s life that are related to the miracle. Typically, the
miracle question is followed with a scaling question (see the following section) that asks
the client where they are now on a 1-10 scale ranging from 0 (just decided to go to the
counselor) to 10 (the miracle is accomplished; de Shazer & Dolan (2007).

Mary asks Kelly this question in the hope that he can generate some concrete indicators of
how he will know when the problem is solved. Mary would also like to know how Kelly:
parents (or Janes) will know when Kelly is different. =
SCALING QQUESTIONS

Scaling questions can be used in several ways. The most common is, “On a scale from 0 to 10,

with 0 being the worst the problem has ever been and 10 being the problem is completely. 8
solved, where are you today?” (Cade & O’Hanlon, 1993; de Shazer, 1988, 1994). Note

that the question stacks the deck in the counselor’s favor because it is fairly unlikely that
the problem is at its absolute worst when the client is in the session.

Once clients give a number on the scale, they are often asked, “What one or two things o
could you do this week to bring you up two points?” Alternately, they can be given home-

work, such as keeping track of all the seven or eight things that happen between sessions.
Scaling questions can also be used as confidence builders by setting the anchors as 0 1€p-
resenting absolutely no confidence that the complaint will be solved and 10 absolute cer:

tainty that it will be (Cade & O’Hanlon, 1993).

Y

Mary asks Kelly to rate his anger on a 1 to 10 scale. He says that it is a 6. When af/{"’
what one thing he could do this week to bring himself up to a 7, Kelly thinks for a whi
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(OLUTION-FOCUSED THERAPY

Finally, he says that he could count to 10 before he answers any questions that his mother
o father asks.

' PREDICTION TASKS

':ap__rediction tasks are often used when exceptions to the problem seem random (de Shazer,
1988). Clients are asked to stop sometime during their day—for example, before they go
1o sleep at night—and predict whether the problem or exception will occur the next day.
#
[fKelly could not identify circumstances in which he felt like a laid-back guy (i.e., was more
patient with others), he might be asked to predict each night whether he would have that
feeling the next day. He would be asked to track the accuracy of his predictions.

" FasT-FORWARD QUESTIONS

Past-forward questions can be used when clients absolutely cannot think of exceptions

* (O'Hanlon & Weiner-Davis, 1989). The counselor then asks them to mentally project
8 themselves into a future in~which the problem does not exist. Because of the speculative
& nature of this question, a great deal of time must be devoted to getting the client to be spe-
¥ cific (asking such things as, “How will your life be different?” “Who will be the first to
§  notice?” “What will he or she do or say?” and “How will you respond?”).

" Mary sends Kelly to 2 years from now and asks him to describe his laid-back self. Kelly says
' that he is able to negotiate with his parenss. He reports that he helps folks at work with

things that are important to him and is able to relax about the rest of the stuff. Mary is
quite pleased with this view of Kellys future.

ASKING ABOUT THE PROBLEM

Exploring the problem is a last-ditch effort used when the client can't think of exceptions
(O’Hanlon & Weiner-Davis, 1989). This tactic is typically used to find a pattern in the
complaint that can be altered (remember, a small change is a great place to start).

The therapist asks detailed, specific questions in attempting to elicit the exact sequence
of events in the problem chain. This inquiry is 7oz intended, of course, to elicit causes or
any such nonsense, but to document the exact problem sequence so that a small change
can be suggested that will hopefully lead to larger change. Also, because the “more of the
same” principle suggests that problems are maintained by people’s faulty change attempts,
information is needed about these to reverse them.

Because Kelly is responding so positively to solution talk and readily finding exceptions,
Mary feels no great need to ask a lot about the problem.

EXTERNALIZING

Drawing from White and Epston’s work (1990), O’Hanlon and Rowan (2003) suggest
that giving the problem a name and placing it outside of the client can be helpful. You can
read much more about this technique in Chapter 15 on Narrarive Therapy.
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Mary and Kelly decide thar Temper has gotten the bes of Kelly in the past. It is noy time
Jor Kelly to look a1 ways in-which he has defoated 1emper and put it in its Dlace.

