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FOREWORD

I have never met Alan Carr, and really know nothing about him (except
that his parents showed eminently good taste in choosing his forename).
But I have been familiar with his writings for a long time, and for several
years, in fact, have required the psychiatric residents I teach to read his
earliest work on the Formulation Model. The reason for this is clear and
simple. In the Psychiatry Department in which I teach, residents have such
demanding clinical responsibilities that they can allot only minimal time
to their reading. So, seminar readings must be concise, relevant and use-
able. For my values, they must also be conceptually well grounded. On all
these criteria, Alan Carr’s writings have easily passed the test. So, when
he invited me to write this Foreword, I thought, “What a remarkably good
clinician he must be to know intuitively how highly I regard his work!’

Now that he has fully elaborated the Formulation Model in this book, I
regard his contribution even more, and so should the reader, who really
is getting “two for the price of one’ in this volume. The ‘first book’ in this
book is a highly readable and accessible introductory account of the major
approaches to family therapy, one which will be very well received by
teachers of family therapy and their students. This new edition has been
well updated with important new material on cutting-edge attachment-
based therapies and integrative approaches, and a concise presentation of
recent clinically relevant research on couple and family therapy. Moreover,
it seems to me that Carr has actually revised more of the original text than
second edition authors usually do, and, of course, the reader is the benefi-
ciary of the work of such a responsible author! As in the first edition, the
numerous comparative tables Carr includes are pedagogical gold mines
for instructors. The second ‘book-within-a-book’ is Alan Carr’s singular
contribution, The Formulation Model of family therapy treatment plan-
ning and intervention. This is how Carr’s book sets itself apart from other
introductory texts, which usually explicate all the extant clinical theories,
but leave (especially) the novice reader hanging as to what to do with
them. Carr never leaves such matters unattended to, and consistently suc-
ceeds at showing the reader how to make theory practical. I like to think of
Carr’s book as news you can use, rather than views that confuse.

Carr’s central contribution is his Formulation Model. As an empiri-
cally oriented clinical theoretician, Carr is appropriately respectful of
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purportedly disparate points of view. He demonstrates his integrative
conceptual open-mindedness through his “three-column’ method of for-
mulating clinical problems and exceptions to problems. These levels or
domains of behaviour appear at first blush roughly to parallel the time-
honoured tripartite division of human experience into ‘behaviour’, ‘cog-
nition” and “affect’, but, in fact, they are far more inclusive of practical pos-
sibilities than such traditional categories would statically suggest. Carr’s
model politely but powerfully reminds us that intrapersonal factors,
whether biochemical or intrapsychic, belong just as much in the domain of
the real-life practice of couple and family therapy as the interpersonal fac-
tors with which the field of family therapy seemed to have been obsessed
until just a few years ago. This is the power of his model, that change can
potentially be initiated within any functionally relevant domain of experi-
ence, and still be systemically meaningful. Carr’s Formulation Model is
family therapy, but more important, it is wise therapy.

Alan Carr’s writing is consistently crisp, clear and cogent. I am very
pleased with the very positive reception with which the first edition of this
book has been met, and I truly hope this new edition’s exposure will not
be limited to students, colleagues and practitioners in Great Britain and
Europe. It certainly has much to commend it as an introductory textbook
for students of couple and family therapy everywhere. As noted, it is an
introduction-with-a-twist, and that “twist’ is that it presents an eminently
teachable and learnable clinical model that leads to effective action. I hope
Alan Carr’s important contribution to the family therapy field will soon
be more visible on this side of the Atlantic.

Alan S. Gurman PhD

Professor of Psychiatry, University of Wisconsin Medical School, Madison,
Wisconsin, USA

October 2005



PREFACE

One beginning and one ending for a book was a thing I did not agree with.
A good book may have three openings entirely dissimilar and inter-related
only in the prescience of the author, or for that matter one hundred times as
many endings.... One book, one opening, was a principle with which I did not
find it possible to concur.

Flann O’Brien (1939, At Swim-two-birds, pp. 9, 13.)

The end lies concealed in the beginning. All bodies grow around a skeleton.
Life is a petticoat about death. I will not go to bed.

James Stephens (1912, The Crock of Gold, p. 16)
(Reproduced by permission of the Society of Authors as the
Literary Representative of the Estate of James Stephens.)

New worlds for old.
James Joyce (1922, Ulysses, p. 462)

It is not easy to learn either the graceful skills required for practicing fam-
ily therapy or the complex theoretical heritage on which this practice rests.
Some of the central challenges of teaching, learning and practicing family
therapy are well expressed in the words of O’Brien, Stephens and Joyce
that open this Preface. Certainly it is not possible to encapsulate the story
of family therapy in a book with one beginning and one ending. So you
may find that this book reads like a number of volumes condensed into
one. A central idea of family therapy is that many important human pro-
cesses involve cycles where the end lies concealed in the beginning. You
will find that this book opens with a discussion of the lifecycle and that the
concept of circularity is a core feature of the formulation model presented
in the heart of the book. Family therapy is built on a bedrock of hope.
Family therapy is not just about problems. It is also about exceptions to
problems. It does not focus exclusively on deficits and disability, but also
is concerned with resilience and resourcefulness. Family therapy is a pro-
cess through which we exchange new and better worlds for old.

This second edition of Family Therapy: Concepts, Process and Practice retains
the same overall structure, style and content of the first edition but in-
cludes a number of important revisions that make it more useful for post-
graduates, trainers and experienced therapists.
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e The content and references in each chapter have been updated to take
account of significant developments that have occurred during the
past six years.

* An additional chapter on integrative models of practice has been
added to Part L.

e Attachment theory and therapy have been addressed more fully in
Part L.

e Developments in the formulation model have been added to Part II.

e Parts Il and IV have been revised in light of relevant new theoretical
and empirical material on each of the child- and adult-focused prob-
lems addressed in these sections.

e The research review in Chapter 18 has been brought up to date and ex-
panded to include a section on common factors in effective therapy.

e The final chapter on resources has been expanded to include lists of
relevant websites; a section on ethics; and a series of practical exercises
for developing family therapy skills.

The book retains all of the features of the first edition that have made it
popular among postgraduates and experienced clinicians alike.

Family Therapy: Concepts, Process and Practice was written both as a textbook
for use in marital and family therapy professional postgraduate training
programmes and as a sourcebook for experienced clinicians. The book of-
fers a critical evaluation of the major schools of family therapy, an integra-
tive model for the practice of marital and family therapy, and examples of
how this model may be used with a range of common child-focused and
adult-focused problems. Findings from research on the effectiveness of
family therapy are reviewed and the implications of these for evidence-
based practice outlined.

The first part of this volume contains a critical evaluation of the major
schools of family therapy. The major traditions are grouped together in
terms of their central focus of therapeutic concern, and in particular with
respect to their emphasis on (1) problem-maintaining behaviour patterns;
(2) problem-related belief systems and narratives; and (3) historical, con-
textual and constitutional predisposing factors.

Family therapy schools that highlight the role of repetitive patterns of
family interaction in the maintenance of problem behaviour and advocate
practices that aim to disrupt these patterns of interaction include: the MRI
brief therapy approach; strategic therapy; structural therapy; cognitive-
behavioural approaches; and functional family therapy.

Traditions that point to the centrality of belief systems and narratives that
subserve repetitive interaction patterns include: constructivism; Milan
systemic family therapy; social-constructionist family therapy approaches;
solution-focused therapy; and narrative therapy.
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Traditions that highlight the role of historical, contextual and constitu-
tional factors in predisposing family members to adopt particular belief
systems and engage in particular problematic interaction patterns include:
transgenerational family therapy; psychoanalytic family therapy tradi-
tions; attachment theory-based approaches; experiential family therapy;
multisystemic therapy; and psychoeducational approaches.

This organisation of schools of therapy in terms of their emphases on
three particular themes is a useful learning device, but is an oversimpli-
fication. Most schools of family therapy address problem-maintaining
behaviour patterns, constraining beliefs and broader historical, contex-
tual and constitutional factors. However, the classification of schools
according to the degree to which they emphasize these three themes,
offers a backdrop against which a number of integrative models are pre-
sented, including the integrative approach to family therapy advocated
in this volume.

A three-column model for formulating both problems and exceptions to
these is presented in the second part of this book. The formulation model
uses the three themes by which the schools of family therapy were clas-
sified to organise information about a particular problem. That is, it is ar-
gued that for any problem, a formulation may be constructed using ideas
from many schools of family therapy in which the pattern of family in-
teraction that maintains the problem is specified; the constraining beliefs
and narratives that underpin each family member’s role in this pattern
are outlined; and the historical, contextual and constitutional factors that
underpin these belief systems and narratives are specified. In parallel with
this, a similar formulation may be constructed to explain why the problem
does not occur in exceptional circumstances, which, while similar to prob-
lematic situations, differs in important key respects.

In light of these formulations, a range of interventions that address factors
within each column of these three-column formulations may be consid-
ered. Some interventions aim primarily to disrupt problem-maintaining
behaviour patterns or amplify exceptional non-problematic patterns. Oth-
ers aim to help family members re-author their constraining narratives
and develop more liberating and flexible belief systems that underpin ex-
ceptions to the problem. Still others aim to modify the negative impact
of historical, contextual and constitutional factors or to draw on family
strengths in these domains. Thus, while it is accepted that the classifica-
tion of schools of family therapy according to three themes is an oversim-
plification, it is a particularly useful oversimplification insofar as it may
facilitate a coherent, integrative and flexible approach to the practice of
family therapy.

In the third part of this book, the way in which the integrative model may
be used in the treatment of common child-focused problems, including
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child abuse, conduct problems and drug abuse, is outlined. The applica-
tion of the model with common adult-focused problems is considered in
the fourth part. The focus here is on marital distress, depression and anxi-
ety, alcohol problems and schizophrenia.

In the final part, evidence for the effectiveness of family therapy and fam-
ily-based interventions with a range of child and adult-focused problems
is addressed and the implications of this research for evidence-based prac-
tice is set out. Also, useful resources for the training, practice and research
are presented.

While this volume is intended as a sourcebook for experienced clinicians,
it has also been written as a textbook for newcomers to the field of family
therapy and systemic consultation. I have probably erred on the side of
oversimplifying many complex ideas in an attempt to make the family
therapy literature accessible to the newcomer. I hope that experienced cli-
nicians can bear with this shortcoming. A glossary of new terms is provid-
ed at the end of theoretical chapters. In addition, reading lists that include
references to original sources, overview chapters from major handbooks
and important journal articles are given.

The integrative model and approach to practice described here evolved in
two particular contexts. The ground work for the model was laid over a
seven-year period during the 1980s and early 1990s while I was working in
a UK National Health Service Child and Family Clinic (Carr, 1995, 1997).
During this period there was a national emphasis on cooperation between
health service professionals and their colleagues in social services and
education. There was also an emphasis on liaison between district hos-
pital departments offering services to children such as child psychology,
child psychiatry and paediatrics. In addition, many hospitals within the
NHS became privately run trusts. These factors created a climate which
favoured the development of models of assessment and intervention that
were time-limited, that took account of the wider professional network of
which the child and therapist were part, that clearly addressed the over-
lap between the roles of therapist and agent of social control, and that
could be evaluated or audited in a relatively objective way. The model was
extended for use with adult-focused problems, as well as child-focused
problems from 1992 to the present at the Clanwilliam Institute in Dublin.

Many of us who work in the field of systemic consultation and family
therapy at some time during our professional development held the view
that there is a true formulation of the client’s problems and exceptions to
these and a related correct set of solutions. In the approach described in
the heart of this book, it is assumed that the formulations that emerge
from talking with families about the presenting problem and exceptions to
these are no more than social constructions. Since it is possible to construct
multiple formulations to explain any problem or exception, it is important
to have a criterion by which to judge the merit of any particular one.
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In the approach to practice presented in the heart of this volume, it is the
usefulness of formulations in suggesting a variety of feasible solutions that
are acceptable to the family which is the sole criterion for judging the mer-
it of one formulation over another. Because of its emphasis on the socially
constructed nature of problem and exception formulations and the choice
of usefulness as a criterion for selecting between different formulations,
the approach described in this volume may be viewed as falling within the
tradition of social-constructionism.

In deciding about the usefulness of formulations and interventions, clini-
cians using the approach to practice set out in this volume are invited to
take account of the results of empirical research on the effectiveness of
family therapy. Indeed, a thorough review of the more rigorous family
therapy outcome research is given in Chapter 18. Due to the social-con-
structionist positioning that is taken in this book, and because treatment
outcome research results are used to inform clinical practice, this text will
be of interest to both postmodern practitioners and empirically oriented
clinicians.

A distinction has been made within the field between first- and second-
order approaches to practice, with first-order approaches using observed
systems as a central explanatory concept and second-order approaches us-
ing the metaphor of observing systems as the principal theoretical frame.
The integrative approach set out in this volume attempts to reap a harvest
from both of these fields and — for want of a better metaphor — may be
called an “integrative third-order approach to family therapy’ although I
have reservations about the usefulness of such labels.

Alan Carr
University College Dublin & Clanwilliam Institute Dublin, Ireland
October 2005
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Chapter 1

GOALS OF FAMILY THERAPY
ACROSS THE LIFECYCLE

Family therapy is a broad term given to a range of methods for working
with families with various biopsychosocial difficulties. Within the broad
cathedral of family therapy there is a wide variety of views on what types
of problems are appropriately addressed by family therapy; who defines
these problems; what constitutes family therapy practices; what type of
theoretical rational undepins these practices; and what type of research
supports the validity of these practices.

Some family therapists argue that all human problems are essentially
relational and so family therapy is appropriate in all instances. Others ar-
gue that marital and family therapy are appropriate for specific relation-
ship problems or as an adjunct to pharmacological treatment of particular
conditions, such as schizophrenia.

Some family therapists argue that problems addressed in therapy are
defined by clients, that is, parents, children or marital partners seeking
help. Others argue that problems are best defined by professionals in
terms of psychiatric diagnoses or statutory status, such as being a family
in which child abuse has occurred and on an at-risk register, or being a
person with an alcohol problem on probation.

With respect to practices, some family therapists invite all family
members to all therapy sessions. Others conduct family therapy with
individuals, by empowering them to manage their relationships with fam-
ily members in more satisfactory ways. Still others have broadened family
therapy so that it includes members of the wider professional and social
network around the family, and may refer to this approach as ‘systemic
practice’.

There are many theories of family therapy. Some focus on the role of
the family in predisposing people to developing problems or in precipi-
tating their difficulties. Others focus on the role of the family in problem
maintenance. But all family therapists highlight the role of the family in
problem resolution. There is also considerable variability in the degree to
which theories privilege the role of family patterns of interaction, family
belief systems and narratives, and historical contextual and constitutional
factors in the aetiology and maintenance of problems.
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With respect to research, some family therapists argue that case studies
or descriptive qualitative research provides adequate support for the ef-
ficacy of family therapy. On the other hand, some family therapists high-
light the importance of quantitative results from controlled research trials
in supporting the degree to which family therapy is effective in treating
specific problems.

Within this volume, an integrative and developmental approach will
be taken to family therapy, and where better to start than with a con-
sideration of family problems across the lifecycle. Family problems occur
across all stages of the lifecycle. Here are some examples:

e A six-year-old child whose parents cannot control him and who
pushes his sister down the stairs.

* A 13-year-old girl who worries her parents because she will not eat
and has lost much weight.

* A 19-year-old boy who believes he is being poisoned and refuses to
take prescribed antipsychotic medication.

e A couple in their mid-30s who consistently argue and fight with each
other.

* A blended family in which the parents have both previously been
married and who have difficulties managing their children’s unpre-
dictable and confusing behaviour.

e A family in which a parent has died prematurely and in which the
13-year-old has run away from home.

e A family in which a child is terminally ill and will not follow medical
advice.

e A family with traditional values in which a teenager ‘comes out’” and
declares that he is gay.

e A family in which both parents are unemployed and who have dif-
ficulty managing their children without getting into violent rows.

e Ablack family living in a predominantly white community, where the
16-year-old boy is involved in drug abuse in a delinquent peer group.

These are all complex cases that involve or affect all family members to
a greater or lesser degree. A number of these cases also involve or af-
fect members of the community in which the family lives. In some of the
cases listed, other agencies, including schools, hospitals, social services,
law enforcement, juvenile justice or probation, may be involved. Family
therapy is a broad psychotherapeutic movement that offers conceptual
frameworks for making sense of complex cases such as those listed here
and entails approaches to clinical practice for helping families resolve
complex problems.

The lifecycle is a particularly useful framework within which to con-
ceptualise problems that may be referred for family therapy. In this
chapter, normative models of the family and individual lifecycles will be
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described. Gender development; lifecycle issues unique to lesbian and
gay people; and issues of culture and class will also be discussed. The
aim of the chapter is to sketch out some of the problem areas that may be
addressed by family therapy across the lifecycle.

THE FAMILY LIFECYCLE

Families are unique social systems insofar as membership is based on
combinations of biological, legal, affectional, geographic and histori-
cal ties. In contrast to other social systems, entry into family systems is
through birth, adoption, fostering or marriage and members can leave
only by death. Severing all family connections is never possible. Fur-
thermore, while family members fulfil certain roles, which entail specific
definable tasks such as the provision of food and shelter, it is the relation-
ships within families which are primary and irreplaceable.

With single-parenthood, divorce, separation and remarriage as common
events, a narrow and traditional definition of the family is no longer useful
(Parke, 2004; Walsh, 2003a). It is more expedient to think of a person’s
family as a network of people in the individual’s immediate psychosocial
field. This may include household members and others who, while not
members of the household, play a significant role in the individual’s life.
For example, a separated parent and spouse living elsewhere with whom
a child has regular contact; foster parents who provide relief care peri-
odically; a grandmother who provides informal day-care, and so forth. In
clinical practice the primary concern is the extent to which this network
meets the individual’s needs.

Leaving Home

Having noted the limitations of a traditional model of family structure,
paradoxically, the most useful available models of the family lifecycle
are based on the norm of the traditional nuclear family with other fam-
ily forms being conceptualised as deviations from this norm (Carter &
McGoldrick, 1999). One such model is presented in Table 1.1. This model
delineates the main developmental tasks to be completed by the family at
each stage of development. In the first two stages, the principal concerns
are with differentiating from the family of origin by completing school,
developing relationships outside the family, completing one’s education
and beginning a career. Problems in developing emotional autonomy from
the family of origin may occur at this stage and may find expression in
many ways, including depression, drug abuse and eating disorders such
as anorexia and bulimia. Problems in developing economic independence
may also occur where young adults have not completed their education or



Table 1.1 Stages of the family lifecycle

Stage Tasks
1. Family Maintaining relationships with parents, siblings and peers
of origin Completing school
experiences
2. Leaving Differentiation of self from family of origin and developing
home adult-to-adult relationship with parents
Developing intimate peer relationships
Beginning a career
3. Premarriage  Selecting partners
stage Developing a relationship
Deciding to marry
4. Childless Developing a way to live together based on reality rather

couple stage

Family
with young
children

Family with
adolescents

Launching
children

Later life

than mutual projection
Realigning relationships with families of origin and peers to
include spouses

Adjusting marital system to make space for children

Adopting parenting roles

Realigning relationships with families of origin to include
parenting and grandparenting roles

Children developing peer relationships

Adjusting parent—child relationships to allow adolescents
more autonomy

Adjusting marital relationships to focus on midlife marital
and career issues

Taking on responsibility of caring for families of origin

Resolving midlife issues

Negotiating adult-to-adult relationships with children

Adjusting to living as a couple again

Adjusting to including in-laws and grandchildren within
the family circle

Dealing with disabilities and death in the family of
origin

Coping with physiological decline

Adjusting to the children taking a more central role in
family maintenance

Making room for the wisdom and experience of the elderly

Dealing with loss of spouse and peers

Preparation for death, life review and integration

Source: Adapted from Carter and McGoldrick (1999). The Expanded Family Lifecycle.
Individual, Family and Social Perspectives, 3rd edn. Boston: Allyn & Bacon.
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where limited career options are available. In these circumstances some
young adults become involved in crime.