FIRST SEssion FORMULA Task

“Between now and the next time we meet, I would like you to observe, so that you can de-
scribe to me what happens in your (pick one: family, life, marriage, relationship) thag you
want to continue to have happen” (de Shazer, 1985, p. 137). Although not a presuppos;.
tional question, this task makes use of the assumption that something good is already hap-
pening in the clients Jife, Clients, who are often very obsessed with whar's wrong, are

Mary assigns Kelly the Jirst session formula task, and he comes back with 4 Jir of things
he likes about his life. He is happy with his relationship with Janet and mostly likes hjs
work. Mary asks what he [ikes about bis relationship with Janet: she is setting him up for
a generic task.

GENERIC TASK

Once goals have been established, the client can be asked to keep track of what he is do-
ing this week that [makes him feel more in control, makes him less stressed, and
so forth] (O’Hanlon & Weiner-Davis, 1989). The idea is to fill in the blank with the ex-
ception situation. A variant of this task that works particularly well with addictive of
compulsive processes is the “pay attention to what you do when you overcome the urge

Kelly repors Jeeling sensegnuch of the time, which seems 1o make it easier for him to lose
his temper. As pars of refrtming Kellys problem, Mary and he decide thas he needs 1o be

more relaxed. Mary therefore gives Kelly the assignment of keeping track of what he does i

during the week that mapes him more relaxed,

BREAKING PATTERNS B

Almost anything thar changes the pattern of the complaint can be helpful. O’'Hanlon =

(O’Hanlon, 2006, PP- 57-90; O’Hanlon & Weiner-Davis, 1989, pp- 130-~132) SUgBCH , _
some ways of interrupting the sequence. Examples of these tactics include the following:

ing overeaters to eat with the wrong hand (i.e., the nondominant one). I am sure this
would raise my awareness as [ clumsily spilled food on my lap.
Changing timing or duration of the pattern. For example, couples can be asked to fight from e

6:00t0 6:17 A.M. every day (see the discussion of structured fights). A persog who is anxious &

about giving a speech could be asked to be anxious 2 hours before the speech and get if ov
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L Changing the location of the pattern’s performance. O’Hanlon (2006) offered a particu-
farly amusing exampl&of changing the location. A couple reported having nasty fights.
 They were instructed to go immediately into their bathroom the moment they begin to
argue. The husband was told to undress and lie in the bathtub while the wife sits fully
clothed on the toilet. The couple was instructed to continue the fight. When they tried to
follow the therapist’s orders, of course they couldn’t and broke into laughter. After that in-
ident the couple found themselves looking toward their bathroom and laughing when-
- ever a discussion started to get tense.
" Adding at least one new element to the complaint pattern. A client trying to quit smoking
would be instructed to place his cigarettes in some difficult-to-reach place (a neighbor’s
" mailbox, for instance). O’Hanlon (2006) describes having a client put on her most favorite
" hoes before she allowed herself to binge.
" Linking the complaint performance to the performance of some burdensome activity. This
echnique resembles Haley’s (1963) benevolent ordeal. One of my clients was having trou-
ble falling asleep at night because he was ruminating on angry thoughts. Because he had
occasionally lamented that his garage needed cleaning and he hated that task, I told him
" that if he did not sleep within 20 minutes of hitting the bed, he was to get up and clean
 the garage. After all, he might as well use his nonsleeping time productively. At his next
' session he reported absolutely no problems falling asleep over the preceding week!
Changing the context of the complaint. A client having trouble eating sufficiently (notice
that she was not characterized as anorexic!) who normally eats alone could be instructed to
 always eat in the presence of others.
Change the clothing worn during the pattern. Watch out if  am wearing purple! It means
' that I am in a bad mood. I should probably wear green instead.