Forming a Couple

In the third stage of the family lifecycle model, the principal tasks are
those associated with selecting a partner and deciding to marry or co-
habit. In the following discussion, the term marriage is used to cover both
traditional marriage or the more modern arrangement of long-term co-
habitation. Adams (1995) views mate selection as a complex process that
involves four stages. In the first phase, partners are selected from among
those available for interaction. At this stage, people select mates who are
physically attractive and similar to themselves in interests, intelligence,
personality and other valued behaviours and attributes. In the second
phase, there is a comparison of values following revelation of identities
through self-disclosing conversations. If this leads to a deepening of the
original attraction then the relationship will persist. In the third phase,
there is an exploration of role compatibility and the degree to which mu-
tual empathy is possible. Once interlocking roles and mutual empathy
have developed the costs of separation begin to outweigh the difficulties
and tensions associated with staying together. If the attraction has deep-
ened sufficiently and the barriers to separation are strong enough, con-
solidation of the relationship occurs. In the fourth and final phase, a deci-
sion is made about long-term compatibility and commitment. If a positive
decision is reached about both of these issues, then marriage or long-term
cohabitation may occur. When partners come together they are effectively
bringing two family traditions together, and setting the stage for the inte-
gration of these traditions, with their norms and values, rules, roles and
routines into a new tradition. Decision making about this process is not
always easy, and couples may come to a marital and family therapist to
address this complex issue.

Marriage

In the fourth stage of the family lifecycle model, the childless couple must
develop routines for living together that are based on a realistic appraisal
of the other’s strengths, weaknesses and idiosyncrasies rather than on the
idealized views (or mutual projections) which formed the basis of their re-
lationship during the initial period of infatuation. Coming to terms with
the dissolution of the mutual projective system, which characterizes the
infatuation so common in the early stages of intimate relationships, is a
particularly stressful task for many couples and may lead to a referral for
marital or family therapy (Savage-Scharff & Bagini, 2002).
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Contextual Factors Associated with Marital Satisfaction

The following demographic factors are associated with marital satisfac-
tion (Newman & Newman, 2003):

* high level of education

* high socioeconomic status

¢ similarity of spouses interests, intelligence and personality
e early or late stage of family lifecycle

¢ sexual compatibility

¢ for women, later marriage.

The precise mechanisms linking these factors to marital satisfaction are
not fully understood. However, the following speculations seem plausi-
ble. Higher educational level and higher socioeconomic status probably
lead to greater marital satisfaction because where these factors are present
people probably have better problem-solving skills and fewer chronic life
stresses, such as crowding. Although there is a cultural belief that op-
posites attract, research shows that similarity is associated with marital
satisfaction, probably because of the greater ease with which similar peo-
ple can empathise with each other and pursue shared interests. Marital
satisfaction drops during the child-rearing years and satisfaction is high-
est before children are born and when they leave home. During these
periods, it may be that greater satisfaction occurs because partners can
devote more time and energy to joint pursuits and there are fewer oppor-
tunities for conflict involving child management. Most surveys find wide
variability in the frequency with which couples engage in sexual activity
but confirm that it is sexual compatibility rather than frequency of sexual
activity that is associated with marital satisfaction. Couples may come to
marital and family therapy to find ways to cope with marital dissatisfac-
tion and sexual difficulties, often arising from incompatibility.

Belief Systems and Interactional Patterns Associated with Marital Satisfaction

Studies of belief systems and interaction patterns of well-adjusted cou-
ples show that they have distinctive features (Gottman & Notarius, 2002;
Gurman & Jacobson, 2002). These include:

® respect

® acceptance

e dispositional attributions for positive behaviour
e more positive than negative interactions

e focusing conflicts on specific issues

 rapidly repairing relationship ruptures

* addressing needs for intimacy and power.
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Well-adjusted couples attribute their partners’ positive behaviours to dis-
positional rather than situational factors. For example, ‘She helped me
because she is such a kind person’, not ‘She helped me because it was
convenient at the time’. The ratio of positive to negative exchanges has
been found to be about five to one in happy couples (Gottman, 1993). Even
though well-adjusted couples have disagreements, this is balanced out
by five times as many positive interactions. When well-adjusted couples
disagree, they focus their disagreement on a specific issue, rather than
globally criticising or insulting their partner. This type of behaviour
is a reflection of a general attitude of respect that characterises happy
couples. Well-adjusted couples tend to rapidly repair their relationship
ruptures arising from conflict and they do not allow long episodes of
non-communication, sulking or stonewalling to occur. Sometimes well-
adjusted couples resolve conflicts by agreeing to differ. The specific pro-
cess of agreeing to differ reflects a general attitude of acceptance.

Distressed couples, in contrast, have difficulties in many of the areas
listed above and these may find expression in disagreements about com-
munication and intimacy on the one hand; and the power balance or role
structure of the relationship on the other. With respect to intimacy, usu-
ally males demand greater psychological distance and females insist on
greater psychological intimacy. With respect to power, males commonly
wish to retain the power and benefits of traditional gender roles while
females wish to evolve more egalitarian relationships. Such disagree-
ments may lead to a referral for marital therapy. In well-adjusted couples,
partners’ needs for intimacy and power within the relationship are ad-
equately met, and partners have the capacity to negotiate with each other
about modifying the relationship if they feel that these needs are being
thwarted.

Types of Marriages

Fitzpatrick (1988) and Gottman (1993) have both identified three types of
stable marriage, in questionnaire and observational studies, respectively.
I have termed these ‘traditional, ‘androgynous’ and ‘avoidant’ couples.
Characteristics of these types of marriage are summarised in the first part
of Table 1.2. Traditional couples adopt traditional sex roles and lifestyles
and take a low key approach to conflict management. Androgynous cou-
ples strive to create egalitarian roles and take a fiery approach to conflict
resolution. Avoidant couples adopt traditional sex-roles but live parallel
lives and avoid conflict. Two types of unstable couples were identified in
Gottman’s study. In Table 1.2, I have labelled these conflictual and dis-
engaged couples. The former engage in conflict but without resolution
and the latter avoid conflict for much of the time. Gottman found that
in all three stable types of couples the ratio of positive to negative verbal
exchanges during conflict resolution was 5:1. For both unstable types
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Table 1.2 Five type of couples

Stability ~ Type

Characteristics

Stable Traditional
couples

Androgynous
couples

Avoidant
couples

Unstable Conflictual
couples

They adopt traditional sex roles

They privilege family goals over individual goals

They have regular daily schedules

They share the living space in the family home

They express moderate levels of both positive and
negative emotions

They tend to avoid conflict about all but major
issues

They engage in conflict and try to resolve it

At the outset of an episode of conflict resolution,
each partner listens to the other and empathises
with their position

In the later part there is considerable persuasion

They adopt androgynous egalitarian roles

They privilege individual goals over family goals

They have chaotic daily schedules

They have separate living spaces in their homes

They express high levels of positive and negative
emotions

They tend to engage in continual negotiation about
many issues

Partners disagree and try to persuade one another
from the very beginning of episodes of conflict
resolution

They have a high level of both positive and
negative emotions

They adopt traditional sex roles

They have separate living space in their homes

They avoid all conflict

They have few conflict resolution skills

Partners state their case when a conflict
occurs but there is no attempt at persuasion or
compromise

They accept differences about specific conflicts
as unimportant compared with their shared
common ground and values

Conflict-related discussions are unemotional

They engage in conflict without any constructive
attempt to resolve it

Continual blaming, mind-reading and
defensiveness characterise their interactions

High levels of negative emotion and little positive
emotion are expressed

There is an attack-withdraw interaction pattern
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Stability = Type Characteristics
Disengaged They avoid conflict and have few conflict
couples resolution skills

Brief episodes of blaming, mind-reading and
defensiveness characterise their interactions

Low levels of negative emotion and almost no
positive emotion is expressed

There is a withdraw-withdraw interaction pattern

Source: Based on Gottman (1993). The roles of conflict engagement, escalation and
avoidance in marital interaction: A longitudinal view of five types of couples. Journal of
Consulting and Clinical Psychology, 61, 6-15, and Fitzpatrick (1988). Between Husbands and
Wives: Communication in Marriage. Newbury Park, CA: Sage.

of couples the ratio of positive to negative exchanges was approximately
1:1. Gottman and Fitzpatrick’s work highlights the fact that there are a
number possible models for a stable marital relationship. Their work also
underlines the importance of couples engaging in conflict with a view to
resolving it rather than avoiding conflict. Negativity is only destructive if
it is not balanced out by five times as much positivity. Indeed, negativity
may have a prosocial role in balancing the needs for intimacy and au-
tonomy and in keeping attraction alive over long periods.

Marital Violence

In the UK, 23% of assaults occur within domestic relationships (British
Crime Survey, 2000). In the USA, 12% of couples experience serious
marital violence each year (Straus & Gelles, 1990). Marital violence is a
multifactorial phenomenon and characteristics of the abuser, the vic-
tim, the marital relationship and the wider social context have all been
found to contribute to the occurrence and maintenance of the cycle of
violence (Frude, 1990; Holtzworth-Munroe, Meehan, Rehman & Marshall,
2002). A personal history of abuse; a high level of the personality trait
of aggressiveness; strong conservative attitudes; beliefs in traditional sex
roles; low self-esteem; poor social skills; depression; antisocial personal-
ity disorder; alcohol abuse; and morbid jealousy have all been found to
characterise abusers. Victims, quite understandably have been found to
be retaliative and to use verbal and physical abuse during conflict resolu-
tion. The majority of couples who seek therapy for domestic violence have
engaged in reciprocal violence, but the negative physical and psychologi-
cal consequences of domestic violence is greater for women than for men.
Marriages in which domestic violence occur are typically characterised
by a history of multiple separations, a low level of commitment and lit-
tle marital satisfaction. There is commonly conflict about intimacy, with
women demanding more psychological intimacy and men demanding
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more physical intimacy. Many rows are about not enough ‘talking and
empathy’ from the woman’s perspective and ‘not enough sex’ from the
man’s. There is also conflict about power, with the woman having higher
status than the man and the man believing in a model of marriage where
the male has more power. Many marital disagreements are about money;,
and this reflects the disagreement about power. Poor communication and
negotiation skills characterise these couples, so they cannot resolve their
conflicts about intimacy and power. Because they cannot communicate
about what they want from each other, they make negative inferences and
assumptions about their partners intentions and respond to their partners
as if these inferences were accurate. This results in a blaming stance rather
than an understanding stance. They also believe that arguments must in-
volve winners and losers and therefore in all conflicts they escalate the
exchange so that they can win. They believe in a win-lose model of con-
flict resolution, not a win-win model. They work on a short-term quid pro
quo system, not a long-term goodwill system. This results in attempts to
control each other by punishment not reward.

This destructive relational style is more likely to escalate into violence
if certain broader contextual factors are present. Violence is more likely
where couples live in crowded living conditions; are unemployed; live
in poverty; have a low educational level; are socially isolated and have
experienced many life changes and stresses recently. With crowding, un-
employment and poverty, couples struggle for access to their own lim-
ited resources and displace aggression towards societal forces that have
trapped them in poverty onto each other. Better educated couples use
more sophisticated negotiation skills to prevent conflict escalation. Social
isolation increases stress and reduces social support. This stress may lead
to heightened arousal and so increase the risk of violence. Also, abusive
families may isolate themselves so that the abuse is not uncovered. Major
life changes may lead to increased cohesion in some families and increased
conflict in others. Moving house, the birth of a baby and redundancy are
examples of transitions that may lead to marital violence. Family therapy
for couples involved in violence focuses on both risk assessment and help-
ing couples evolve alternatives to violence (Cooper & Vetere, 2005; Holtz-
worth-Munroe et al., 2002). Multicouple therapy, a recent innovation for
the treatment of violent couples, is particularly effective (Stith, McCollum,
Rosen, Locke & Goldberg, 2005).

Families with Children

In the fifth stage of the family lifecycle model, the main tasks are for
couples to adjust their roles as marital partners to make space for young
children; for couples’ parents to develop grandparental roles; and for chil-
dren, as they move into middle childhood, to develop peer relationships.
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Parenting Roles

The development of parenting roles involves the couple establishing rou-
tines for meeting children’s needs for:

safety

care

control

intellectual stimulation.

Developing these routines is a complex process. Difficulties in meeting
each of these needs may lead to specific types of problems, all of which may
become a focus for family therapy (Reder & Lucey, 1995; Reder, McClure
& Jolley, 2000; Reder, Duncan & Lucey, 2004). Routines for meeting chil-
dren’s needs for safety include protecting children from accidents by, for
example, not leaving young children unsupervised and also developing
skills for managing frustration and anger that the demands of parenting
young children often elicit. Failure to develop such routines may lead to
accidental injuries or child abuse. Routines for providing children with
food and shelter, attachment, empathy, understanding and emotional
support need to be developed to meet children’s needs for care in these
various areas. Failure to develop such routines may lead to a variety of
emotional difficulties. Routines for setting clear rules and limits; for pro-
viding supervision to ensure that children conform to these expectations;
and for offering appropriate rewards and sanctions for rule following and
rule violations meet children’s need for control. Conduct problems may
occur if such routines are not developed. Parent-child play and commu-
nication routines for meeting children’s needs for age-appropriate intel-
lectual stimulation also need to be developed if the child is to avoid devel-
opmental delays in emotional, language and intellectual development.

Attachment

Children who develop secure attachments to their caregivers fare better
in life than those who do not (Cassidy & Shaver, 1999). Children develop
secure emotional attachments if their parents are attuned to their needs
and if their parents are responsive to children’s signals that they require
their needs to be met. When this occurs, children learn that their parents
are a secure base from which they can explore the world. John Bowlby
(1988), who developed attachment theory, argued that attachment behav-
iour, which is genetically programmed and essential for survival of the
species, is elicited in children between six months and three years when
faced with danger. In such instances children seek proximity with their
caregivers. When comforted they return to the activity of exploring the
immediate environment around the caregiver. The cycle repeats each time
the child perceives a threat and their attachment needs for satisfaction,
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safety and security are activated. Over multiple repetitions, children
build internal working models of attachment relationships based on the
way these episodes are managed by caregivers in response to children’s
needs for proximity, comfort and security. Internal working models are
cognitive relationship maps based on early attachment experiences,
which serve as a template for the development of later intimate relation-
ships. Internal working models allow people to make predictions about
how the self and significant others will behave within relationships. In
their ground-breaking text, Patterns of Attachment, Mary Ainsworth and
colleagues (1978) described three patterns of mother—infant interaction
following a brief episode of experimentally contrived separation and
further research with mothers and children led to the identification of a
fourth category (Cassidy & Shaver, 1999). The four attachment styles are
as follows:

1. Securely attached children react to their parents as if they were a secure
base from which to explore the world. Parents in such relationships
are attuned and responsive to the children’s needs. While a secure
attachment style is associated with autonomy, the other three attach-
ment styles are associated with a sense of insecurity.

2. Anxiously attached children seek contact with their parents following
separation but are unable to derive comfort from it. They cling and cry
or have tantrums.

3. Awvoidantly attached children avoid contact with their parents after sep-
aration. They sulk.

4. Children with a disorganised attachment style following separation show
aspects of both the anxious and avoidant patterns. Disorganised at-
tachment is a common correlate of child abuse and neglect and early
parental absence, loss or bereavement.

Research on intimate relationships in adulthood confirms that these four
relational styles show continuity over the lifecycle (Cassidy & Shaver,
1999). Significant adult relationships and patterns of family organisation
may be classified into four equivalent attachment categories, which will
be discussed further in Chapter 5, in the section on attachment-based
therapies. Difficulties associated with insecure attachment may lead to
referrals for marital or family therapy.

Parenting Styles

Reviews of the extensive literature on parenting suggest that by com-
bining the two orthogonal dimensions of warmth or acceptance and
control, four parenting styles may be identified, and each of these
is associated with particular developmental outcomes for the child
(Darling & Steinberg, 1993). These four styles are presented in Figure 1.1.
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Controlling

Authoritarian

Authoritative

Accepting Rejecting

Permissive Neglecting

Undemanding

Figure 1.1 Patterns of parenting

Authoritative parents, who adopt a warm, accepting child-centred ap-
proach coupled with a moderate degree of control that allows children to
take age-appropriate responsibility, provide a context which is maximally
beneficial for children’s development as autonomous confident individu-
als. Children of parents who use an authoritative style learn that conflicts
are most effectively managed by taking the other person’s viewpoint
into account within the context of an amicable negotiation. This set of
skills is conducive to efficient joint problem-solving and the development
of good peer relationships and consequently the development of a good
social support network. Children of authoritarian parents, who are warm
and accepting but controlling, tend to develop into shy adults who are
reluctant to take initiative. The parents” disciplinary style teaches them
that unquestioning obedience is the best way to manage interpersonal
differences and to solve problems. Children of permissive parents, who are
warm and accepting but lax in discipline, in later life lack the competence
to follow through on plans and show poor impulse control. Children
who have experienced little warmth or acceptance from their parents and
who have been either harshly disciplined or had little or inconsistent su-
pervision develop adjustment problems which may become a focus for
family therapy. This is particularly the case with corporal punishment.
When children experience corporal punishment, they learn that the use of
aggression is an appropriate way to resolve conflicts and tend to use such
aggression in managing conflicts with their peers. In this way children
who have been physically punished are at risk for developing conduct
problems and becoming involved in bullying (Olweus, 1993).
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Grandparental Roles

In addition to developing parental roles and routines for meeting
children’s needs, a further task of the fifth stage of the family lifecycle is
the development of grandparental roles and the realignment of family
relationships that this entails. Neugarten and Weinstein (1964) identified
six types of grandparental roles. First, there were those that adopted a
formal role and were not involved in childcare but loving and emotion-
ally involved with the grandchildren. The second role was essentially
fun-seeking and these grandparents acted as playmates for the grand-
children. The third type of grandparental role was that of a distant figure
who had little contact with grandchildren. The fourth role-type was that
of parental surrogate and these grandparents assume the role of parent to
the grandchildren so that the mother could work outside the home. The
final grandparental role was that of a reservoir of family wisdom who
occupied a powerful patriarchal or matriarchal position within the
extended family. Where grandparents adopt roles that are supportive of
parents and grandchildren, they contribute to family resilience. Where
they adopt roles that greatly increase the demands on parents and grand-
children, without offering support, then they may contribute to the devel-
opment of adjustment problems that become a focus for family therapy.