Mary decides on an ordeal task for Kelly to alter the performance of his temper outbursts.
Kelly, who does not like to write about bis personal experiences, is asked to write down
everything he wants to say to bis parents before he tells them about it. The minute he be-

. gins to be annoyed with something they've said, he is to go directly to his room, sit at his desk,

and write out his complaints. He can then give this written summary to his parents.

SURPRISE TASK

This assignment is often used with couples or families and directs clients to do one or
things that will surprise family members or partners. Clients are instructed as follows: “Do
at least one or two things that will surprise your parents (partner). Don't tell them what it
is. Parents (partner), your job is to see if you can tell what it is that she/he is doing. Don't
compare notes; we will do that next session” (O’Hanlon & Weiner-Davis, 1989, p. 137).
If the target petson is a young child, the rest of the family can be asked to leave the room
while the counselor coaches the child on strategies that he can use to stump the family
(Reiter, 2004).

No one says that therapy can't be fun sometimes! Clients who really engage in this task
generally enjoy it. They become solution-focused detectives (i.e., searching for good
things, not bad). At the least, this task can introduce change into patterns of interaction in
a positive way. Sometimes the surprises even turn into solutions.

two
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Mary wonders what might happen if she could get Kellys folks into counseling and give
them the surprise task. When Kelly and his parents return Jor the next session, she would
not ask them what they did for the other. Instead, she would ask Kelly what he detected thar
his father did and vice versa. Mom would be asked the same question about Kelly and Dad,
Sometimes this process results in giving credit 1o the other for things they didn’t do inten-
tionally, such as when Kelly praises Mom for cooking bis favorite vegetable—boiled carrots,
Mom secretly thinks, “I thought he hated boiled carrots,” but is gracious in accepting Kellys
appreciation.

WRITE, READ, AND BURN

This task is useful for obsessive or depressive thinking (de Shazer, 1985). The client is in-
structed to write about the problem on even-numbered days for a specified period of time,

even if he only has a few sentences to write. On odd days, the client is to read the notes
and then burn them. Between writing, reading, and burning, the client is to put off think-
ing about the problem until the regularly scheduled time.

As de Shazer noted, this task literally makes the client’s troubles go up in smoke (p. 121)!
Also, write, read, and burn helps clients achieve distance from their concerns and become
more objective. Most clients find that after a few days they have better things to do than
to dwell on the problem.

.

On even days, Mary tells Kelly to make a long list of things his parents do that make him
mad. On odd days be is to burn his lists after reading them over.

STRUCTURED FIGHT i
This technique is a version of changing the pattern of the complaint often used with cou-
ples. The SF counselor instructs the clients to fight in the following way: (a) Toss a coin to
decide who goes first. (b) The winner gets to bitch for 10 uninterrupted minutes, (c) The
other gets 10 minutes. (d) There must be 10 minutes of silence before tossinéj_thc coin

again (de Shazer, 1985).

Kelly could invite his parents to argue with him three times in the next week. They follow i
the 10-minute sequence, each of them complaining and listening. If they are not finished
after one round, they wast 10 minutes and repeat the process. '

DO SOMETHING DIFFERENT

Designed to disrupt the “more of the same” syndrome that maintains problems, this task
is often used when one person is complaining about the behavior of another person and )
has tried “everything” to get the other to change, to no avail (de Shazer, 1985).

Mary tells Kelly to do something different the next time he is headed for an argument W
his parents. He takes ber advice, and the next time be senses that bis }mrmfs are going:
criticize him, he breaks into a dance, skipping around the living room. His parents collaf“_‘
in laughter. .
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§oLUTION-ORIENTED HYPNOSIS

nerast to traditional uses of hypnosis, the SF therapist uses it to summon skills that

upport solutions. This urique approach to hypnosis apparently originated with therapists
of the “Ericksonian” school who used it to “access unconscious resources’ (O’Hanlon &
Weiner-Davis, 1989, p- 139). The implication is that the resources evoked are those that

& are chought to be beyond the client’s conscious control.

In co

: Mary bypr

N jimsclf doing so and even cracking jokes about how they care so mu.
\ [an't stand it. =

otizes Kelly and asks him to see bimself responding to his parents calmly. He sees
ch about him that he

EVALUATION OF THE THEORY

" Solurion-Focused Therapy is 2 relative newcomer to the psychotherapy scene. These

' authors are prolific, fun to read, and, for the most part, very good at arguing their cases.

Because they are mostly practicing counselors, their writings are filled with case studies that

' illustrate the practical applications of their theory: Further, they attempt to collect data on

4 their approach, and che results of these efforts are promising. The-SF approach is appeal-

§ ing to many because of its brevity.

On the other hand, Miller (1994), in a vety entertaining critique of SF counseling,

at SF’s claims of being different (quicker and better) are not supported by a
- review of the psychotherapy research. He pointed out that the average number of sessions
" for clients in any type of counseling s around five sessions. Further, you already know from
reading Chapter 1 that very Jittle evidence exists that demonstrates that any one theoreti-
cal approach produces better outcomes than others. The wise sage in Miller’s article, Brief
Throat, concludes, “The main impact of the solution-focused model—and any model of
therapy, for that matter—is on the therapists that adhere to and practice the model’s the-
oretical tenets and techniques and zofon their clients!” (p. 29; italics in original). By say-
ing this, Miller was pointing primarily to two issues: that the therapist's belief in her system
boosts her effectiveness, and that across approaches, common factors produce client
change. Claims that something special is happening in SF counseling, therefore, are sim-
ply ways to keep folks interested and invested in the approach.
Solution-Focused Therapy can be criticized on the charge that it is supetficial; it lacks

2 theoretical structure through which client complaints can be understood. Piercy,
Lipchik, and Kiser (2000) have suggested that SE theory should attend more to emotion
and that its practitioners should be more flexible in their approaches to their clients.
de Shazer and Dolan (2007) contend that an emphasis on emotions stems from traditional
views of therapy in which such inner states are privileged over external or social and made

into mystical, problematic things. They reply that SE Therapy

pointed out th

e = :

oblems to be solved but rather views them as some of the
for constructing something “better.” In other words,

where they “feel better” and where they can remem-
“reinforcing” solu-

does not view emotions as pr
many resources that clients have
helping clients construct situations
ber that they feel better is one part of successfully constructing an:

T Vet A

| 3 tions by paying attention to the context in which emotions happen, SFBT keep them in
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their proper home, which is the client’s everyday life, rather than making them an eso-
teric, mysterious phenomenon inside of the individual. (p. 149)

Those who choose other theoretical orientations that are concerned with underlying
causal structures (e.g., psychoanalytic, existential) are likely to see SF Therapy as shallow,
Proponents of the view that symptoms serve functions (i.e., almost all of the other coun-
seling theories) would suggest that simple symptom relief would not last unless the func-
tion were replaced by some other means.

QUALITIES OF THE THEORY

Precision and Testabilizy. Because there is so little actual theory in SF Therapy, it would be
difficult to operationalize the approach. Off the top of my head, a few possibilities suggest
themselves, however. One might be able to track the exceptions identified by clients and
relate them to outcomes. Certainly, solution statements could be counted.

Empirical Validity. Despite the efforts of SF Therapy’s proponents to empirically validare
their approach, most of the presentations of the theory rely on traditional (nonempirical)
case study materials. Because relatively few empirical studies have been conducted on SF
Therapy, the efficacy of this approach is not considered established.

RESEARCH SUPPORT

SFT has some empirical support, but because of the relative recency of the approach, the
corpus of data is relatively small compared to other approaches. Therefore, I will bypass
my usual division of this section into outcome and theory-testing research.

Macdonald (2007) compiled a list of studies relevant to SFT, finding 6 randomly con-
trolled trials that supported the efficacy of the approach. Of particular interest was an
unpublished meta-analysis of 22 studies that found significant, but small-effect sizes that
favored SFT (Kim, 2006, cited by Macdonald, 2007). Although De Jong and Berg (2007)
cite a number of reviews in support of the approach, several are not published in refereed
journals and the quality of research is uneven.