Children’s Peer Group Roles

Peer group membership is a central part of children’s lives (Dunn, 2004;
Kupersmidt & Dodge, 2004; Malik & Furman, 1993). Over the first five
years, with increasing opportunities for interaction with others and the
development of language, interaction with other children increases.
Cooperative play premised on an empathic understanding of other chil-
dren’s viewpoints gradually emerges and is usually fully established
by middle childhood. Competitive rivalry (often involving physical or
verbal aggression or joking) is an important part of peer interactions,
particularly among boys. This allows youngsters to establish their posi-
tion of dominance within the peer group hierarchy. There are important
sex differences in styles of play adopted, with girls being more coop-
erative and relationship-focused, and boys being more competitive and
activity-focused. Boys tend to play in larger peer groups whereas girls
tend to play within small groups characterised by emotionally intimate
exclusive friendships. Sex segregated play is almost universal in middle
childhood.

Peer friendships are important because they constitute an important
source of social support and a context within which to learn about the
management of networks of relationships. Children who are unable to
make and maintain friendships, particularly during middle childhood
and early adolescence, are at risk for the development of psychological
difficulties. Children who have developed secure attachments to their



GOALS OF FAMILY THERAPY ACROSS THE LIFECYCLE 17

parents are more likely to develop good peer friendships. This is probably
because their experience with their parents provides them with a useful
cognitive model on which to base their interactions with their peers. Chil-
dren reared in institutions have particular difficulty with peer relation-
ships in their teens.

Popular children are described by their peers as helpful, friendly, con-
siderate and capable of following rules in games and imaginative play.
They also tend to be more intelligent and physically attractive than aver-
age. They accurately interpret social situations and have the social skills
necessary for engaging in peer group activities. About 10-15% of chil-
dren are rejected by their peer-group. In middle childhood two main
types of unpopular child may be distinguished: the aggressive young-
ster and the victim. Victims tend to be sensitive, anxious, have low self-
esteem and lack the skills required to defend themselves and establish
dominance within the peer-group hierarchy. They are often the targets
for bullies (Olweus, 1993). Unpopular aggressive children are described
by peers as disruptive, hyperactive, impulsive and unable to follow rules
in games and play. Their aggression tends to be used less for establish-
ing dominance or a hierarchical position in the peer group and more
for achieving certain instrumental goals. For example, taking a toy from
another child.

Popular children are effective in joining in peer group activities. They
hover on the edge, tune-in to the groups activities and carefully select a
time to become integrated into the groups activities. Unpopular children,
particularly the aggressive type, do not tune-in to group activities. They
tend to criticize other children and talk about themselves rather than lis-
tening to others. Warmth, a sense of humour and sensitivity to social cues
are important features of socially skilled children. Unpopular children,
particularly the aggressive type, are predisposed to interpreting ambigu-
ous social cues negatively and becoming involved in escalating spirals of
negative social interaction.

Unpopularity is relatively stable over time. A child who is unpopu-
lar this year is likely to remain so next year and this unpopularity is
not wholly based on reputation. For the aggressive unpopular child,
inadequate cognitive models for relationships, difficulties in interpret-
ing ambiguous social situations and poor social skills appear to be the
main factors underpinning this stability of unpopularity. For the un-
popular victim the continued unpopularity is probably mediated by
low self-esteem, avoidance of opportunities for social interaction and
a lack of pro-social skills. Also, both types of unpopular children miss
out on important opportunities for learning about cooperation, team
work and the management of networks of friendships. While unpopu-
larity is not uniformly associated with long-term difficulties, it appears
to put such youngsters at risk for developing academic problems, drop-
ping out of school, conduct problems in adolescence, mental health
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problems in adulthood and criminality. Multisystemic family therapy
(described in Chapter 5), which includes school-based consultations
and social skills training, is a useful approach when working with
unpopular children.

Families with Adolescents

In the sixth stage of the family lifecycle model, which is marked by
children’s entry into adolescence, parent-child relationships require re-
alignment to allow adolescents to develop more autonomy. Concurrently,
demands of caring for ageing grandparents may occur. This is an ex-
tremely complex and demanding stage of the family lifecycle, particularly
for parents.

Facilitating the Growth of Adolescent Autonomy

Good parent—child communication and joint problem-solving skills fa-
cilitate the renegotiation of parent—child relationships and the growth of
adolescent autonomy. Skills deficits in these areas may underpin refer-
rals for family therapy. Results of empirical studies of adolescent rela-
tionships with parents, peers and partners contradict many commonly
held misconceptions (Coleman & Hendry, 1999; Rice & Dolgin, 2004).
Psychoanalytic writers, on the basis of clinical observations of distressed
adolescents, argued that parent—child conflict is the norm in adolescence.
Epidemiological studies of adolescents show that this is not the case.
While one in five families experience some parent-child conflict, only
one in 20 experience extreme conflict. A traditional view of adolescence is
one where a visionary adolescent confronts conservative parental values.
Epidemiological studies show that in most families parent-adolescent
quarrels are about mundane topics such as untidiness, music, clothing
and curfew-time. They are rarely about values or ethics. A traditional
view of adolescence posits a gradual erosion of the quality of parent—
adolescent relationships with a complementary increase in the quality of
the adolescent—peer relationships. Studies of attachment suggest that this
is not the case. Secure attachments to parents are correlated with secure
attachments to peers.

Promiscuity in adolescence is not the norm. Most surveys show that
a majority of older teenagers view premarital sex between committed
partners as acceptable. Premarital sex with multiple partners is viewed
as unacceptable. Teenage pregnancy is a risk factor for later adjustment
primarily because it may interfere with education and compromise the
career prospects of the teenager. Adolescent marriages resulting from
unplanned pregnancies run a high risk of dissolution, and these young
families often develop multiple life problems and require particularly in-
tensive multisystemic intervention.
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Resilience in Adolescence

Adolescence is a risky period (Coleman & Hendry, 1999; Rice & Dolgin,
2004). Opportunities for developing a wide variety of psychological prob-
lems abound. A central concern for many parents and practitioners is
knowing the degree to which the dice is loaded in favour of the adolescent
emerging from adolescence relatively unscathed. Factors that characterise
adolescents and children who are resilient in the face of adversity are sum-
marised in Table 1.3 (Carr, 2004; Luthar, 2003). Adolescents are more likely
to show good adjustment if they have an easy temperament and a high
level of intellectual ability. A high level of self-esteem, a general belief in
control over one’s life and a specific belief that factors related to specific
stresses may be controlled are all associated with good adjustment. Ado-
lescents will be less adversely affected by life stresses if they have good
planning skills, if they can elicit social support from family and peers, if
they have a sense of humour and if they can empathise with others. Bet-
ter adjustment to life stress occurs when adolescents come from higher
socioeconomic-groups, have good social support networks comprising
family members and peers, and attend schools that provide a supportive
yet challenging educational environment. Secure attachment relation-
ships to primary caregivers, the use of an authoritative parenting style
and the involvement of both mothers and fathers in parenting are the

Table 1.3 Factors associated with resilience in adolescence

Domain Factors

Family factors Absence of early separation or losses
Secure attachment
Authoritative parenting
Father involvement

Community factors Positive educational experience
Good social support network
(including good peer relationships,
and involvement in organised
religious activity)
High socioeconomic status

Psychological traits High ability level
Easy temperament

Self-evaluative beliefs High self-esteem
Internal locus of control
Task-related self-efficacy

Coping skills Planning skills
Skill in seeking social support
Sense of humour
Empathy skills
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major positive family factors associated with adolescents’ adjustment to
life stress. The absence of childhood separations, losses, bereavements, pa-
rental mental health problems, criminality and marital discord also char-
acterise the families of children who are resilient in the face of stress.

Grandparental Care

Increasingly, with the lengthening of the average lifespan, the responsi-
bility of caring for ageing parents is becoming a routine responsibility
for men and women in midlife. The stress associated with this role and
the impending death of the ageing parent tends to be most acutely felt
by daughters of ageing parents. Social support from family and friends
and periodic relief custodial care are important coping resources for
such daughters to employ in managing the stresses of caring for age-
ing parents. Family therapists have a role to play in helping families
manage this important task of sharing the stresses associated with car-
ing for ageing family members (Richardson, Gilleard, Lieberman &
Peeler, 1994).

Launching

The seventh stage of the family lifecycle model is concerned with the
transition of young adult children out of the parental home. Ideally
this transition entails the development of a less hierarchical relation-
ship between parents and children. During this stage, the parents are
faced with the task of adjusting to living as a couple again, to dealing
with disabilities and death in their families of origin and of adjust-
ing to the expansion of the family if their children marry and procre-
ate. However, the process of midlife re-evaluation, which began in the
previous life-cycle stage, takes on a particular prominence as the nest
empties.

Midlife Re-evaluation

As adolescents grow up and begin to leave home parents must contend not
only with changes in their relationships with their maturing children but
also with a midlife re-evaluation of their marital relationship and career
aspirations. Just as the notion of the universality of adolescent rebellion
has not been supported by the results of carefully conducted community-
based surveys, so also the popular conception of the midlife crisis has
been found to be a relatively rare phenomenon (Papalia, Wendkos-Olds,
Duskin & Feldman, 2001; Santrock, 2003). Longitudinal studies show
that many men and women in their 40s become more introspective and
re-evaluate their roles within the family and the world of work. For men,
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there may be a shift in values with an increased valuing of family life
over work life. For women, there may be an increased emphasis on work
over family. However, these changes in values rarely lead to changes that
assume crisis proportions.

Gould (1981) has shown in an extensive study of clinical and non-clinical
populations that the assumptions and belief systems learned within
the family of origin are challenged in a gradual way over the course of
adulthood, and this process reaches a resolution in midlife. Gould’s find-
ings are summarised in Table 1.4. The assumptions of childhood give a
sense of safety and security. They include a belief in omnipotent thought;
abelief in omnipotent protective parents; a belief in the absoluteness of the
parents” world view; and defences against a rage reaction to separation.

Table 1.4 False assumptions challenged in adulthood

Period False assumption Belief systems
Late teens I will always belong  If I get any more independent it will be a
to my parents and disaster
believe in their I can only see the world through my parents’
world assumptions
Only they can guarantee my safety
They must be my only family
I don’t own my body
20s Doing it their way ~ If I follow the rules, I will be rewarded
will bring results There is only one right way to do things
and they will Rationality, commitment and effort will
guide me through always prevail over other forces
difficulties My partner will do those things for me that I
cannot do for myself (i.e. give me a love-cure)
30s Life is simple and What I know intellectually, I know
controllable. There emotionally
are no significant I am not like my parents in ways that I don’t
coexisting want to be
contradictory forces I can see the reality of those close to me
within me clearly
I can realistically identify and deal with
threats to my security
40s There is no evil in My work or my relationships grant me

me or death in the
world. The sinister
has been expelled

immunity from death and danger
There is no life beyond this family
I am innocent

Source: Based on Gould (1981). Transformations: Growth and Change in Adult Life.
New York: Simon & Schuster.
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Adult consciousness on the other hand is governed by an acceptance that
we create our own lives according to beliefs and values that are different
from those internalised in childhood.

In the late teens, if the adolescent is to be liberated from the family,
the parents” world view must be appraised. The parents’ roles as protec-
tors must be evaluated and their command over the youth’s sexuality and
body must be challenged. The conflict is between retaining a childhood
role and trying out new roles.

In the 20s, within the work arena, the idea that life is fair and if you
stick to the rules you will win, is challenged. With relationships, the idea
that our partners can make up for our deficiencies and we can make up
for theirs is also challenged at this time. The idea that love can cure per-
sonal deficiencies must be given up during the 20s. For example, a talk-
ative partner can’t make up for a quiet partner’s style nor can a nurturent
partner fulfil all their partner’s dependency needs. When these assump-
tions have been challenged, the person is in a position to differentiate suf-
ficiently to establish a family separate from the family of origin.

The assumptions that are challenged up to the 20s relate to the outer
world. In the 30s, assumptions about our inner selves or our relation-
ships with ourselves are challenged. The person realises that one can
know something intellectually such as ‘this row with my partner can be
resolved through patient negotiation’, and yet lack the emotional knowl-
edge to work through the process of negotiation. In the 30s people realise
that they have many characteristics of their parents, which they dislike.
For example, they may treat their children unfairly. This has to be recog-
nised if patterns are not to be repeated across generations. There must be
an acceptance of a partner’s evolution and growth, and the fact that we
cannot assume that we see their point of view today just because we saw
it a year ago. There are many threats to security in midlife both within
marriage and the workplace. Perceived threats within marriage are often
projections, rather than realistic threats.

People in their 30s assume that the feelings of being mistreated or taken
for granted are real threats from their partners rather than projections
onto their partners of ways in which they were treated as children by
their parents or significant others. The belief that we can always identify
and deal with threats accurately must be challenged in midlife.

In the 40s illusions of safety are challenged. For men, the most common
illusion is ‘If I am successful I will never be frightened again’. For women,
the most widespread illusion is ‘I cannot be safe without a man to protect
me’. When these illusions are challenged, both men and women are freed
from slavish adherence to career or marital roles to make the best use
of their remaining years with an awareness of their mortality in mind.
Within marriage, both husbands and wives must challenge the belief that
there is no life outside the marriage. This may lead to them choosing to
separate or choosing consciously to live together. The choice to remain
married enriches the marriage. In midlife there must be a reappraisal of
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the idea that we are innocent, since this is usually a defence against the
childhood tendency to label certain emotional states as bad or unaccept-
able. There is an examination of how we label these emotional experiences
rather than a continued attempt to try to deny them. For example:

anger need not be labelled destructiveness
pleasure need not be labelled as irresponsibility
sensuality need not be labelled as sinfulness
wicked thoughts need not entail wicked actions
dissatisfaction need not be labelled as greed
love need not be labelled as weakness
self-concern need not be labelled as selfishness.

When these aspects of the self are relabelled rather than denied and in-
tegrated into the conscious self a process of liberation and increased psy-
chological vitality occurs. For Gould (1981), at the end of the midlife pe-
riod the adult experiences a consciousness where the guiding belief is ‘I
own myself” rather than ‘I am theirs’. The sense of self-ownership gives
life meaning.

Couples who seek marital and family therapy in midlife are often pre-
occupied with the consolidation of an adult consciousness, as described
by Gould.

Later Life, Illness and Death

In the final stage of the family lifecycle model, the family must cope with
the parents’ physiological decline, and approaching death, while at the
same time developing routines for benefiting from the wisdom and expe-
rience of the elderly. A central issue for all family members in this stage
as parents move into later life is coping with their approaching death,
possible terminal illness and the inevitability of death and ultimately
bereavement. Following bereavement or during adjustment to life-
threatening illness, families may be referred for therapy because one
or more of their members display adjustment difficulties, such as those
listed in Table 1.5. All of these types of problems typically reflect involve-
ment in the following grief processes:

shock

denial or disbelief
yearning and searching
sadness

anger

anxiety

guilt and bargaining
acceptance.
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There is not a clear-cut progression through these processes from one to
the next (Stroebe, Hansson, Stroebe & Schut, 2001; Walsh & McGoldrick,
2004). Rather, at different points in time, one or other process predomi-
nates when a family member has experienced a loss or faces death. There
may also be movement back and forth between processes.

Shock and Denial

Shock is the most common initial reaction, it can take the form of physi-
cal pain, numbness, apathy or withdrawal. The person may appear to be
stunned and unable to think clearly. This may be accompanied by denial,
disbelief or avoidance of the reality of the bereavement, a process can last
minutes, days, even months. During denial people may behave as if the
dead family member is still living, albeit elsewhere. Thus, the bereaved
may speak about future plans that involve the deceased. Terminally ill
people may talk about themselves and their future as if they were going
to live indefinitely.

Yearning and Searching

A yearning to be with the deceased, coupled with disbelief about their
death, may lead younger family members to engage in frantic searches for
the dead person, wandering or running away from the home in a quest
for the person who has died. Children or grandchildren within the family
may phone relatives or friends trying to trace the person who has died.
During this process, those who have lost family members may report see-
ing them or being visited by them. Some children carry on full conversa-
tions with what presumably are hallucinations of the deceased person.
Mistaking other people for the deceased is also a common experience
during the denial process. With terminal illness, the yearning for health
may lead to a frantic search for a miracle cure and to involvement in alter-
native medicine.

Sadness

When denial gives way to a realisation of the reality of death, family
members may experience profound sadness, despair, hopelessness and
depression. The experience of sadness may be accompanied by low en-
ergy, sleep disruption, a disturbance of appetite, tearfulness, an inabil-
ity to concentrate and a retreat from social interaction. Young children or
grandchildren experiencing the despair process may regress and begin to
behave as if they were a baby again wetting their beds and sucking their
thumbs, hoping that by becoming a baby, the dead person may return to
comfort them. With terminal illness, despair, hopelessness and depres-
sion finds expression in an unwillingness to fight the illness.
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Anger

Complementing the despair process, there is an anger process associated
with the sense of having been abandoned. Aggression, conflict within the
family and the wider social system, and drug and alcohol abuse are some
of the common ways that grief-related anger finds expression. With termi-
nal illness, the anger may be projected onto family members or members
of the medical team. Destructive conflicts within these relationships may
occur, such as refusal to adhere to medical regimes, to take medication or
to participate in physiotherapy.

Anxiety

The expression of such anger, may often be followed by remorse or fear of
retribution. Young children or grandchildren may fear that the deceased
family member will punish them for their anger and so it is not surprising
that they may want to leave the light on at night and may be afraid to go
to bed alone. In adolescents and adults anxiety is attached to reality-based
threats. So, where a family member has been lost through illness or acci-
dent, those grieving may worry that they too will die from similar causes.
This can lead to a belief that one is seriously ill and to a variety of somatic
complaints, such as stomach aches and headaches. It may also lead to a
refusal to leave home, lest a fatal accident occur. Referral for assessment of
separation anxiety, recurrent abdominal pain, headaches, hypochondria-
sis and agoraphobia may occur in these cases.

Guilt and Bargaining

The guilt process is marked by self-blame for causing or not preventing the
death of the deceased. Family members may also find themselves think-
ing that if they died this might magically bring back the deceased. Thus,
the guilt process may underpin suicidal ideation or self-injury, which
invariably leads to referral for mental health assessment. With terminal
illness, the illness may be experienced as a punishment for having done
something wrong. This sense of guilt underpins the bargaining process
in which people facing death engage. The bargaining process may be car-
ried out as imagined conversations with a deity, where the dying person
makes promises to live a better life if they are permitted to live longer.

Acceptance

The final grief process is acceptance. With bereavement, the surviving
family members reconstruct their view of the world so that the deceased
person is construed as no longer living in this world, but a benign and
accessible representation of them is constructed that is consistent with
the family’s belief system. For example, a Christian may imagine that the
deceased is in heaven. Atheists may experience the deceased as living on
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in their memory or in projects or photographs left behind. In terminal
illness, acceptance involves a modification of the world view so that the
future is foreshortened and therefore the time remaining is highly val-
ued and is spent living life to the full rather than searching in vain for
a miracle cure. For bereaved families, new lifestyle routines are evolved
as part of the process of accepting the death of a family member and
the family is reorganised to take account of the absence of the deceased
person. With terminal illness, once the family accept the inevitability of
imminent death, routines that enhance the quality of life of the dying
person may be evolved. A summary of the grief processes and related
adjustment problems that may lead to referral is presented in Table 1.5.