Bertolino and O’Hanlon (2002) build a case for SF Therapy based on the common
factors approach ‘to psychotherapy outcome (see Chapter 1). They maintained thao

client factors are the single most powerful factors in therapy outcome and that these fac-
tors are reflective of client strengths, resources, and social support. Taking a collabora- _.

tive, strength-based approach to counseling thus is based on empirical data. The =

therapist’s assumption that change will happen bolsters “placebo” effects and build?‘.;'_--.

client expectations. =

Much to their credit, de Shazer and the therapié't-g at the Brief Family Therapy Centéﬁ*

(BFTC) have collected outcome data on some of their clients (De Jong & Berg, 2007; d‘

Shazer, 1985, 1991). A study of 275 clients who presented for therapy at the BFTCin

1992 and 1993 found that 7 to 9 months after therapy, 45% of the 136 clients who could .'

be contacted reported that their goals had been met in therapy; 32% reported some

progress; 23% reported that they had made no progress in meeting their goals. .KCEP ’"
mind that these are informal survey data, helpful, but subject to many potential pitfalls
terms of experimental design. '
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" {nastudy of the figst session formula task, de Shazer and Molnar (1984) had therapy team
embers (who were behind the one-way mitror) rate client responses to the first session task.
They found that 57% of the 56 clients studied reported improvement between the first and
<econd sessions. The average client in this study attended five sessions. In follow-up interviews
| onducted between 6 and 12 months after therapy, 23 of the 28 clients responding reported
‘that their main complaint was “better.” Interestingly, 25 of the 28 clients had mentioned a
secondary complaint, and 11 of them (all from the successful cases) reported that improve-
| ment was seen in the secondary area as well, a finding that supports the “ripple effect.” It is
important to note, as did de Shazer, that these studies were exploratory in nature. No control
or comparison groups were included, and random assignment of clients to therapists was not
wsed, thus leaving the studies open to strong criticism on grounds of internal validity.
'Nonetheless, these therapists are commended on their attempts to validate their approach.
. Studies conducted by researchers other than those at the Brief Family Therapy Center
appear to have found similar results. Gingerich and Eisengart (2000) reviewed a selection
*of olitcome studies of SF Therapy. Generally, they found that clients in SF counseling
._'-s'hovged improvement relative to untreated clients (or standard treatment, such as in reha-
' bilitation care). However, the methodological quality of the studies varies widely. To illus-
' rate the state of the research on SF counseling, I will briefly review a few studies.

Wettersten, Lichtenberg, and Mallinckrodt (2005) explored the relationship berween the

: working alliance and outcome in SF Therapy and Brief Interpersonal Therapy (BIT). Reason-

_ ing that the alliance should be more important in BIT than SF Therapy, Wettersten et al. com-

' pared a sample of 26 clients who received SF Therapy with an archival sample who had

completed BIT. Interestingly, the results showed that the alliance scores of the two groups were

- similar when measured early in treatment and at termination. However, levels of symptom
change, which overall, were similar in the two groups, were only correlated with the alliance
' for the BIT group. Wettersten et al. suggest that these findings indicate that although an

alliance is necessary in SF Therapy, it is not a mechanism of change. This conclusion would be

f acceptable to proponents of SF Therapy, who would be pleased with the results for symptom

4
it

;
;__

4 change and also for client satisfaction, which was similar for the two groups.

Jakes and Rhodes (2003) reported on an interesting study of SF and cognitive-
behavioral (CB) strategies with clients who had delusions. Five clients were intensively
studied at baseline (no treatment) and as they were then treated with a SF and 2 CB
interventions (schema-focused cognitive therapy and cognitive therapy focused on
challenging the delusion) in that order. They observed that 2 of these clients (who were
diagnosed with chronic psychosis as well as delusion for at least one year) responded
positively (in terms of decreasing belief in their delusions) when they were treated with
SE. All dlients decreased their negative views about the self, and Jakes and Rhodes indi-
cate that this effect was seen mostly in the SF phase of treatment. However, because this
was a multiple case study design, we must be cautious in drawing causal inferences from
its results.

Lee (1997) found that 65% of a sample of families participating in SF Therapy reported
that their goals were either partly or completely met. This study was based on client self-
report and did not include comparison groups. Clients engaged in an average of 5.5 sessions
over 3.9 months. Beyebach, Morejon, Palenzuela, and Rodriguez-Arias (1996) reported
that a study of 39 outpatients found an 80% goal achievement rate. De Jong and Hopwood
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(1996) studied 275 clients who completed an average of 2.9 sessions. Forty-five percent of
these clients reported achieving their goals, and 32% reported making “some progress.”
Zimmerman, Prest, and Wetzel (1997) studied 36 couples treated in groups, comparing
them to a control group of untreated couples. Couples receiving SF Therapy showed more
improvement on the Dyadic Adjustment Scale compared to control couples. However,
these results must be interpreted cautiously because of other methodological concerns with
this research (e.g., the treatment group couples were distressed and secking therapy; the
control group couples did not identify themselves as dissatisfied with their relationships).
Individuals diagnosed as schizophrenic and their families were the participants in
another study (Eakes, Walsh, Markowski, Cain, & Swanson, 1997). An interesting addi-
tion to the therapy in this study was that near the end of each session, the therapeutic team
came from behind the one-way mirror and changed places with the family! This procedure
then allowed the family to observe the team discussing the family’s strengths and resources,
No standard outcome measures were used in Eakes and colleagues’ study; instead, the re-
searchers chose to examine perceptions of the family environment among control and treared
participants. Clients who received Solution-Focused Therapy reported increases in family
expressiveness and participation in social and recreational activities. In contrast, an untreated
control group did not show these changes and instead increased in the degree to which they
perceived disagreement among family members about the nature of the family environment.
‘Two studies have focused on the patterns of change among clients in SF Therapy. In-
terestingly, these studies were based on a research definition of SF Therapy developed by
the European Brief Therapy Association (EBTA). The EBTA definition is as follows:

First session

The therapist . . .

L. ... asks and follows up on the Miracle Question.

2. .. .asksand follows up on the Progress Scale Question (On a scale, where 10 stands
for the day after the miracle and 0 stands for when the problems that brought you
in were at their worst, where would you_put yourself right now?).

3. ... compliments the client(s) at the end of the session.

-

Second and following sessions

The therapist . . .
4. ... asks “What is better?” at the beginning of the session and follows up on it.
5. ... asks and follows up on the Progress Scale Question.
6. ... compliments the client(s) at the end of the session.

= Therapists will have to adjust to the exact wording and (where applicable) timing of
these elements, as described in the following sections of this treatment protocol. Thera-
pies where one or more of these elements are missing in one or more of the sessions can
not be included in the sample.

Adapted from EBTA, 2007, European Brief Therapy Association Outcome Study: Research Defini-
tion Description of the Treatment.

Reuterlov, Lofgren, Nordstrom, Ternstrom, and Miller (2000) asked.a sample of clientj e
“what is better?” and examined their responses relative to scaling responses from the end
of that same session. To ascertain whether clients had changed, they compared the scaling
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: - onses obtained to chose from the immediately preceding session. Some clients reply in
: , and the approved SF procedure would be for the therapist to deconstruct this

percencof

pgress.” he negative

_'tghpa;i“g | ircome and by the end of the session, the client should report improvement. Contrary

wed more "o this supposition, Reuterlov et al. found that 87% of their clients stayed the same or de-
those in a previous ses-