Variability in Grief Responses

Reviews of empirical studies of bereavement confirm that there is extraor-
dinary variation in grief processes and the following points have been well
substantiated (Kissane & Bloch, 2002; Shackleton, 1983; Stroebe et al., 2001;
Walsh & McGoldrick, 2004; Wortman & Silver, 1989). First, not everyone
needs to work through their sense of loss by immediate intensive conver-
sation about it. Second, depression following bereavement is not univer-
sal. Only about a third of people suffer depression following bereavement.
Third, failure to show emotional distress initially does not necessarily
mean that later adjustment problems are inevitable. It appears that different
people use different coping strategies to cope with loss. Some use distrac-
tion or avoidance, while others use confrontation of the grief experience
and working through. Those that effectively use the former coping strategy
may not show emotional distress. Fourth, extreme distress following be-
reavement commonly occurs in those who show protracted grief reactions.
Fifth, many people who work through their sense of loss early have later
problems. Sixth, a return to normal functioning does not always occur rap-
idly. While the majority of people approximate normal functioning within
two years, a substantial minority of bereaved people continue to show
adjustment difficulties even seven years after bereavement. Seventh, reso-
lution and acceptance of death does not always occur. For example, parents
who loose children or those who loose a loved one in an untimely fatal ac-
cident show protracted patterns of grief. Eighth, grief may have a marked
effect on physical functioning. Infections and other illnesses are more com-
mon among bereaved people and this is probably due to the effect of loss-
related stress on the functioning of the immune system. However, with
the passage of time immune-system functioning returns to normal. Ninth,
children’s grief reactions tend to be similar in form to those of adults but
to be briefer and less intense, probably because in comparison with adults,
children do not tend to focus for a protracted time period on memories
or lost possibilities concerning the bereaved person. Tenth, the quality of
family relationships may change in response to bereavement or terminal
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illness, with discordant relationships becoming more discordant and sup-
portive relationships remaining so. Finally, bereavement, particularly loss
of a parent, leaves young children vulnerable to depression in adult life.
Adults bereaved as children have double the risk of developing depression
when faced with a loss experience in adult life compared with their non-
bereaved counterparts. Bereaved children most at risk for depression in
adulthood are girls who were young when their parents died a violent or
sudden death, and who subsequently received inadequate care associated
with the surviving parent experiencing a prolonged grief reaction.

Having considered a family lifecycle model that assumes lifelong mo-
nogamy, lifecycle models that address other types of family arrangements
deserve attention, particularly those that evolve when separation, divorce
and remarriage occurs.

LIFECYCLE STAGES ASSOCIATED WITH SEPARATION
AND DIVORCE

Divorce is no longer considered to be an aberration in the normal family
lifecycle, but a normative transition for a substantial minority of families
(Greene, Anderson, Hetherington, Forgatch & DeGarmo, 2003; Haskey,
1999). In the USA and the UK, between a third and a half of marriages end
in divorce. Family transformation through separation, divorce and remar-
riage may be conceptualised as process involving a series of stages. Carter
and McGoldrick’s (1999) model of the stages of adjustment to divorce is
presented in Table 1.6. This model outlines tasks that must be completed
during various stages of the transformation process that involves separa-
tion and remarriage. Failure to complete tasks at one stage, may lead to
adjustment problems for family members at later stages and referrals for
couples or family therapy (Emery & Sbarra, 2002).

Decision to Divorce

In the first stage, the decision to divorce occurs and accepting one’s own
part in marital failure is the central task. However, it is useful to keep
in mind that many contextual factors contribute to divorce including
socioeconomic status (SES), urban/rural geographical location, age at
marriage, premarital pregnancy, psychological adjustment and parental
divorce (Faust & McKibben, 1999; Raschke, 1987). Divorce is more com-
mon among those from lower socioeconomic groups with psychological
problems who live in urban areas and who have married before the age
of 20. It is also common where premarital pregnancy has occurred and
where parental divorce has occurred. Divorce is less common among those
from higher socioeconomic groupings without psychological problems
who live in rural areas and who have married after the age of 30. Where



30 CENTRAL CONCEPTS IN FAMILY THERAPY

Table 1.6 Extra stages in the family lifecycle entailed by separation or divorce
and remarriage

Stage Task

1. Decision to divorce Accepting one’s own part in marital failure

2. Planning separation  Cooperatively developing a plan for custody of the
children, visitation and finances
Dealing with the families of origin’s response to the
plan to separate

3. Separation Mourning the loss of the intact family

Adjusting to the change in parent—child and parent—
parent relationships

Avoiding letting marital arguments interfere with
parent-to-parent cooperation

Staying connected to the extended family

Managing doubts about separation and becoming
committed to divorce

4. Post-divorce period = Maintaining flexible arrangements about custody,
access and finances without detouring conflict
through the children

Ensuring both parents retain strong relationships
with the children
Re-establishing peer relationships and a social

network
5. Entering a new Completing emotional divorce from the previous
relationship relationship

Developing commitment to a new marriage

6. Planning a new Planning for cooperative co-parental relationships
marriage with ex-spouses
Planning to deal with children’s loyalty conflicts
involving natural and step-parents
Adjust to widening of extended family

7. Establishing a new Realigning relationships within the family to allow
family space for new members
Sharing memories and histories to allow for
integration of all new members

Source: Adapted from Carter and McGoldrick (1999). The Expanded Family Lifecycle.
Individual, Family and Social Perspectives, 3rd edn. Boston: Allyn & Bacon.

premarital pregnancy has not occurred and where the couples’ parents
are still in their first marriage divorce is also less common. The economic
resources associated with high SES, the community integration associ-
ated with rural living, the psychological resources associated with matu-
rity and the model of marital stability offered by non-divorced parents are
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the more common explanations given for the associations among these
factors associated with divorce. The relationship between these various
factors and divorce while consistent, are moderate to weak. That is, there
are significant subgroups of people who show some or all of these risk
factors but do not divorce.

Separation

In the second stage of the lifecycle model of divorce, plans for separa-
tion are made. A cooperative plan for custody of the children, visitation,
finances and dealing with families of origin’s response to the plan to sepa-
rate must be made if positive adjustment is to occur. Mediation may fa-
cilitate this process (Folberg, Milne & Salem, 2004). The third stage of the
model is separation. Mourning the loss of the intact family; adjusting to
the change in parent-child and parent—parent relationships; preventing
marital arguments from interfering with interparental cooperation, stay-
ing connected to the extended family and managing doubts about separa-
tion are the principal tasks at this stage.

Divorce leads to multiple life changes that affect parental well-being,
and the impact of these changes on parental well-being is mediated by a
range of personal and contextual factors (Amato, 2000; Anderson, 2003;
Hetherington & Kelly, 2002). Divorce leads custodial parents to experi-
ence major changes in their lives, including a change in residential ar-
rangements, economic disadvantage, loneliness associated with social
network changes, and role-strain associated with the task overload that
results from having to care for children and work outside the home. Non-
custodial parents experience all of these changes with the exception of
role-strain. Changes in divorced couples’ residential arrangements, eco-
nomic status, social networks and role demands lead to a deterioration
in physical and mental health for the majority of individuals immedi-
ately following separation. Mood swings, depression, identity problems,
vulnerability to common infections, and exacerbation of previous health
problems are all common sequalae for adults who have separated or
divorced. However, for most people these health problems abate within
two years of the separation.

Post-divorce Period

The fourth stage of the lifecycle model of divorce is the post-divorce
period. Here couples must maintain flexible arrangements about cus-
tody, access and finances without detouring conflict through the children;
retain strong relationships with the children; and re-establish peer rela-
tionships. The stresses and strains of residential changes, economic hard-
ship, role changes and consequent physical and psychological difficulties
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associated with the immediate aftermath of separation may compromise
parents’ capacity to cooperate in meeting their children’s needs for safety,
care, control, education and relationships with each parent (Amato, 1993,
2000, 2001; Amato & Gilbreth, 1999). Authoritarian—punitive parenting,
lax laissez-faire or neglectful parenting, and chaotic parenting, which in-
volves oscillating between both of these extreme styles, are not uncom-
mon among both custodial and non-custodial parents who have divorced.
Couples vary in the ways in which they coordinate their efforts to par-
ent their children following divorce. Three distinct coparenting styles
have been identified in studies of divorced families (Bray & Hethering-
ton, 1993). With cooperative parenting, a unified and integrated set of rules
and routines about managing the children in both the custodial and non-
custodial households is developed. This is the optimal arrangement but
only occurs in about one in five cases. With parallel parenting, each parent
has his or her own set of rules for the children and no attempt is made to in-
tegrate these. Most children show few adjustment problems when parallel
parenting occurs and this is the most common pattern. When conflictual par-
enting occurs, the couple do not communicate directly with each other. All
messages are passed through the child and this go-between role, forced on
the child, is highly stressful and entails sustained adjustment problems.

Parental separation and divorce are major life stressors for all family
members. For children, the experiences of separation and divorce may
lead to short- and longer-term adjustment reactions (Amato, 2000, 2001;
Amato & Gilbreth, 1999; Hetherington & Kelly, 2002; Kelly, 2000; Leon,
2003; Reifman, Villa, Amans, Rethinam & Telesca, 2001; Rogers, 2004;
Wallerstein, 1991). During the two-year period immediately following
divorce, most children show some adjustment problems. Boys tend to dis-
play conduct or externalising behaviour problems and girls tend to expe-
rience emotional or internalising behaviour problems. Both boys and girls
may experience educational problems and relationship difficulties within
the family, school and peer group. The mean level of maladjustment has
consistently been found to be worse for children of divorce in comparison
with those from intact families on a variety of measures of adjustment, in-
cluding conduct difficulties, emotional problems, academic performance,
self-esteem and relationships with parents. This has led to the erroneous
conclusion by some interpreters of the literature that divorce always has a
negative effect on children. When the impact of divorce on children is ex-
pressed in terms of the percentages of maladjusted children, it is clear that
divorce leads to maladjustment for only a minority of youngsters. A small
proportion of individuals from families where divorce has occurred have
difficulty making and maintaining stable marital relationships, have psy-
chological adjustment difficulties and attain a lower socioeconomic level
in comparison with adults who have grown up in intact families.

Certain characteristics of children and certain features of their so-
cial contexts mediate the effects of parental divorce on their adjustment
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(Amato, 2000, 2001; Amato & Gilbreth, 1999; Anderson, 2003; Faust &
McKibben, 1999; Hetherington & Kelly, 2002; Greene et al., 2003; Kelly,
2000; Leon, 2003; Reifman et al,, 2001; Rogers, 2004; Visher, Visher &
Pasley, 2003; Wallerstein, 1991). In terms of personal characteristics, males
between the ages of three and 18 years are particularly at risk for post-
divorce adjustment problems, especially if they have biological or psycho-
logical vulnerabilities. Biological vulnerabilities may result from genetic
factors, prenatal and perinatal difficulties, or a history of serious illness or
injury. Psychological vulnerabilities may be entailed by low intelligence,
a difficult temperament, low self-esteem, an external locus of control, or a
history of previous psychological adjustment problems. Specific features
of children’s families and social networks may render them vulnerable to
adjustment difficulties following parental separation or divorce. Children
are more likely to develop post-separation difficulties if there have been
serious difficulties with the parent—child relationship prior to the separa-
tion. Included here are insecure attachment, inconsistent discipline and
authoritarian, permissive or neglectful parenting. Exposure to chronic
family problems including parental adjustment problems, marital dis-
cord, domestic violence, family disorganisation, and a history of previous
separations and reunions also place children at risk for post-separation
adjustment problems. Early life stresses, such as abuse or bereavement,
may also compromise children’s capacity to deal with stresses entailed
by parental separation. In contrast to these factors that predispose chil-
dren to post-separation adjustment difficulties, better post-separation ad-
justment occurs where youngsters have a history of good physical and
psychological adjustment and where their families have offered a stable
parenting environment.

Following parental separation, adjustment difficulties may be main-
tained by a variety of psychological factors within the child and a range of
psychosocial factors within the child’s family and social network (Amato,
2000, 2001; Amato & Gilbreth, 1999; Anderson, 2003; Faust & McKibben,
1999; Hetherington & Kelly, 2002; Greene et al., 2003; Kelly, 2000; Leon,
2003; Reifman et al.,, 2001; Rogers, 2004; Visher et al., 2003; Wallerstein,
1991). At a personal level, adjustment problems may be maintained by
rigid sets of negative beliefs related to parental separation. These beliefs
may include the view that the child caused the separation and has the
power to influence parental reunification, or a belief that abandonment
by parents and rejection by peers is inevitable. Within the child’s fam-
ily and social network, adjustment problems following separation may
be maintained by sustained parental conflict and routine involvement of
the child in this ongoing parental acrimony. The use of non-optimal par-
enting styles, a lack of consistency in parental rules and routines across
custodial and non-custodial households, a lack of clarity about new
family roles and routines within each household, and confused family
communication may all maintain children’s post-separation adjustment
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problems. These parenting and coparenting problems that maintain
children’s adjustment difficulties are in turn often a spin-off from par-
ents’ personal post-separation adjustment problems. The degree to which
parental post-separation problems compromise their capacity to provide
a coparenting environment that minimises rather than maintains their
children’s adjustment reactions is partially determined by the stresses
that parents face in the aftermath of separation. These include the loss of
support, financial hardship and social disadvantage.

In contrast to these factors that maintain post-separation adjustment
difficulties, better post-separation adjustment occurs in youngsters who
have psychological strengths, such as high self-esteem, an internal locus
of control, realistic beliefs about their parents separation and divorce,
good problem-solving skills and good social skills. In terms of the child’s
family and social network, better adjustment occurs usually after a two-
year period has elapsed, where parental conflict is minimal and not chan-
nelled through the child, and where an authoritative parenting style is
employed. Where parents cope well with post-separation grief, have good
personal psychological resources, and a high level of satisfaction within
their new relationships, children show better post-separation adjustment.
Parental commitment to resolving child-management difficulties and a
track record of coping well with transitions in family life may be viewed
as protective factors. The availability of social support for both parents and
children from the extended family and peers and the absence of financial
hardship are also protective factors for post-separation adjustment. Where
the school provides a concerned student-centred, achievement-oriented
ethos with a high level of student contact and supervision, children are
more likely to show positive adjustment following separation. The factors
discussed above have a cumulative effect, with more predisposing and
maintaining factors being associated with worse adjustment and more
protective factors being associated with better adjustment.

New Relationships

Establishing a new relationship occurs in the fifth stage of the divorce life-
cycle model. For this to occur, emotional divorce from the previous rela-
tionship must be completed and a commitment to a new marriage must be
developed. The sixth stage of the model is planning a new marriage. This
entails planning for cooperative coparental relationships with ex-spouses
and planning to deal with children’s loyalty conflicts involving natural
and step-parents. It is also important to adjust to the widening of the ex-
tended family. In the final stage of the model establishing a new family
is the central theme. Realigning relationships within the family to allow
space for new members and sharing memories and histories to allow for
integration of all new members are the principal tasks of this stage.



GOALS OF FAMILY THERAPY ACROSS THE LIFECYCLE 35

Step-families have unique characteristics that are, in part, affected
by the conditions under which they are formed (Hetherington & Kelly
2002; Raschke, 1987; Visher et al., 2003). On the positive side, surveys of
step-families have found them to be more open in communication, more
willing to deal with conflict, more pragmatic, less romantic and more
egalitarian with respect to childcare and housekeeping tasks. On the
negative side, compared with intact first marriages, step-families are less
cohesive and more stressful. Step-parent-child relationships on average
tend to be more conflictual than parent-child relationships in intact fami-
lies. This is particularly true of step-father-daughter relationships and
may be due to the daughter’s perception of the step-father encroaching on
a close mother—daughter relationship.

Children’s adjustment following remarriage is associated with age, gen-
der and parents’ satisfaction with the new marriage (Greene et al., 2003;
Hetherington & Kelly, 2002; Visher et al., 2003). Good adjustment occurs
when the custodial parent remarries while children are pre-adolescent, in
their late adolescence or in early adulthood. All children in divorced fami-
lies resist the entry of a step-parent. But during the early teenage years
(10-15) this resistance is at a maximum. Divorced adults with children
in middle childhood and early adolescence who wish to remarry should
try to wait until after the children have reached about 16-18 years, if they
want their new relationship to have a fair chance of survival. Remarriage
is more disruptive for girls than for boys. Marital satisfaction in the new
relationship has a protective effect for young boys and it is a risk factor
for preadolescent girls. Young boys, benefit from their custodial moth-
ers forming a satisfying relationship with a new partner. Such satisfying
relationships lead step-fathers to behave in a warm, child-centred way
towards their step-sons and to help them learn sports and academic skills.
These skills help young boys become psychologically robust. Preadoles-
cent girls feel that the close supportive relationship they have with their
divorced mothers is threatened by the development of a new and satisfy-
ing marital relationship. They usually respond with increased conduct
problems and psychological difficulties. In adolescence, when the remar-
riage has occurred while the children were pre-adolescent, a high level of
marital satisfaction is associated with good adjustment and a high level of
acceptance of the step-parent for both boys and girls.

Adjustment problems arising from difficulties with managing the de-
velopmental tasks associated with family transformation through separa-
tion, divorce and remarriage may lead to a referral for family therapy.

THE INDIVIDUAL LIFECYCLE

In practising family therapy, the lifecycle of the family offers one impor-
tant developmental framework within which to conceptualise problems.
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However, it is also useful for therapists to conceptualise the dilemmas
faced by each individual at various lifecycle stages. For this reason, a cur-
sory review of a model of the individual lifecycle follows. Newman and
Newman'’s (2003) modification of Erik Erikson’s (1959) model of identity
development is presented in Table 1.7. The model has been selected be-
cause it pinpoints personal dilemmas that must be resolved at various
stages of development, which have particular relevance for participating
in family life. In this model it is assumed that at each stage of social de-
velopment the individual must face a personal dilemma. The ease with
which successive dilemmas are managed is determined partly by the
success with which preceding dilemmas were resolved and partly by the
quality of relationships within the individual’s family and social context.

Trust vs Mistrust

The main psychosocial dilemma to be resolved during the first two years
of life is trust versus mistrust. If parents are responsive to infants’ needs
in a predictable and sensitive way, the infant develops a sense of trust.
In the long term, this underpins a capacity to have hope in the face of
adversity and to trust, as adults, that difficult challenges can be resolved.
If the child does not experience the parent as a secure base from which
to explore the world, the child learns to mistrust others and this under-
pins a view of the world as threatening. This may lead the child to adopt
a detached position during later years and difficulties with making and
maintaining peer relationships may occur (Cassidy & Shaver, 1999).