Llined by the end of the session (based on comparisons of ratings to

[However,
cerns with sion). Thus, it seems that deconstructing client’s negative reports might be a mistake—the
erapy; the therapist in this situation might need to “do something different.”
onships). " De Vega and Beyebach (2004) set out to replicate Reuterlov et al.’s work with a sample
tipants in of clients in Spain. Although De Vega and Beyebach found a similar pattern (about 63%
ting addi- of clients starting off negatively did not report improvement at the end of the session), the
putic ceam @ percentage of clients reporting improvement at the end of the session approximately
procedure &ipled that found by Reuterlov et al. (37.5% vs. 13%). De Vega and Beyebach conclude
resources, flf ' that they are not quite as certain about the problematic nature of deconstruction—perhaps
: fad, the re- ;; Birther research will reveal in what circumstances it is helpful and under which conditions
E m.d treaed  @itis not. However, it is worth noting that the samples in these two studies were different
= lin family  =#8(Sweden vs. Spain) and the therapists differed, too. P
‘untreared @ Based on the foregoing review and other studies that report successTates from 64 t0 75%
.t"hieh they § (Macdonald, 1994, 1997; Reimer & Chatwin, 2006), it appears that SF Therapy is asso-
fironmene. W8 giated with desirable client change. Although these data may seem very convincing at first
terapy. In- & glance, it is important to remember that most of these studies were seriously flawed when
eloped by & valuated according to standards generally accepted by psychotherapy outcome researchers
lows: 1 (eg, Chambless & Hollon, 1998; Lambert & Ogles, 2004). Thus, it is probably safe to
: : conclude that the efficacy of Solution-Focused Therapy has not yet been established.
i1 ISSUES OF INDIVIDUAL AND CULTURAL DIVERSITY
;ﬁ:a;:: § Because de Shazer and his colleagues maintain that they construct the view of the problem
| along with the dlient, they argue that they enter the clients world, avoiding any imposi-
§ tion of the counselor’s perspective on the client (de Shazer, 1994). Great care is taken to
I take the client’s presentation at face value and initially to work within the client’s percep-
: IF tual framework. Thus, these theorists would probably argue that their approach is, in fact,
§ culturally bound, but to that of the client rather than to the culture of the theory or coun-
it. ~ selor. SF proponents have explored the use of this approach with a wide range of clients
© and presentations, including male cross-dressing (Dzelme & Jones, 2001), and
« religious/spiritual concerns (Guterman & Leite, 2006).
ning of H Corcoran (2000) evaluated the appropriateness of SF Therapy in working with African
Thera- . American and Mexican American clients. She contended that the SF emphasis on 2 brief
ans can ~ approach, future orientation, and solutions rather than problems fit well for these clients.
- Further, Corcoran maintained that the SF approach “conveys respect for the unique world
Defini- r views of clients and how they solve problems” (2000, p- 11).
; Berg and Miller (1992) and Chang and Yeh (1999) specifically evaluated the utility of
Vo dios . SF Therapy for clients who are of Asian origin. Although these authors warned that to act
i ends " on stereotypes of Asians or Asian Americans alone is risky, they maintained that certain as-
pects of SF counseling are very consistent with these dlients ideologies. They pointed out
are often in

he scali . . .
e ' that because Asian Americans tend to seek counseling as a last resort, they

:
i
£
1
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crisis, which leads to a desire to focus on problems. Indeed, in general, individuals of Asian
heritage are thought to be more comfortable problem solving than addressing emotional
content (Berg & Miller, 1992). This problem focus helps the Asian client cope with the
feelings of shame that are so powerful in the Asian culture. SF counseling would seem to
be a good match for these clients because of its emphasis on rapid change as a result of an
intense problem (solution) focus. Berg and Miller also noted that when therapists focus on
exceptions, they are helping the Asian client “save face,” an important cultural process. An
even more specific application of SF Therapy with Asian clients was presented by Lee and
Mjelde-Mossey (2006), who discussed using the approach to help East Asian elders and
their families to address the problem of cultural dissonance.