Autonomy vs Shame and Doubt

The main psychosocial dilemma in the pre-school years is autonomy ver-
sus shame and doubt. During this period children become aware of their
separateness and strive to establish a sense of personal agency and im-
pose their will on the world. Of course, sometimes this is possible, but
other times their parents will prohibit them from doing certain things.
There is a gradual moving from the battles of the ‘terrible twos’ to the
ritual orderliness that many children show as they approach school-
going age. Routines develop for going to bed or getting up, mealtimes and
playtimes. The phrase ‘I can do it myself * for tying shoelaces or doing
their buttons are examples of the appropriate channelling of the desire to
be autonomous. If parents patiently provide the framework for children
to master tasks and routines, autonomy develops together with a sense
of self-esteem (Darling & Steinberg, 1993). As adults, such children are
patient with themselves and have confidence in their abilities to master
the challenges of life. They have high self-esteem and a strong sense of
will and self-efficacy. If parents are unable to be patient with the child’s



Table 1.7 Newman'’s revision of Erikson’s psychosocial stage model

Stage (years)

Dilemma and
(main process)

Virtue and
(positive self-
description)

Pathology and
(negative self-
description)

Infancy (0-2)

Early
childhood
(2-4)

Middle
childhood
4-6)

Late
childhood
(7-11)

Early
adolescence
(12-18)
Adolescence
(19-22)

Young
adulthood
(23-34)

Middle age
(34-60)

Old age
(60-75)

Very old age
(75—death)

Trusty vs mistrust
(Mutuality with
caregiver)

Autonomy vs
Shame & doubt
(Imitation)

Initiative vs guilt
(Identification)

Industry vs
inferiority
(Education)

*Group identity vs
alienation (Peer
pressure)

Identity vs role
confusion (Role
experimentation)

Intimacy vs isolation
(Mutuality with
peers)

Productivity vs
stagnation
(Person-
environment fit
and creativity)

Integrity vs despair
(Introspection)

*Immortality vs
extinction (Social
support)

Hope (I can attain
my wishes)

Will (I can control
events)

Purpose (I can
plan and
achieve goals)

Competence (I
can use skills to
achieve goals)

Affiliation (I can
be loyal to the
group)

Fidelity (I can
be true to my
values)

Love (I can be
intimate with
another)

Care (Iam
committed to
making the
world a better
place)

Wisdom (I am
committed to
life but I know
I will die soon)

Confidence (I
know that
my life has
meaning)

Detachment (I will
not trust others)

Compulsion (I will
repeat this act to
undo the mess that
I have made and
I doubt that I can
control events, and 1
am ashamed of this)

Inhibition (I can’t
plan or achieve
goals, so I don’t act)

Inertia (I have no
skills, so I won't
try)

Isolation (I cannot
be accepted into a
group)

Confusion (I don't
know what my
role is or what my
values are)

Exclusivity (I have no
time for others, so I
will shut them out)

Rejectivity (I do not
care about the
future of others,
only my own
future)

Despair (I am
disgusted at my
frailty and my
failures)

Diffidence (I can find
no meaning in my
life, so I doubt that
I can act)

Source: Adapted from Erikson (1959) Identity and the Life Cycle. New York: International
University Press. and Newman and Newman (2003). Development Through Life, 8th
edn. Pacific Grove, CA: Brookes/Cole.

*Stages marked with * are Newman'’s additions to Erikson’s original model.
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evolving wilfulness and need for mastery and criticise or humiliate
failed attempts at mastery, the child will develop a sense of self-doubt
and shame. The lack of patience and parental criticism will become in-
ternalised and children will evolve into adults who criticise themselves
excessively and who lack confidence in their abilities. In some instances
this may lead to the compulsive need to repeat their efforts at problem
solving so that they can undo the mess they have made and so cope with
the shame of not succeeding.

Initiative vs Guilt

At the beginning of school-going years the main psychosocial dilemma
is initiative versus guilt. When children have developed a sense of au-
tonomy in the preschool years, they turn their attention outwards to the
physical and social world and use their initiative to investigate and ex-
plore its regularities with a view to establishing a cognitive map of it. The
child finds out what is allowed and what is not allowed at home and at
school. Many questions about how the world works are asked. Children
conduct various experiments and investigations, for example by lighting
matches, taking toys apart, or playing doctors and nurses. The initiative
versus guilt dilemma is resolved when the child learns how to channel
the need for investigation into socially appropriate courses of action. This
occurs when parents empathise with the child’s curiosity but establish
the limits of experimentation clearly and with warmth (Darling & Stein-
berg, 1993). Children who resolve the dilemma of initiative versus guilt,
act with a sense of purpose and vision as adults. Where parents have dif-
ficulty empathising with the child’s need for curiosity and curtail experi-
mentation unduly, children may develop a reluctance to explore untried
options as adults because such curiosity arouses a sense of guilt.

Industry vs Inferiority

At the close of middle childhood and during the transition to adolescence,
the main psychosocial dilemma is industry versus inferiority. Having es-
tablished a sense of trust, of autonomy and of initiative, the child’s need
to develop skills and engage in meaningful work emerges. The motivation
for industry may stem from the fact that learning new skills is intrinsically
rewarding and many tasks and jobs open to the child may be rewarded.
Children who have the aptitude to master skills that are rewarded by par-
ents, teachers and peers emerge from this stage of development with new
skills and a sense of competence and self-efficacy about these.
Unfortunately, not all children have the aptitude for skills that are
valued by society. Youngsters who have low aptitudes for literacy skills,
sports and social conformity are disadvantaged from the start. This is
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compounded by the fact that in our culture, social comparisons are read-
ily made through, for example, streaming in schools and sports. In our
society, failure is ridiculed. Youngsters who fail and are ridiculed or hu-
miliated develop a sense of inferiority and in adulthood lack the motiva-
tion to achieve (McEvoy & Walker, 2000).

Group Identity vs Alienation

The young adolescent faces a dilemma of group identity versus alienation.
There is a requirement to find a peer group with which to become af-
filiated so that the need for belonging will be met. Joining such a group,
however, must not lead to sacrificing one’s individuality and personal
goals and aspirations. If young adolescents are not accepted by a peer
group they will experience alienation. In the longer term they may find
themselves unaffiliated and have difficulty developing social support
networks, which are particularly important for health and well-being.
To achieve group identity, their parents and school need to avoid over-
restriction of opportunities for making and maintaining peer relation-
ships. This has to be balanced against the dangers or overpermissivness
since lack of supervision is associated with conduct problems and drug
dependence (Burke, Loeber & Birmaher, 2002; Crome, Ghodse, Gilvarry &
McArdle, 2004; Loeber, Burke, Lahey, Winters & Zera, 2000).

Identity vs Role Confusion

While the concern of early adolescence is group membership and affili-
ation, the establishment of a clear sense of identity — that is, a sense of
who I am - is the major concern in late adolescence. Marcia (1981) has
found that adolescents may achieve one of four identity states. With iden-
tity diffusion there is no firm commitment to personal, social, political
or vocational beliefs or plans. Such individuals are either fun-seekers or
people with adjustment difficulties and low self-esteem. With foreclosure,
vocational, political or religious decisions are made for the adolescent by
parents or elders in the community and are accepted without a prolonged
decision-making process. These adolescents tend to adhere to authoritar-
ian values. In cases where a moratorium is reached, the adolescent experi-
ments with a number of roles before settling on an identity. Some of these
roles may be negative (delinquent) or non-conventional (drop-out/com-
mune dweller). However, they are staging posts in a prolonged decision-
making process on the way to a stable identity. Where adolescents achieve
a clear identity following a successful moratorium, they develop a strong
commitment to vocational, social, political and religious values, and usu-
ally have good psychosocial adjustment in adulthood. They have high
self-esteem, realistic goals, a stronger sense of independence and are more
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resilient in the face of stress. Where a sense of identity is achieved follow-
ing a moratorium in which many roles have been explored, the adolescent
avoids the problems of being aimless, as in the case of identity diffusion,
or trapped, which may occur with foreclosure. Parents may find allowing
adolescents the time and space to enter a moratorium before achieving a
stable sense of identity difficult and referral for psychological consulta-
tion may occur.

Intimacy vs Isolation

The major psychosocial dilemma for people who have left adolescence is
whether to develop an intimate relationship with another or move to an
isolated position. People who do not achieve intimacy experience isola-
tion. Isolated individuals have unique characteristics (Newman & New-
man, 2003). Specifically, they overvalue social contact and suspect that all
social encounters will end negatively. They also lack the social skills, such
as empathy or affective self-disclosure, necessary for forming intimate
relationships. These difficulties typically emerge from experiences of
mistrust, shame, doubt, guilt, inferiority, alienation or role confusion as-
sociated with failure to resolve earlier developmental dilemmas and crises
in a positive manner. A variety of social and contextual forces contribute
to isolation. Our culture’s emphasis on individuality gives us an enhanced
sense of separateness and loneliness. Our culture’s valuing of competi-
tiveness (particularly among males) may deter people from engaging in
self-disclosure. Men have been found to self-disclose less than women, to
be more competitive in conversations and to show less empathy.

Productivity vs Stagnation

The midlife dilemma of is that of productivity versus stagnation. People
who select and shape a home and work environment that fits with their
needs and talents are more likely to resolve this dilemma by becoming
productive. Productivity may involve procreation, work-based productiv-
ity or artistic creativity. Those who become productive focus their energy
into making the world a better place for further generations. Those who
fail to select and shape their environment to meet their needs and talents
may become overwhelmed with stress and become burnt out, depressed
or cynical on the one hand, or greedy and narcissistic on the other.

Integrity vs Despair

In later adulthood the dilemma faced is integrity versus despair. A sense
of personal integrity is achieved by those who accept the events that make
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up their lives and integrate these into a meaningful personal narrative in
a way that allows them to face death without fear. Those who avoid this
introspective process or who engage in it and find that they cannot ac-
cept the events of their lives or integrate them into a meaningful personal
narrative that allows them to face death without fear develop a sense of
despair. The process of integrating failures, disappointments, conflicts,
growing incompetencies and frailty into a coherent life story is very chal-
lenging and is difficult to do unless the first psychosocial crisis of trust
versus mistrust was resolved in favour of trust. The positive resolution of
this dilemma in favour of integrity rather than despair leads to the devel-
opment of a capacity for wisdom.

Immortality vs Extinction

In the final months of life the dilemma faced by the very old is immortal-
ity versus extinction. A sense of immortality can be achieved by living
on through one’s children; through a belief in an afterlife; by the perma-
nence of one’s achievements (either material monuments or the way one
has influenced others); by viewing the self as being part of the chain of
nature (the decomposed body becomes part of the earth that brings forth
new life); or by achieving a sense of experiential transcendence (a mysti-
cal sense of continual presence). When a sense of immortality is achieved
the acceptance of death and the enjoyment of life, despite frailty, becomes
possible. This is greatly facilitated when people have good social support
networks to help them deal with frailty, growing incompetence and the
possibility of isolation. Those who lack social support and have failed to
integrate their lives into a meaningful story may fear extinction and find
no way to accept their physical mortality while at the same time evolving
a sense of immortality.

Erikson’s model has received some support from a major longitudinal
study (Valliant, 1977). However, it appears that the stages do not always
occur in the stated order and often later life events can lead to changes in
the way in which psychosocial dilemmas are resolved.

It is important for therapists to have a sensitivity to the personal di-
lemmas faced by family members who participate in marital and family
therapy. The individual lifecycle model presented here and summarised
in Table 1.7 offers a framework within which to comprehend such persona
dilemmas.

SEX-ROLE DEVELOPMENT

One important facet of identity is sex role (Vasta, Haith & Miller, 2003).
This area deserves particular consideration because a sensitivity to gen-
der issues is essential for the ethical practice of family therapy. From birth
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to five years of age, children go through a process of learning the concept
of gender. They first distinguish between the sexes and categorise them-
selves as male or female. Then they realise that gender is stable and does
not change from day to day. Finally they realise that there are critical dif-
ferences (such as genitals) and incidental differences (such as clothing)
that have no effect on gender. It is probable that during this period they
develop gender scripts, which are representations of the routines associ-
ated with their gender roles. On the basis of these scripts they develop
gender schemas, which are cognitive structures used to organise informa-
tion about the categories male and female (Levy & Fivush, 1993).

Extensive research has shown that in western culture sex-role toy pref-
erences, play, peer group behaviour and cognitive development are dif-
ferent for boys and girls (Serbin, Powlishta & Gulko, 1993). Boys prefer
trucks and guns. Girls prefer dolls and dishes. Boys do more outdoor play
with more rough and tumble, and less relationship-oriented speech. They
pretend to fulfil adult male roles, such as warriors, heroes and firemen.
Girls show more nurturent play involving much relationship conversation
and pretend to fulfil stereotypic adult female roles, such as homemakers.
As children approach the age of five years they are less likely to engage
in play that is outside their sex role. A tolerance for cross-gender play
evolves in middle childhood and diminishes again at adolescence. Boys
play in larger groups, whereas girls tend to limit their group size to two
or three.

There are some well-established gender differences in the abilities of
boys and girls (Halpern, 2000). Girl’s show more rapid language develop-
ment than boys and earlier competence at maths. In adolescence, boys
competence in maths exceeds that of girls and their language differences
even out. Males perform better on spatial tasks than girls throughout
their lives.

While an adequate explanation for gender differences on cognitive
tasks cannot be given, it is clear that sex-role behaviour is influenced by
parents’ treatment of children (differential expectations and reinforce-
ment) and by children’s response to parents (identification and imitation)
(Serbin et al., 1993). Numerous studies show that parents expect different
sex-role behaviour from their children and reward children for engaging
in these behaviours. Boys are encouraged to be competitive and activ-
ity oriented. Girls are encouraged to be cooperative and relationship ori-
ented. A problem with traditional sex roles in adulthood is that they have
the potential to lead to a power imbalance within marriage, an increase in
marital dissatisfaction, a sense of isolation in both partners and a decrease
in father involvement in child care tasks (Gelles, 1995).

However, rigid sex roles are now being challenged and the ideal of
androgyny is gaining in popularity. The androgynous youngster devel-
ops both male and female role-specific skills. Gender stereotyping is less
marked in families where parents’ behaviour is less sex typed; where both
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parents work outside the home; and in single-parent families. Gender ste-
reotyping is also less marked in families with high socioeconomic status
(Vasta et al., 2003).

GAY AND LESBIAN LIFECYCLES

A significant minority of individuals have gay or lesbian sexual orienta-
tions. When such individuals engage in family therapy, it is important that
frameworks unique to their sexual identity be used to conceptualise their
problems, rather than frameworks developed for heterosexual people and
families (Laird, 2003).

Gay and Lesbian Identity Formation

Lifecycle models of the development of gay and lesbian identities high-
light two significant transitional processes: self-definition and ‘coming
out’ (Laird, 2003; Laird & Green, 1996; Malley & Tasker, 1999; Stone-Fish &
Harvey, 2005; Tasker & McCann, 1999). The first process — self-definition
as a gay or lesbian person — occurs initially in response to experiences
of being different or estranged from same-sex heterosexual peers and
later in response to attraction to and/or intimacy with peers of the same
gender. The adolescent typically faces a dilemma of whether to accept or
deny the homoerotic feelings he or she experiences. The way in which this
dilemma is resolved is in part influenced by the perceived risks and ben-
efits of denial and acceptance. Where adolescents feel that homophobic
attitudes within their families, peer groups and society will have severe
negative consequences for them, they may be reluctant to accept their gay
or lesbian identity. Attempts to deny homoerotic experiences and adopt
a heterosexual identity may lead to a wide variety of psychological diffi-
culties including depression, substance abuse, running away and suicide
attempts, all of which may become a focus for family therapy. In contrast,
where the family and society are supportive and tolerant of diverse sexual
orientations, and where there is an easily accessible supportive gay or les-
bian community, then the benefits of accepting a gay or lesbian identity
may outweigh the risks, and the adolescent may begin to form a gay or
lesbian self-definition. Once the process of self-definition as gay or lesbian
occurs, the possibility of ‘coming out’ to others is opened up. This process
of coming out involves coming out to other lesbian and gay people; to het-
erosexual peers; and to members of the family. The more supportive the
responses of members of these three systems, the better the adjustment of
the individual.

In response to the process of ‘coming out’ families undergo a process
of destabilisation. They progress from subliminal awareness of the young
person’s sexual orientation, to absorbing the impact of this realisation and
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adjusting to it. Resolution and integration of the reality of the youngster’s
sexual identity into the family belief system depends on the flexibility of
the family system, the degree of family cohesion and the capacity of core
themes within the family belief system to be reconciled with the young-
ster’s sexual identity. Individual and family therapy conducted within this
frame of reference, aim to facilitate the processes of owning homoerotic
experiences, establishing a gay or lesbian identity and mobilising support
within the family, heterosexual peer group, and gay or lesbian peer group
for the individual.

Gay and Lesbian Couple Lifecycles

While there is huge variability in the patterns of lives of gay and lesbian
couples, a variety of models of normative lifecycles have been proposed
(Laird, 2003). Slater (1995) has offered a five-stage lifecycle model for les-
bian couples. In the first stage of couple formation, the couple are mo-
bilised by the excitement of forming a relationship but may be wary of
exposing vulnerabilities. The management of similarities and differences
in personal style so as to permit a stable relationship occurs in the second
stage. In the third stage, the central theme is the development of commit-
ment, which brings the benefits of increased trust and security and the
risks of closing down other relationship options. Generativity, through
working on joint projects or parenting, is the main focus of the fourth
stage. In the fifth and final stage the couple learn to cope jointly with the
constraints and opportunities of later life, including retirement, illness
and bereavement on the one hand, and grandparenting and acknowledg-
ing life achievements on the other.

McWhirter and Mattison (1984) developed a six-stage model for de-
scribing the themes central to the development of enduring relationships
between gay men. The first four stages, which parallel those in Slater’s
model, are ‘blending’, ‘nesting’ ‘maintaining’ and ‘building’. McWhirter
and Mattison argue that the fifth stage, which they term ‘releasing’, in the
gay couple lifecycle is characterised by each individual within the couple
pursuing his own agenda and taking the relationship for granted. This
gives way to a final stage or ‘renewal’, in which the relationship is once
again privileged over individual pursuits.

Research on children raised by gay and lesbian couples shows that the
adjustment and mental health of children raised in such families does
differ significantly from that of children raised by heterosexual parents
(Laird, 2003).

Difficulties in managing progression through the lifecycle stages may
lead gay and lesbian couples to seek family therapy (Coyle & Kitzinger,
2002; Green & Mitchell, 2002; Laird & Green, 1996; Stone-Fish &
Harvey, 2005).
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CLASS, CREED AND COLOUR

The models of family and individual development and related research
findings presented in this chapter have all been informed by a predomi-
nantly western, white, middle-class, Judeo-Christian sociocultural tradi-
tion. However, in westernised countries, we now live in multicultural,
multiclass context. A significant proportion of clients who come to fam-
ily therapy are from ethnic minority groups. Also, many clients are not
from the affluent middle classes, but survive in poverty and live within
a subculture that does not conform to the norms and values of the white,
middle-class community. When such individuals engage in family therapy,
a sensitivity to these issues of race and class is essential (Falicov, 1995, 2003;
Hardy & Laszloffy, 2002; Ingoldsby & Smith, 2005; McGoldrick, 2002).

This type of sensitivity involves an acceptance that different patterns of
organisation, belief systems, and ways of being in the broader sociocultural
context may legitimately typify families from different cultures. Families
from different ethnic groups and subcultures may have differing norms
and styles governing communication, problem-solving, rules, roles and
routines. They may have different belief systems involving different ideas
about how family life should occur, how relationships should be managed,
how marriages should work, how parent—child relationships should be
conducted, how the extended family should be connected, and how rela-
tionships between families and therapists should be conducted. Most im-
portantly, family therapists must be sensitive to the relatively economically
privileged position that most therapists occupy with respect to clients from
ethnic minorities and lower socioeconomic groups. We must also be sensi-
tive to the fact that we share a responsibility for the oppression of minority
groups. Without this type of sensitivity we run the risk of illegitimately
imposing our norms and values on clients and furthering this oppression.

SUMMARY

Families are unique social systems insofar as membership is based on
combinations of biological, legal, affectional, geographic and histori-
cal ties. In contrast to other social systems, entry into family systems is
through birth, adoption, fostering or marriage, and members can leave
only by death. It is more expedient to think of the family as a network
of people in the individual’s immediate psychosocial field. The family
lifecycle may be conceptualised as a series of stages, each characterised
by a set of tasks family members must complete to progress to the next
stage. Failure to complete tasks may lead to adjustment problems. In the
first two stages of family development, the principal concerns are with
differentiating from the family of origin by completing school, devel-
oping relationships outside the family, completing one’s education and
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beginning a career. In the third stage, the principal tasks are those associ-
ated with selecting a partner and deciding to marry. In the fourth stage,
the childless couple must develop routines for living together, which are
based on a realistic appraisal of the other’s strengths, weaknesses and id-
iosyncrasies. In the fifth stage, the main task is for couples to adjust their
roles as marital partners to make space for young children. In the sixth
stage, which is marked by children’s entry into adolescence, parent-child
relationships require realignment to allow adolescents to develop more
autonomy. The demands of grandparental dependency and midlife re-
evaluation may compromise parents’ abilities to meet their adolescents’
needs for the negotiation of increasing autonomy. The seventh stage is
concerned with the transition of young adult children out of the parental
home. During this stage, the parents are faced with the task of adjusting
to living as a couple again, to dealing with disabilities and death in their
families of origin and of adjusting to the expansion of the family if their
children marry and procreate. In the final stage of this lifecycle model, the
family must cope with the parents’ physiological decline and approach-
ing death, while at the same time developing routines for benefiting from
the wisdom and experience of the elderly.

Family transformation through separation, divorce and remarriage
may also be viewed as a staged process. In the first stage, the decision
to divorce occurs and accepting one’s own part in marital failure is the
central task. In the second stage, plans for separation are made. A coop-
erative plan for custody of the children, visitation, finances and dealing
with families of origin’s response to the plan to separate must be made
if positive adjustment is to occur. The third stage of the model is separa-
tion. Mourning the loss of the intact family; adjusting to the change in
parent—child and parent—parent relationships; preventing marital argu-
ments from interfering with interparental cooperation; staying connected
to the extended family; and managing doubts about separation are the
principal tasks at this stage. The fourth stage is the post-divorce period.
Here couples must maintain flexible arrangements about custody, access
and finances without detouring conflict through the children; retain
strong relationships with the children; and re-establish peer relation-
ships. Establishing a new relationship occurs in the fifth stage. For this
to occur, emotional divorce from the previous relationship must be com-
pleted and a commitment to a new marriage must be developed. The sixth
stage of the model is planning a new marriage. This entails planning for
cooperative coparental relationships with ex-spouses and planning to
deal with children’s loyalty conflicts involving natural and step-parents.
It is also important to adjust to the widening of the extended family. In the
final stage of the model, establishing a new family is the central theme.
Realigning relationships within the family to allow space for new mem-
bers and sharing memories and histories to allow for integration of all
new members are the principal tasks of this stage.



GOALS OF FAMILY THERAPY ACROSS THE LIFECYCLE 47

The development of individual identity, within a family context, may
also be conceptualised as a series of stages. At each stage the individual
must face a personal dilemma. The ease with which successive dilemmas
are managed is determined partly by the success with which preceding
dilemmas were resolved and partly by the quality of relationships within
the individual’s family and social context. The dilemmas are: trust vs mis-
trust; autonomy vs shame and doubt; initiative vs guilt; industry vs inferi-
ority; group identity vs alienation; identity vs role confusion; intimacy vs
isolation; productivity vs stagnation; integrity vs despair; and immortal-
ity vs extinction.

Lifecycle models of the development of gay and lesbian identities high-
light two significant transitional processes: the process of self-definition
as a gay or lesbian person and the process of coming out to other lesbian
and gay people, to heterosexual peers, and to members of the family. The
more supportive the responses of others, the better the adjustment of the
individual. Stage models for the development of lesbian and gay couple
relationships have been developed which take account of their unique life
circumstances.

When working with individuals from ethnic minorities and lower
socioeconomic groups in family therapy, a sensitivity to issues of race and
class is essential if the illegitimate imposition of norms and values from
the dominant culture is to be avoided.

FURTHER READING
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Chapter 2

ORIGINS OF FAMILY THERAPY

Family therapy is a relatively recent development. As a movement, family
therapy began in the early 1950s. It is a highly flexible psychotherapeutic
approach, applicable to a wide range of child-focused and adult-focused
problems. The central aim of family therapy is to facilitate the resolu-
tion of presenting problems and to promote healthy family development
by focusing primarily on the relationships between the person with the
problem and significant members of his or her family and social network.
Family therapy is a broad psychotherapeutic movement that contains
many constituent schools and traditions. These many schools and tradi-
tions may be classified in terms of their emphasis on: (1) problem-maintain-
ing behaviour patterns; (2) problematic and constraining belief systems
and narratives; and (3) historical and contextual predisposing factors. In
this chapter, the origins of family therapy are first outlined, with reference
to important contributions from various movements, professional disci-
plines, psychotherapeutic approaches and research traditions. Detailed
consideration is given to the unique contribution of Gregory Bateson to
the emergence of family therapy. The scope and goals of family therapy
are then considered with reference to the three central themes, outlined
above, which underpin various approaches to family therapy theory and
practice.

Family therapy emerged simultaneously in the 1950s in a variety of dif-
ferent countries, and within a variety of different movements, disciples,
therapeutic and research traditions. The central insight that intellectu-
ally united the pioneers of the family therapy movement was that human
problems are essentially interpersonal not intrapersonal, and so their res-
olution requires an approach to intervention that directly addresses rela-
tionships between people. This insight contravened the prevailing view
held by mental health professionals at the time. This view was that all
behavioural problems are manifestations of essentially individual disor-
ders and so require individually-focused therapy. In the 1950s and 1960s,
psychodynamic, client-centred and biomedical individually-focused
interventions dominated mainstream mental health practice. It was
within this relatively hostile environment that the family therapy move-
ment evolved. Family therapy emerged partly in response to the genuine
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limitations of exclusively individually-based treatment approaches. The
failure of individually-based therapies to promote the resolution of mari-
tal and parent-child problems; the observation that relapses sometimes
occurred when patients who had successfully been treated on an inpatient
individual basis returned to their families; and the observation that some-
times following the successful treatment of one family member, another
would develop problems, all contributed to a growing disillusionment in
an exclusively individual approach to psychotherapy. Detailed scholarly
accounts of the history of the couples and family therapy movement are
given in Broderick and Schrader (1991), Guerin (1976), Gurman and Fraen-
kel (2002), Guttman (1991), Hecker, Mims and Boughner (2003), Hoffman,
2001, Kaslow (1980) and Wetchler (2003b). The following sketch of some of
the more important aspects of the development of family therapy owes
much to these scholarly sources.

MOVEMENTS: CHILD GUIDANCE, MARRIAGE
COUNSELLING AND SEX THERAPY

Couples and family therapy in the USA and the UK emerged from a num-
ber of movements and services including child guidance clinics, the mar-
riage counselling movement and, later, the sex therapy movement.

Child Guidance

Within child guidance clinics, the traditional model of practice was for
the psychiatrist to conduct individual psychodynamically-based play
therapy with the child (who had been psychometrically and projectively
assessed by the psychologist), while the mother received concurrent
counselling from the social worker. Family therapy evolved within child
guidance clinics when experimental conjoint meetings involving par-
ents and children began to be held by pioneering practitioners, including
John Bowlby (the originator of attachment theory) in the UK and John
Bell in the USA. For example, Bell described the case of a boy expelled
from school for behaviour problems. In the face of strong resistance from
established practice and the parents of the boy, who saw the difficulties
as intrinsic to the child, Bell conducted a series of family sessions. From
these he found that the boy, an adopted child, had developed behaviour
problems as his parents’ relationship had gradually deteriorated. The
deterioration occurred when the father developed an alcohol problem and
this in turn arose because of the father’s disappointment in the difficulty
his wife had in accepting and caring for the child. She was perfectionistic
and harboured strong feelings of hostility towards the boy because of his
failure to meet her perfectionistic standards. Bell’s therapy focused on
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ameliorating the family’s relationship problems, not on interpreting the
boy’s intrapsychic fantasies, the standard approach that would have been
taken by most clinicians in the late 1950s (Broderick & Schrader, 1991).

Marriage Counselling

The practice of conducting conjoint meetings with marital partners
evolved within the marriage counselling movement (Gurman & Fraenkel,
2002). In the USA, the American Association of Marriage Counsellors,
which was founded in 1945, eventually became the American Association
for Marital and Family Therapy in 1978, the largest family therapy organi-
sation in the world. In the UK, Henry Dicks (1967) at the Tavistock Clinic
pioneered the development of object relations-based marital therapy, and
today the Tavistock continues to be a major centre for family therapy
research and training in the UK.

Sex Therapy

Sex therapy developed out of the work of Masters and Johnson (1970),
which was conducted in the USA during the 1960s. Masters and Johnson
developed a conjoint approach to conducting therapy to deal with a wide
variety of psychosexual problems. This essentially behavioural approach
to psychosexual difficulties became integrated subsequently with psy-
chodynamic and systemic marital therapy in the work of Helen Singer
Kaplan (1974, 1995) and others (e.g. Leiblum & Rosen, 2001; Levine, Risen
& Althof, 2003; Schnarch, 1991).

DISCIPLINES: SOCIAL WORK, PSYCHIATRY AND
CLINICAL PSYCHOLOGY

Family therapy emerged relatively independently within the three disci-
plines of social work, psychiatry and clinical psychology. It was, therefore
an approach adopted by a number of disciplines. This was in contrast to
psychoanalysis, which, in the USA, was dominated by psychiatry. It also
was in stark contrast to the humanistic client-centred therapy movement
and the behaviour therapy movement, which were dominated by clinical
and counselling psychologists.

Social Work

Social work has historically privileged family work and home-visiting as
an important part of clinical practice (Guerin, 1976; Kaslow, 1980). A cen-
tral guiding idea behind social casework has been that the family provides
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the social context within which children develop. Therefore, interventions
that focus on supporting parents, either psychologically through coun-
selling or materially through organising state benefits were seen as im-
portant because they would have a knock-on effect and benefit the child.
Prominent social workers in the history of family therapy have included
Virginia Satir, Lynn Hoffman, Betty Carter and Monica McGoldrick in
the USA; Michael White in Australia; John Burnham, Gill Gorell Barnes
and Barry Mason in the UK; and Imelda McCarthy, Phil Kearney and Jim
Sheehan in Ireland.

Psychiatry

Within psychiatry, Alfred Adler and Harry Stack Sullivan pioneered the
development of social psychiatry with its emphasis on the importance
of ongoing family relationships in the development and maintenance
of symptomatic behaviour (Broderick & Schraeder, 1991). Alfred Adler
was one of the first psychoanalysts to conduct conjoint family meetings
and his protégé Rudolph Dreikurs, who worked in a US child guidance
clinig, laid the foundations for Adlerian family therapy. Sullivan’s clinical
work with schizophrenia inspired the development of Murray Bowen’s
and Don Jackson’s systemic approaches to family therapy. Prominent
psychiatrists in the development of family therapy include Nathan
Ackeerman, Carl Whitaker, Salvadore Minuchin and Nathan Epstein in
the USA; Robin Skynner, John Byng-Hall, Brian Lask, Arnon Bentovim,
Alan Cooklin, and Eia Asen in the UK; Mara Selvini Palazolli, Luigi
Boscolo, Gianfranco Cecchin and Guiliana Prata in Italy; and Nollaig
Byrne in Ireland.

Psychology

Within clinical psychology, the involvement of parents in behaviour
therapy programmes with their children and the application of the prin-
ciples of social learning theory to marital therapy laid the foundations
for the development of family and marital therapy within the discipline,
although these were relatively late developments within the history of
family therapy (Dattilio & Epstein, 2003; Epstein, 2003). Psychologists
have also made a significant contribution to developing the evidence
base for marital and family therapy (Sprenkle, 2002). Prominent psychol-
ogists in the development of family therapy include Neil Jacobson, Alan
Gurman, Frank Dattilio, Normal Epstein, James Alexander and Scott
Henggeler in the USA; Ivan Eisler, Arlene Vetere, Peter Stratton, David
Campbell, Eddy Street, Rudi Dallos and Elsa Jones in the UK; and Ed
McHale in Ireland.
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GROUP THERAPY: GROUP ANALYSIS, ENCOUNTER
GROUPS, PSYCHODRAMA AND GESTALT THERAPY

Ideas and practices from a variety of group therapy traditions have been
imported into family therapy, notably group analysis, encounter groups,
psychodrama and Gestalt therapy.

Group Analysis

In the UK, Robin Skynner (1981) drew on the insights of a number of group
analysts including Foulkes, Bion, Ezriel and Anthony, who developed their
ideas within the psychodynamic tradition. Group analysts focused their
attention primarily on the interpretation of recurrent group processes as
a way of helping patients understand their own self-defeating behaviour
patterns. Skynner imported this technique into family therapy.

Encounter Groups

Carl Rogers’s (1970) client-centred approach to group counselling —
encounter groups — included two practices that were imported whole-sale
into family therapy (Bott, 2001). First, group members were required to
speak for themselves (but not others) within therapy and to use language
such as ‘I-statements’, which promoted taking responsibility for one’s
own behaviour and priviledging personal narratives. Second, therapists
facilitated clients’ expression of their immediate emotional experience;
empathised with these phenomenological accounts; and expressed warm
and genuine acceptance of clients when they gave such accounts. Within
the family therapy field, Virginia Satir, Carl Whitaker, and Bunny and
Fred Duhl adopted these practices as central to their therapeutic style.

Psychodrama

Enactment and sculpting are two techniques that were imported into
family therapy from psychodrama (Moreno, 1945). With enactment, a
technique popularised by Salvador Minuchin (1974), family members are
helped to show the therapist their interpersonal problems by engaging
in routine patterns of problematic behaviour and problem solving within
the therapeutic session. The therapist may at critical junctures disrupt
these habitual processes by requiring family members to change places,
alter alliances, or modify their problem-solving strategies. With sculpt-
ing, a technique favoured by Virginia Satir (1983), the therapist invites
one family member at a time to arrange the positioning of family mem-
bers, so their spatial arrangement reflects the family member’s emotional
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experience of the pattern of family organisation. Discrepancies between
differing family members’ sculpts are used as an impetus for helping fam-
ily members change their repetitive patterns of problematic behaviour.
Satir also evolved a psychodrama-based technique, which she termed a
‘parts party’. Here, different family members, under the direction of one
specific family member, act out positions or roles that represent various
aspects of a specific family member’s personality. This enhances family
members’ understanding of, and empathy for, the specific family member
in question.

Gestalt Therapy

The empty chair technique, developed by Fritz Perls (1973), the originator of
Gestalt therapy, offers a forum within which clients may address two sides
of a dilemma or deal with unfinished (emotional) business in instances
where the other party is unavailable or deceased. When Perls used this
technique in a group therapy context he would invite one client to express
in a forceful and emotionally congruent way their sense of hurt, anger or
fear and to direct this address to an empty chair, which represented either
the part of themselves that reflected the other side of the conflict (in the
case of processing a dilemma) or the deceased or unavailable person (in
the case of processing unfinished business). Other members of the group
would observe the process and support the person engaging in the ‘empty
chair work’. This technique has been used by a number of family thera-
pists, notably Schwartz (1995), to help individuals resolve problems in their
internalized family systems.

RESEARCH TRADITIONS: WORK GROUPS, ROLE THEORY
AND SCHIZOPHRENIA

Discoveries within a number of research traditions have contributed to
the development of family therapy. In particular, ideas from research on
work-group dynamics, functionalism and role theory, and family factors
in the development of schizophrenia have been particularly important.

Work Group Dynamics

Kurt Lewin (1951), a Gestalt psychologist interested in the performance
of work groups, developed field theory to account for a number of ex-
perimental observations of groups. First, he observed that it was not
possible to predict group performance on the basis of information about
the individual performance of group members. That is, he showed that a
group is more than the sum of its parts. Second, he observed that group
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discussions were more effective than individual instruction in changing
group behaviour. Thus, he showed that interventions involving all signifi-
cant members of a social system were more effective than individually-
based interventions. Third, he noted that groups displayed a quasi-station-
ary equilibrium, and that this force resists change. For change in group
behaviour patterns to occur there must be an unfreezing of group behav-
iour patterns, a process of transition, and a refreezing. Fourth, he made a
distinction between content and process, and noted that the group process
(how group members discuss and manage issues), as well as the content
of group discussions, had a significant effect on group performance. All
four ideas have been incorporated into family therapy theory and prac-
tice. Within systems-based family therapy it is assumed that the whole is
more than the sum of the parts; that homeostatic forces within families
make them resistant to change; that change is more likely to occur when
significant family members are involved in therapy; that effective therapy
addresses family processes as well as content issues; and that therapy
involves disrupting family homeostasis, facilitating the development of
new behaviour patterns, and consolidation of these new and more adap-
tive behavioural routines.

Bion (1948) observed that most groups become diverted from their
primary tasks by engaging in three classes of repetitive and unproduc-
tive patterns; that is, fight-flight, dependency and pairing. Within the fam-
ily therapy field, it has been noted that many families in therapy engage
in these three processes rather than in effective problem solving. Some
families engage in continued fighting and conflict, or skirt around central
issues that need to be addressed. Others develop a strong dependency
relationship with the therapist, who may reinforce this through overactiv-
ity. Under stress many families become segregated into pairs or factions.
For example, a mother and daughter may develop a cross-generational
coalition from which the father and other siblings are excluded.

Functionalism and Role Theory

A central assumption of functionalism is that within any social system
enduring roles are adaptive because they serve particular functions. For
example, Emile Durkheim argued that individuals who adopt deviant or
pathological roles within society serve the function of uniting the remain-
der of society. Talcott Parsons (Parsons & Bales, 1955) argued, much to
the anger of later feminists, that a mother’s proper role within the family
is expressive and nurturing, while the father’s is instrumental and man-
agerial. These roles were viewed by Parsons as reciprocal, complemen-
tary and mutually reinforcing. According to Parsons, the survival of the
family unit in society would be jeopardised if people did not conform to
these roles. Of course, later feminists argued that this said more about
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the problematic society families were trying to adapt to rather than the
usefulness of these chauvinistic role specifications (e.g., Leupnitz, 1988;
Schwoeri, Sholevar & Vilarose, 2003). Functionalism, had an impact on
family therapy insofar as many schools of family therapy viewed the
symptomatic member as serving some useful function for the family that
aided family adaptation within society. A problem with this view is that
often symptoms have no such function and are just one more hassle for
a stressed family to cope with. Functionalism provided family therapists
with the construct of roles as a useful device for describing regularities
in family functioning. Virginia Satir (1983), one of the pioneers of family
therapy, proposed that within families four dysfunctional roles could be
identified: the blamer, the placater, the distractor and the super-reasonable
person. Structural family therapy highlighted the importance of clear and
flexible roles for healthy family functioning (Fishman & Fishman, 2003;
Wetchler, 2003a).