Nonetheless, some of the same criticisms can be directed at this approach that are com.
monly directed at other theories of counseling. From a broad perspective, the notion of
solutions may be culturally linked. For example, the search for exceptions is often behaviorally
oriented and typically results in prescriptions for behavioral change. This individualistic focus
may neglect the needs of individuals from more relationship-oriented cultures such as
Latino/Latina or American Indian. However, Berg and Miller (1992) pointed out that SF
counselors often help clients to explore exceptions by asking about how important others view
the situation, thereby acknowledging the critical nature of these relationships. Individuals who
have experienced oppression and discrimination (e.g., the physically challenged; African
Americans; gays, lesbians, and bisexuals, or Latinos/Latinas) may find it difficult to focus
narrowly on problems when so many social and cultural factors influence their daily lives.

SF Therapy is very focused and directive, which may clash with the values of clients
from cultures that are less problem-oriented in their approaches to living. Women may
find that the focus on problems and solutions neglects relationship themes that are impor-
tant to them and de-emphasizes cultural factors that restrict their ability to directly prob-
lem solve. At the extreme, solution-focused counselors tend to follow almost a formula in
dealing with clients, leading to very specific prescribed questions or tasks. For example,
techniques such as scaling that reflect the pragmatic Western ideology may be foreign to
clients from cultures other than traditional western cultures. x

Ahaiasian..

bl _._n'__‘; =l

Dermer, Hémesath, and Russell (1998) pointed out that SF Therapy’s emphasis on a | -

collaborative relationship between clientand counselor is consistent with feminist perspec-

tives on counseling. However, they also asserted that SF theorists overlook the powerof

stereotypic roles and that the neutral stances of SF therapists may reinforce the (pattiar- JRig

chal) status quo. This neutral stance may also lead to the failure to assign responsibilicy for

problems such as domestic violence even though the violence itself is condemned.

Rossiter (2000) noted that the SF therapist’'s eschewal of the past can potential.ly be
problematic, particularly when working with clients from groups who have historically ool

been oppressed or have experienced physical or sexual abuse. Encouraging the client to tes-

tify about injustices they have experienced is an important political event, according

Rossiter. Discouraging talk about the past is a serious mistake that potentially aligns the
therapist with the historically privileged and powerful:

it is chilling to contemplate therapy being used widely to conspire with silence b?' ren:
dering history invisible and trivializing the symptoms (forms of telling) of injustice by
managing them as “complaints.” In such circumstances, the culture that therapy ht.?lPS to
create is invested in denial, repression, and abuse of power (p. 158; quotes in origlnal .
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" He speaks in problem language and labels himse
| iit.” It is somewhat difficult to find exceptions in his initial description although they are

' pordifficult to imagine. He is clearly

| laborative. The SF counselor is an expert on change,
and what to change. The goals of therapy

THE CASE STUDY

SF perspective is at first a little daunting.
persp
If as “an angry person” and “a perfection-

L]
Understanding Kelly's presentation from the

2 customer (not a visitor or complainant) and is open
the SF approach. He identifies clear goals and has

to change, which makes it easier to use
Mary, can draw. Because Kelly is a

2 number of strengths.upon which the SF counselor,

- Caucasian male, potential issues of cultural bias are reduced. In summary, SF theory seems
1o fic well with Kelly’s presentation.

. Summary

* SF counselors approach counseling wi
* sources. It is a constructivist approach an

th a model that focuses on client strengths and re-
d is presented as a radical alternative to traditional
lot of time dissecting the clients (customer’s)
complaint does not happen, or ex-

ceptions. Solutions are emphasized in this approach, and great care is taken to use language

and techniques that emphasize exceptions rather than problem occurrences.
and they see the therapy relationship as col-

SF therapists do not use formal assessment,
but the client is the expert on how

are set by the client, and the SF counselor’s job
able. The SF counselor helps the client to avoid
formance of exceptions to the problem.

models of counseling, Instead of spending a

is to redefine the problem so that it is solv

Very little outcome research exists in support of SF therapy. What does appear is

methodologically suspect. The constructivist approach of SF counseling may be beneficial
for clients of diverse backgrounds, but the individualistic, solve—your—problem focus of SF
counseling may neglect environmental factors that influence client presentations.

Visit Chapter 14 on the Companion Website at www.prenhall.com/murdock for

{) chapter-specific resources and self-assessments.
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