Family Origins of Schizophrenia

Scientific investigations into the family origins of schizophrenia, which
were carried out by Theadore Lidz and Lyman C. Wynne in the USA and
R.D. Laing in the UK, contributed to the emergence of family therapy by
highlighting the role of family dynamics in the aetiology and mainte-
nance of abnormal behaviour. In a developmental study of the families of
people with schizophrenia, Lidz (1957a, 1957b) found that these families
were characterised by problematic marital relationships and poor pater-
nal adjustment. Lidz described two types of problematic marital relation-
ships. In instances where marital schizm occurred, Lidz noted that couples
failed to develop reciprocal cooperative roles. In situations where marital
skew occurred, one partner, often with serious personal adjustment dif-
ficulties, adopted an extremely dominant role and the other a depen-
dent role within which they accommodated to the dominant partner’s
demands. In families characterised by both types of discordant marriages,
parents consistently vied for their children’s loyalty and the children in
turn felt torn between their parents’ conflicting demands for exclusive
loyalty. This systemic account of the family origins of schizophrenia
opposed simplistic prevailing theories, espoused by analysts such as
Frieda Fromm-Reichmann, which attributed the development of schizo-
phrenia to maternal rejection.

Lyman Wynne, influenced by the ideas of the sociologist Talcott Parsons,
believed that an individual’s personality could be conceptualised as a
subsystem within the larger family system. Thus, the ongoing transac-
tions between the individual and the family, if particularly deviant or
abnormal, could initiate and maintain psychopathology. Wynne observed
that families containing members with schizophrenia were characterised
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by unusual emotional transactions, peculiar family boundaries and devi-
ant communication styles (Singer, Wynne & Toohey, 1978; Wynne, 1961;
Wynne, Ryckoff, Day & Hirsch, 1958). With respect to emotional transac-
tions, he noted that some families where characterised by pseudomutuality
and others were characterised by pseudohostility. Pseudomutuality is an
overt display of positive emotion, togetherness, loyalty and apparent en-
meshment. This facade masks underlying conflict, hostility, anger, needs
for autonomy, separateness and divergent interests and opinions. With
pseudohostility, there is an overt display of negative emotion played out
in a series of shifting alliances and splits within the family. However, this
facade masks an underlying and rigid set of alignments and splits, such as
a coalition between a mother and child and a split between this alignment
and other family members. Wynne used the term ‘rubber fence’ to refer
to the impermeable boundary that characterised families with a schizo-
phrenic member. Such families permit professionals to have superficial
contact with them bur resist interactions that would significantly alter the
way in which the family is organised. Wynne also noted that families with
schizophrenic members showed communication deviance, characterised by
difficulties in maintaining a shared focus when problem solving and at-
tempting to communicate directly and clearly in a goal-directed way.

R.D. Laing (1965), in clinical and experimental studies of people with
schizophrenia, was impressed by the observation that patients’ parents
commonly denied, distorted or relabelled the patients’ experiences so as
to compel the patient to conform to the parents’ expectations. Laing used
Karl Marx’s term ‘mystification’ to refer to this process. He argued that
mystification led to the development of an overtly displayed false self and
a private real self. When the split between these two selves exceeded a
critical level, Laing believed that schizophrenia occurred. In this sense,
madness for Laing was a sane response to an insane situation.

The idea central to this early research, that dysfunctional families
cause schizophrenia, has not been supported by later more sophisticated
research. Current evidence suggests thatin many instances individuals are
genetically or constitutionally vulnerable to schizophrenia; that psychotic
episodes are precipitated by acute life stresses; and that stressful family
interaction patterns that occur in response to psychotic symptoms may
maintain these symptoms (as outlined in Chapter 17 of this volume).

GREGORY BATESON

Gregory Bateson, a Cambridge anthropologist, is probably the single
most influential individual in the history of family therapy. He never
personally practised family therapy, nor was he centrally interested in
its development as a psychotherapeutic movement. His interests were
far broader, and his family-based work was only a single aspect of an
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extraordinary research programme that addressed phenomena as diverse
as tribal rituals; animal learning; communication in porpoises; and the
analysis of paradoxes (Bateson, 1972, 1979, 1991; Bateson & Bateson, 1987
Bateson & Ruesch, 1951). The central aim of his research programme was
to develop a unified or ecosystemic framework within which mind and
material substance could be coherently explained. Bateson’s work with
families began when he formed the Palo Alto group in the early 1950s. The
group included Jay Haley, founder of strategic therapy (1963, 1967a, 1967b,
1973, 1976a, 1976b, 1984, 1985a, 1985b, 1985¢, 1996, 1997; Haley & Richeport-
Haley, 2003), Don Jackson (1968a, 1968b; Watzlawick, Beavin & Jackson,
1967), John Weakland (Fisch, Weakland & Segal, 1982; Watzlawick &
Weakland, 1977; Watzlawick, Weakland & Fisch, 1974; Weakland & Fisch,
1992; Weakland & Ray, 1995) and John Fry, all of whom went on to set up
the Mental Research Institute and develop MRI brief therapy. Among the
many conceptual contributions that this group made to the development
of family therapy, three were particularly influential and these concerned
the double-bind theory of schizophrenia; the conceptualisation of com-
munication as a multilevel process; and the use of general systems theory
and cybernetics as a framework for conceptualising family organisation
and processes. In the following sections an account of each of these areas
will be given.

The Double-bind Theory

In the double-bind theory, Bateson’s (1972) group proposed that schizo-
phrenic behaviour occurs in families characterised by particular rigid
and repetitive patterns of communication and interaction, referred to as
‘double binds’. In such families, double binds involve parents issuing the
symptomatic child with a primary injunction, which is typically verbal
(e.g. “Come here and I will hug you’); concurrently the parents issue a sec-
ondary injunction that contradicts the primary injunction and which is
typically conveyed non-verbally (e.g. ‘If you don't hug me I will be dis-
appointed in you or be angry with you’); there is also a tertiary injunc-
tion prohibiting the child from escaping from the conflictual situation
or commenting on it and this is often conveyed non-verbally (e.g. ‘If you
comment on these conflicting messages or try to escape from this rela-
tionship, I will punish you’). Once children have been repeatedly exposed
to double-binding family process, they come to experience much of their
interactions with their parents as double binding even if all of the condi-
tions for a double bind are not met. This theory was extremely important
for the development of family therapy because it offered a sophisticated
and coherent explanation for the links between family process and abnor-
mal behaviour, and an account that pointed to the importance of consider-
ing communication occurring simultaneously at multiple levels. Of course
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there were problems with the double-bind theory. Subsequent research has
shown that other types of problematic communication characterise fami-
lies containing children with schizophrenia, notably criticism and overin-
volvement, and these affect the course of the disorder, particularly the re-
lapse rate, more than its onset (Kopelowicz, Liberman & Zarate, 2002). The
double-bind theory was also a dyadic and linear formulation that did not
take the role of fathers or other family members into account, and which
did not consider the reciprocal influence of children on parents.

Levels of Communication

The second major contribution of Bateson’s (1972) group, was their concep-
tualisation of communication as a multilevel process and their highlighting
of the way that this conceptualisation can account for paradoxical commu-
nications which may maintain abnormal behaviour. They pointed out the
parallels between the distinction made in computer science between digital
and analogical communication, and verbal and non-verbal behaviour in hu-
mans, and noted that every message has a report and command function.
Thus, the actual words in a message (e.g. ‘It’s time for dinner’) are a verbal
report and similar to digital communication in computer science insofar
as each word is a discrete sign, arbitrarily signifying a particular meaning.
In contrast, each message entails a metacommunication about the relation-
ship between speakers, which is usually conveyed non-verbally (e.g. ‘I am
in a hierarchically superior position to you and am commanding you to sit
down and eat your dinner’). This non-verbal command function is similar
to analogical communication in computer science insofar as the non-verbal
aggression and force with which the words are said are directly propor-
tional to the degree to which the speaker is asserting their hierarchically
superior position. Also, there is nothing arbitrary about the relationship
between the non-verbal display of aggression and force and the meaning
of the command (i.e. ‘I am hierarchically superior to you and expect you to
obey me’). Bateson’s group noticed that abnormal behaviour and psycho-
logical problems commonly occurred in families where there were frequent
inconsistencies between report and command functions of messages about
significant issues. The double-bind theory is one example of this process.
Inspired by the philosophical writings of Whitehead and Russell
(1910-1913), Bateson’s group argued that report and command functions of
messages belong to different logical levels. If report and command func-
tions are inconsistent, one way out of the paradox is to metacommunicate
about the inconsistencies between the report and command functions.
Whitehead and Russell had used a similar device to solve the paradox
posed by the proposition, ‘This statement is false’. If you draw a box around
the proposition, you may then outline the implications of the ‘proposition
in the box’ being either true or false. That is, you may metacommunicate
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about both the meaning of the proposition, which occupies one logical
level, and statements about the truth or falsity of the ‘proposition in a box’,
which occupies a different logical level.

At Bateson’s suggestion, Jay Haley in the 1950s visited the hypnothera-
pist Milton Erickson who was noted for his broad interpretation of the
concept of trance and his wide-ranging and creative use of hypnother-
apy to work with individuals, couples and families. Subsequently Haley
interpreted Erickson’s work for the field of family therapy and became
his major expositor and biographer (Haley, 1967b, 1973, 1985a, 1985b,
1985¢; Lankton & Lankton, 1991). Haley noted that Erickson often delt
with apparent resistance in therapy, by communicating with clients in
trance at multiple levels. Haley argued that Erickson’s multilevel commu-
nications were therapeutic double binds, which promoted therapist—client
cooperation and problem resolution. These often involved referring to the
conscious and unconscious minds as separate recipients of therapeutic
communications. For example, “Your conscious mind might be ready to
make progress but your unconscious mind might be wary of the dangers
of this; the wisdom of both the conscious and unconscious minds must be
respected”. In this example, no matter what the client does, he or she will
be cooperating with the therapist, and so a cooperative relationship will
be established to provide a foundation for cooperative problem solving.

Systems Theory and Cybernetics

A third major contribution of Bateson’s group was the idea that general
systems theory combined with insights from cybernetics could offer a
framework within which to conceptualise family organisation and pro-
cesses and thereby offer an explanation for abnormal behaviour (Guttman,
1991; Hecker et al., 2003; Robbins, Mayorga & Szapoznick, 2003). Bateson’s
familiarity with general systems theory stemmed from his interest in his
father’s work as a biologist. His interest in cybernetics stemmed from his
involvement in the Macy Foundation conferences in the 1940s where he
met Norbert Wiener, founder of cybernetics, and others interested in the
area. General systems theory was developed by Ludwig von Bertalanfy and
others as a framework within which to conceptualise the emergent prop-
erties of organisms and complex non-biological phenomena that could not
be explained by a mechanistic summation of the properties of their con-
stituent parts (Bertalanffy, 1968; Buckley, 1968). General systems theory
addresses the question:

How is it that the whole is more than the sum of it parts?

One characteristic of viable systems is their capacity to use feedback
about past performance to influence future performance. Norbert Wiener



60 CENTRAL CONCEPTS IN FAMILY THERAPY

(1948-1961) coined the term cybernetics to refer to the investigation of feed-
back processes in complex systems. Cybernetics addresses the question:

How do systems use feedback to remain stable or to adapt to new circumstances?

General systems theory and cybernetics when applied to families, sug-
gested a series of theoretical propositions or hypotheses to Bateson’s
group. What follows is a selection of some of the more important propo-
sitions entailed by a systems view of families. Some of these were quite
explicitly stated by Bateson, Jackson, Haley and members of Bateson’s
team. Others were implicit in their work, but were made explicit at later
points in the development of family therapy. I have organised these prop-
ositions in as coherent an order as possible and stated each of them as sim-
ply as possible. In doing so, there is a risk that the relatively disorganised
way in which these propositions entered the family therapy literature is
obscured and subtleties of meaning entailed by the propositions may be
oversimplified.

1. The family is a SYSTEM WITH BOUNDARIES and is organised into
SUBSYSTEMS. Within the structural family therapy tradition, dis-
tinctions have been made between parental and child subsystems,
male and female subsystems, and so forth (Fishman & Fishman,
2003; Wetchler, 2003a).

2. The boundary around the family sets it apart from the wider social system of
which it is one subsystem. This broader system includes the extended
family, the parents” work organisations, the children’s schools, the
children’s peer groups, the involved health care professionals, and
so forth. Within multisystemic family therapy, it is routine practice
to work with the wider social system if it is involved in problem
maintenance or could potentially be involved in problem resolution
(Sheidow, Henggeler & Schoenwald, 2003). Bateson (1979) took the
view that ultimately everything is part of a single system.

3. The boundary around the family must be SEMIPERMEABLE to insure
adaptation and survival. That is, a family’s boundary must be imper-
meable enough for the family to survive as a coherent system and
permeable enough to permit the intake of information and energy
required for continued survival. Isolated families have impermeable
boundaries and chaotic families have boundaries that are too perme-
able (Fishman & Fishman, 2003).

4. The behaviour of each family member, and each family subsystem, is
determined by the pattern of interactions that connects all family members.
Bateson (1972, 1979) referred to this as the pattern that connects and it
is his most acclaimed insight. Everybody in a family is connected
to everybody else and a change in one person’s behaviour inevita-
bly leads to a change in all family members. Bateson took the view
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that this pattern of organisation must be respected. Therapists may
use observation and interviewing processes to understand it and
describe their insights to family members, but attempts to change
the pattern through the unilateral exercise of power may lead to
unintended consequences, which may threaten the integrity of
the system. This position has been adopted by social construction-
ist therapists, such as Anderson, Cecchin, Boscolo and Hoffman
(Anderson, 2003; Campbell, Draper & Crutchley, 1991; Rambo, 2003).
In contrast, the MRI group (Fisch, 2004; Segal, 1991) and strategic
therapists (Browning & Green, 2003; Rosen, 2003), particularly Jay
Haley, have argued that once problem-maintaining patterns are un-
derstood, they may be altered through the use of carefully designed
direct or paradoxical interventions. These two extreme positions
have been referred to as ‘aesthetic’ and ‘pragmatic’ approaches to
systemic family therapy (Keeney & Sprenkle, 1982).

Patterns of family interaction are rule governed and RECURSIVE.
These rules may be inferred from observing repeated episodes of family
interaction. Identifying these recursive patterns, particularly those
associated with episodes of problematic behaviour, is a core fam-
ily therapy skill common to many family therapy traditions. Many
schools of family therapy focus their interventions on disrupting
these recursive problem-maintaining patterns of family interaction.
Because these patterns are of the form ‘A leads to B leads to C leads to A/,
the idea of circular causality should be used when describing or explaining
family interaction. Descriptions and explanations of families that involve
linear (or lineal) causality, of the form ‘A leads to B’, are probably incomplete
and inaccurate. The idea of circular causality has been used to remove
the concept of blame from family therapy discourse. For example, if a
family with a child who displays behaviour problems is referred for
therapy, the notion of circular causality allows the family therapist
to avoid blaming the child’s problems on parental mismanagement
of the child. Rather, the therapist may view the parents’ ineffective
management of the child’s problems as a legitimate response to the
child’s frustrating behaviour, and the child’s behaviour problems as
a response to parental frustration. This use of the concept of circu-
larity is therapeutically expedient for many difficulties. However,
it becomes problematic when dealing with cases of family violence
and abuse. It is clearly unethical and unjust to argue that a child
provoked parental abuse or a wife provoked spouse abuse. The dif-
ficulty with the concept of circularity is that while members of sys-
tems exert mutual influence on each other, they do not all have the
same degree of influence. That is, within family systems members
are organised hierarchically with respect to the amount of power
they hold, and this notion of hierarchy must be coupled with the con-
cept of circularity, when working with cases involving the abuse of
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power. Bateson (1972) did not include the concept of hierarchy within
his consideration of circular causality in family systems. He believed
that the concept of unilateral power was flawed and argued that
all family members exerted mutual influence on each other. Haley
(1976a) and later feminist family therapists (Leupnitz, 1988) argued
that mutuality of influence does not entail equality of influence and
so the concept of circularity is only clinically useful in family ther-
apy when considered in conjunction with the concepts of hierarchy
and power.

7. Within family systems there are processes which both prevent and pro-
mote change. These are referred to as ‘morphostasis’ (or ‘homeostasis’) and
‘morphogenesis’. For families to survive as coherent systems, it is criti-
cal that they maintain some degree of stability or homeostasis. Thus,
families develop recursive behaviour patterns that involve relatively
stable rules, roles and routines, and mechanisms that prevent disrup-
tion of this stability, a point highlighted particularly in the work of
Don Jackson (1968a, 1968b). It is also essential that families have the
capacity to evolve over the course of the lifecycle and meet chang-
ing demands necessary for the healthy development, adaptation and
survival. Thus families require mechanisms for making transitions
from one stage of the lifecycle to the next and for dealing with un-
predictable and unusual demands, stresses and problems (Carter
& McGoldrick, 1999). Often families who lack such morphogenetic
forces come to the attention of clinical services. A central feature of
family therapy is promoting morphogenesis.

8.  Within a family system one member — the identified patient — may develop
problematic behaviour when the family lack the resources for morphogenesis.
The symptom of the identified patient serves the positive function of
maintaining family homeostasis. Members of Bateson’s group argued
that when the integrity of the family system is threatened by the
prospect of change, in certain instances one family member may
develop problematic behaviour that serves an important function in
maintaining family homeostasis or stability. For example, Haley (1997)
argued that in some families characterised by covert marital discord,
older teenagers develop problematic behaviour that prevents them
from developing autonomy and leaving home, because to do so might
lead to the covert marital discord becoming overt and to a dissolution
of the family. This idea, that an identified patient’s symptoms serve
a positive function for the family as a whole, gave rise within the
strategic therapy tradition and within the original Milan systemic
family therapy group to paradoxical interventions (Adams, 2003;
Campbell et al., 1991). With the original Milan group’s paradoxical
interventions, the function of the symptom for the integrity of
the system are described to the family; the dangers of change and
problem-resolution are highlighted; each family member is advised
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11.

to continue to play his or her role in the recursive interaction pattern
of which the symptom is part; and finally the identified patient is
advised to continue to engage in symptomatic behaviour until some
alternative is found. For example, a family with an anorexic girl was
informed that the teenage girl’s refusal to eat was a generous self-
sacrificing gesture vital for holding the family together. It offered the
girl a way of ensuring that her parents would remain together, since
it was clear she suspected that their loyalties to their own families
of origin would force them to separate. It offered each of the parents
a way of jointly expressing love for their daughter, while showing
loyalty to their own families of origin. Aslong as the daughter starved
herself, the father, like his own father could express his paternal love
by being stern with his daughter and disagreeing with his wife’s
permissive approach. As long as the daughter starved herself, the
mother, like her own mother could express her maternal love by
being gentle and understanding of her daughter, while disagreeing
with her husband’s sternness. It, therefore, seemed important for the
girl to continue to starve herself, and for the parents to hold to their
positions until some alternative way of dealing with these complex
family issues became clear.

Negative feedback or deviation reducing feedback, maintains homeostasis
and subserves morphostasis. In families referred for treatment, if it is
assumed that the symptom serves a positive function in maintaining
the integrity of the family system, then it may also be assumed that
when the identified patient begins to improve and this is noticed by
family members, this feedback may lead to patterns of family inter-
action that intensify the patient’s problem and so maintain the status
quo (Jackson, 1968a, 1968b). The Milan group’s paradoxical interven-
tions capitalised on this insight (Adams, 2003; Campbell et al., 1991).
The MRI brief therapy group developed a practice of advising clients
not to change their symptoms or problematic behaviour too rapidly
as this might have negative consequences (Fisch, 2004; Segal, 1991).
This was a way of preventing clients from reacting too quickly and
extremely to negative feedback.

Positive feedback or deviation amplifying feedback, subserves morphogen-
esis. If too much deviation amplifying feedback occurs, in the absence of
deviation reducing feedback, then a runaway effect or a snowball effect oc-
curs. In some forms of family therapy, notably that evolved by the
MRI group, attempts are made to initiate small instances of deviation
amplifying feedback by asking clients to set small achievable goals
(Fisch, 2004; Segal, 1991). The assumption is that if these are reached,
a snowball effect may occur.

Individuals and factions within systems may show symmetrical behaviour
patterns and complementary behaviour patterns. Bateson (1972) described
a process called ‘schizmogenesis’ in which pairs of individuals or
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pairs of factions within a social system develop recursive patterns
of behaviour over time thorough repeated interaction. Within these
recursive behaviour patterns, the role of each member becomes quite
distinct and predictable until the system fragments. He described
two types of schizmogenesis, which he termed ‘symmetrical’ and
‘complementary’ patterns. With symmetrical behaviour patterns, the
behaviour of one member (or faction) of a system invariably elicits a
similar type of behaviour from another member (or faction) and over
time the intensity of symmetrical behaviour patterns escalate until
the members (or factions) separate. For example, a marital couple may
become involved in a symmetrical pattern of blaming each other for
their marital dissatisfaction and ultimately separate. With comple-
mentary behaviour patterns, the increasingly dominant behaviour
of one member (or faction) of a system invariably elicits increasingly
submissive behaviour from another member (or faction), and over
time the intensity of the complementary behaviour pattern increases
until the members (or factions) separate. For example, over time an
increasingly caregiving husband and an increasingly depressed wife
may eventually reach a stage where the relationship is no longer
viable because of the mutual anger and disappointment experienced
by partners. Healthy and viable family systems and relationships are
characterised by a mix of symmetrical and complementary behav-
iour patterns. Where pairs of members (or factions) within family
systems engage exclusively in symmetrical or complementary be-
haviour patterns, the integrity of the system will be threatened. In
such instances, the introduction of even a small amount of the miss-
ing behaviour pattern may increase the viability of the system. For
example, a couple engaged in a symmetrical process of mutual blam-
ing may become more viable, if each partner makes a caring gesture
towards the other on a small number of occasions. In a similar fash-
ion, if a couple engaged in a complementary process of illness and
caregiving engage in a few transactions where the roles are reversed,
then the viability of the relationship may be enhanced. Within the
therapeutic relationship, complementary client-therapist relation-
ships, in which the more the therapist helps the more debilitated the
client becomes, may in some instances be productively altered by
the therapist taking a one-down position. That is, the therapist may
point out that he or she is puzzled by the problem and at loss to know
how to proceed at this point and he or she may then speculate that a
period of observation without intervention may be most appropriate.
Strategic therapists have used Bateson’s concepts of symmetrical and
complementary schizmogenesis to develop practices such as these
(Haley, 1963; Madanes, 1991). Schizmogenesis (either symmetrical or
complementary) may be halted by factors that unite the two people
or factions engaged in the process. This may explain the develop-
ment and maintenance of some types of problems in families and
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their resolution in the face of particular interventions. For example, a
child who develops emotional, psychosomatic or behavioural symp-
toms; a child hospitalized for these or other types of problems; or a
child taken into care for abuse or neglect may become a united focus
for concern in a family and halt the parents’ involvement in either a
symmetrical process of mutual blaming or a complementary process
of caregiving and illness.

Positive and negative feedback is new information, and new information
involves news of difference. Bateson (1972) argued that information is
news of difference and that this is commonly provided through a
process of double description. That is, if two descriptions are given
of the same events, then the difference in perspectives provides
news of difference and this may help family systems to change so
as to adapt to their problematic circumstances. Bateson referred to
such information as the difference that makes a difference. The Milan
group and others, particularly Karl Tomm, have developed a variety
of types of circular questions that are explicitly designed to intro-
duce news of difference into family systems (Adams, 2003; Campbell
et al., 1991). These included asking each family member to describe
an interaction between another two family members; asking each
family member to rank-order other family members in terms of a
particular characteristic; asking each family member to describe the
difference between episodes within which the problem occurs and
does not occur; or asking each family member how the future (when
the problem is resolved) will differ from the past and the present.
Within systems, a distinction may be made between first-order change and
second-order change. With first-order change, the rules governing
the interaction within the system remain the same but there may
be some alteration in the way in which they are applied. First-order
change is continuous or graded. With second-order change, the rules
governing relationships within the system change and so there is a
discontinuous step-wise change in the system. For example, a fam-
ily in which a 13-year-old boy who walked to school, was regularly
late and was scolded by both teachers and parents for this tardiness,
might solve this problem by the parents asking the child to walk
to school more quickly on pain of further scolding. This solution
would represent first-order change, because the rules about the pat-
tern involving the child’s tardiness and the parents’ scolding remain
essentially unchanged. If however, the parents and teachers jointly
invited the boy to take responsibility for getting himself to school on
time and offered a prize at the end of the month if he was on time
75% of the time, this would represent second-order change because
the rules about the pattern involving the child’s tardiness and the
parents’ response to this would have been radically altered. In most
cases, family therapy is concerned with facilitating second-order
change.
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When families move from one stage of the lifecycle to the next they
have to engage in second-order change. That is, they have to replace
many of the rules, roles and routines of the earlier stage with new
ones. In the example just given, the first-order change solution might
be appropriate for a family with a preadolescent boy, but the second-
order change solution is more suited to a family containing an ado-
lescent child, since in adolescence youngsters need to learn to take
more responsibility for self-management.

Within systems theory, a distinction may be made between first- and second-
order cybernetics. This distinction was implicit in Bateson’s work and
made explicit by Heinz von Foerster (Howe & von Foerster, 1974). In
family therapy based on first-order cybernetics, it is assumed that a
therapist independently may observe, assess and intervene in a fam-
ily system without joining and becoming part of a new system that
includes the family and the therapist. In second-order cybernetics, it
is assumed that when a therapist engages in family therapy with a
family, a new therapeutic system is formed, which includes the ther-
apist and the family. Within this system patterns of mutual influence
develop and these may subserve morphostasis or morphogenesis.
That is, therapists and families may engage in patters of interaction
that maintain the problem as well as patterns that lead to problem
resolution. Structural (Fishman & Fishman, 2003), strategic (Rosen,
2003) and MRI brief therapy (Fisch, 2004; Segal, 1991) approaches
to family therapy have been based more on first-order rather than
second-order cybernetics. Social-constructionist approaches, have
been based more on second-order cybernetics (Anderson, 2003;
Rambo, 2003).

Within social systems recursive patterns, present in one part of the system,
replicate isomorphically in other parts of the system. This issue, implicit
in the work of Bateson, has been made explicit and relevant to the
practice of family therapy, systemic consultation and family therapy
supervision by others. Transgenerational family therapists have
noted that patterns of family interaction may be replicated across
generations (Kerr, 2003; Nelson, 2003). For example, a pattern involv-
ing marital violence and child behaviour problems may occur across
three or more generations (Browne & Herbert, 1997). Multisystemic
family therapists have observed that problem-maintaining patterns
of interaction within the family may be replicated within the wider
social system (Sheidow, Henggeler & Schoenwalt et. al., 2003). For ex-
ample, in a case of school refusal, a family-based pattern, involving
a strong mother—child coalition and a peripheral father, may be rep-
licated in the wider system with a strong coalition between a school
counsellor and the family and a peripheral relationship with the class
teacher. Within family therapy supervision (Sprenkle & Wilkie, 1996;
Storm, McDowell & Long, 2003), in the same case the triadic pattern
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involving the parents and child may be replicated in the supervisory
system with a strong coalition between the parents and the therapist
to which the supervisor becomes peripheral. On the positive side,
adaptive patterns of family interaction, such as secure attachment,
may be intergenerationally transmitted (Byng-Hall, 1995). In families
involved with multiple agencies, where there are well-articulated
procedures for interagency cooperation, this pattern of cooperation
may come to be replicated within the family (Imber-Black, 1988, 1991).
In supervision, where there is a collaborative relationship between
the supervisor and the therapist, this may become to be replicated in
the therapist’s relationship with the family (White & Russell, 1997).
A summary of these 15 propositions drawn from systems theory
and cybernetics on which family therapy was based is given in
Table 2.1.
Only probabilistic statements may be made about the impact of interven-
tions on social systems. We can never know with absolute certainty
what impact an intervention will have on a family. This is because
according to systems theory, in some instances different interven-
tions may have the same impact, because systems have the prop-
erty of equifinality. It is also because, according to systems theory,
in some instances the same intervention leads to different outcomes,
because systems have the property of equipotentiality.

Table 2.1 Propositions from systems theory and cybernetics on which family

therapy was based

Domain Propositions

Boundaries 1. The family is a system with boundaries and is
organised into subsystems.

2. The boundary around the family sets it apart
from the wider social system of which it is one
subsystem.

3. The boundary around the family must be
semipermeable to ensure adaptation and survival.

Patterns 4. The behaviour of each family member, and each

family subsystem, is determined by the pattern of
interactions that connects all family members.

5. Patterns of family interaction are rule governed
and recursive. These rules may be inferred from
observing repeated episodes of family interaction.

6. Circular causality should be used when describing
or explaining family interaction.

Stability and change 7. Within family systems there are processes that

both prevent and promote change. These are
morphostasis (or homeostasis) and morphogenesis.

(Continued on next page)
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Table 2.1 (Continued)

Domain Propositions

Stability 8. Within a family system, one member — the
identified patient — may develop problematic
behaviour when the family lack the resources for
morphogenesis. The symptom of the identified
patient serves the positive function of maintaining
family homeostasis.

9. Negative feedback or deviation reducing
feedback, maintains homeostasis and subserves
morphostasis.

Change 10. Positive feedback or deviation amplifying
feedback, subserves morphogenesis and may lead
to a runaway or snowball effect.

11. Individuals and factions within systems may
show symmetrical behaviour patterns and
complementary behaviour patterns, which, if left
unchecked, may fragment the system.

12. Positive and negative feedback is new information,
and new information involves news of difference.

13. A distinction may be made between first-order
change and second-order change; between
behaving differently according to the system’s
rules and changing the rules.

Complexity 14.  Within systems theory, a distinction may be made
between first- and second-order cybernetics;
between observed and observing systems.

15.  Within social systems, recursive patterns, present
in one part of the system, replicate isomorphically
in other parts of the system.

16.  Only probabilistic statements may be made about
the impact of interventions on social systems.

THREE ORGANISING THEMES: BEHAVIOUR PATTERNS,
BELIEFS AND CONTEXTS

A central theme within the field of family therapy is the belief that therapy
targeting family relationships should be grounded in theoretical frame-
works that privilege interpersonal factors over personal characteristics
and which take account of the family as a social organisation.

The many family therapy schools and traditions may be classified in
terms of their central focus of therapeutic concern and in particular with
respect to their emphasis on (1) problem-maintaining behaviour patterns;
(2) problematic and constraining belief systems and narratives; and (3)
historical, contextual and constitutional predisposing factors.
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With respect to the first theme, some family therapy schools highlight
the role of repetitive patterns of family interaction in the maintenance
of problem behaviour and advocate practices that aim to disrupt these
patterns of interaction. Schools that fall into this category include the
MRI brief therapy approach (Fisch, 2004); strategic therapy (Rosen, 2003);
structural therapy (Fishman & Fishman, 2003; Wetchler, 2003a); cognitive-
behavioural approaches (Dattilio & Epstein, 2003; Epstein, 2003); and
functional family therapy (Sexton & Alexander, 2003).

With respect to the second theme, some schools of family therapy point
to the centrality of belief systems and narratives that subserve repetitive
interaction patterns that maintain presenting problems. Practices that
facilitate the emergence of new belief systems and narratives which liber-
ate family members from problem-maintaining interaction patterns are
espoused by these schools. Traditions that fall into this category include
constructivism (Feixas, 1995a, 1995b); the original Milan school (Adams,
2003); social-constructionist family therapy approaches (Anderson, 2003;
Rambo, 2003); solution-focused family therapy (Duncan, Miller & Sparks,
2003); and narrative therapy (Browning & Green, 2003).

With respect to the third theme, a number of family therapy traditions
highlight the role of historical, contextual and constitutional factors in
predisposing family members to adopt particular belief systems and
engage in particular problematic interaction patterns. Such schools advo-
cate using practices that specifically address these historical, contextual
and contextual predisposing factors, including working with members of
the extended family and wider social network as well as coaching indi-
viduals to manage historical, contextual and constitutional constraints.
This category contains transgenerational family therapy (Kerr, 2003;
Nelson, 2003); psychoanalytic family therapy traditions (Savage-Scharf
& Scharf, 2003); attachment theory-based approaches (Byng-Hall, 1995;
Johnson, 2003a); experiential family therapy (Volker, 2003); multisystemic
consultation, which includes reference to the wider system (Imber-Black,
1991; Sheidow et al., 2003); and psychoeducational approaches (McFarlane,
1991; Schwoeri & Sholevar, 2003). A summary of this triadic classification
system is given in Table 2.2.

This organisation of schools of therapy in terms of their emphases on
three particular themes is a useful learning device, but an oversimplifica-
tion. Most schools of family therapy address problem-maintaining behav-
iour patterns, constraining beliefs and broader historical, contextual and
constitutional factors. However, the classification of schools according to
the degree to which they emphasize these three themes, offers a backdrop
against which the integrative approach to family therapy set out in Part 2
may be understood.

In the second part of this text a three-column model for formulating
cases in family therapy will be presented that uses the three themes men-
tioned in this part to organise information about a particular case. That is,
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Table 2.2 Classification of schools of family therapy according to their emphasis
on three themes

Predisposing historical, ~ Belief systems and Problem-maintaining
contextual and narratives behaviour patterns
constitutional factors

Transgenerational Constructivist MRI brief therapy
Psychoanalytic Original Milan school Strategic therapy
Attachment based Social constructionist Structural therapy
Experiential Solution focused Cognitive-behavioural
Multisystemic Narrative Functional
Psychoeducational

it will be argued that for any problem, a formulation may be constructed
using ideas from many schools of family therapy in which the pattern of
family interaction that maintains the problem is specified; the constrain-
ing beliefs and narratives which underpin each family members role in
this pattern are outlined; and the historical and contextual factors that un-
derpin these belief systems and narratives are specified. In parallel with
this, a similar formulation may be constructed to explain why the prob-
lem does not occur in exceptional circumstances, which, while similar to
problematic situations, differ in important key respects. In light of these
formulations, a range of interventions that address factors within each
column of these three-column formulations may be considered. Some
interventions aim primarily to disrupt problem-maintaining behaviour
patterns or amplify exceptional non-problematic patterns. Others aim to
help family members re-author their constraining narratives and develop
those more liberating and flexible belief systems that underpin exceptions
to the problem. Still others aim to modify the negative impact of historical,
contextual and constitutional factors or to draw on family strengths in
these domains. Thus, while it is accepted that the classification of schools
of family therapy according to three themes is an oversimplification, it is
a particularly useful oversimplification insofar as it may facilitate a coher-
ent, integrative and flexible approach to the practice of family therapy.

SUMMARY

Family therapy emerged simultaneously in the 1950s in a variety of dif-
ferent countries, services, disciples and therapeutic traditions. The central
insight that intellectually united the pioneers of the family therapy move-
ment was that human problems are essentially interpersonal not intrap-
ersonal and so their resolution requires an approach to intervention that
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directly addresses relationships between people. Family relationships
became the focus for intervention since these are of greater significance
than most other relationships in people’s social networks. The pioneers of
family therapy agreed that therapy targeting family relationships should
be grounded in theoretical frameworks, which privileged interpersonal
factors over personal characteristics and which took account of the family
as a social organisation.

A combination of ideas from communications theory, systems theory
and cybernetics were used by Gregory Bateson and his colleagues to offer
an overarching theoretical framework for family therapy. Within this
framework communication was viewed as a complex multilevel process.
The family was viewed as a system with semipermeable boundaries com-
prising constituent subsystems and capable of using negative and positive
feedback to promote stability and change respectively. Within this context
symptomatic behaviour was viewed as functional insofar as it subserved
family stability. Causality within family systems was viewed as circular
and involving patterns of mutual influence. The wide variety of family
therapy practices that evolved from these ideas addressed the whole fam-
ily system and took account of both morphostatic and morphogenic forces
within the family. The double-bind theory of schizophrenia represents an
early application of systems theory and cybernetics to the etiology and
maintenance of psychopathology, and so is of historical significance.

Different schools of family therapy accorded differing levels of promi-
nence to the role of family relationships in problem formation, the main-
tenance of problems, and problem resolution. Some theorists focused
predominantly on problem-maintaining interaction patterns and methods
of disrupting these rigid repetitive cycles of interaction. Others addressed
family members’ belief systems, scripts and narratives that underpinned
the problem-maintaining interaction patterns. A third focus of therapeutic
concern within the field of family therapy was the broader historical and
social context out of which problem-related belief systems, scripts and
narratives had emerged. In Chapters 3, 4 and 5, these three themes will
be used to organise the presentation of theoretical ideas and clinical prac-
tices from the major schools of family therapy.

GLOSSARY

Analogical and digital communication. These approximate to non-verbal
and verbal communication or to the command and report functions of a
message or to the process and content of a conversation. Digital communi-
cations are verbal and entail a report of events, for example ‘Its time to go'.
Analogical communications are non-verbal, entail commands and may be
metaphorical in meaning. For example by saying, ‘Its time to go’, a mother
may be non-verbally communicating that she is in charge in this situation,
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is commanding her daughter to go, and this command may be a metaphor
for maternal authority over the daughter’s other situations.
Complementary behaviour patterns. Bateson’s term for a process of
schizmogenesis in which the increasingly dominant behaviour of one
member (or faction) of a system invariably elicits increasingly submissive
behaviour from another member (or faction), and over time the intensity
of the complementary behaviour pattern increases until the members
(or factions) separate. For example, over time an increasingly caregiving
husband and an increasingly depressed wife may eventually reach a stage
where the relationship is no longer viable because of the mutual anger
and disappointment experienced by partners.

Cybernetics. A term coined by Norbert Wiener to refer to the study of
the way biological and mechanical systems use feedback to maintain
stability.

Double-bind theory. A theory developed by Bateson’s team to explain
how, over extended time periods, conflicting verbal and non-verbal mes-
sages given by parents to children with prohibitions against comment or
escape lead to schizophrenia.

Double description. Bateson’s term for the process by which the discrep-
ancy between two separate accounts of the same event provide informa-
tion or news of difference.

Equifinality. A property of systems whereby different interventions may
have the same impact and similar developmental outcomes may arise
from different family processes.

Equipotentiality. A property of systems whereby similar interventions
lead to different outcomes and different developmental outcomes may
arise from the same family processes.

Feedback. Within cybernetics, information about change in the system
that produces action. Negative feedback leads to self-correction and sta-
bility. Positive feedback produces change.

First- and second-order change. First-order change involves a change in
the relationship among elements in a system without an alteration in the
rules governing these relationships. An alteration in these relationship
rules is entailed by second-order change.

First- and second-order cybernetics. In therapy based on first-order
cybernetics it is assumed that a therapist (or observer) can change a fam-
ily system while remaining separate and unaffected by the system. Heinz
Von Foerster refered to second-order cybernetics as the cybernetics of
observing systems, which entails the view that therapists and families
become involved in a process of mutual influence.

Homeostasis. A term introduced into family therapy by Don Jackson to
refer to the tendency for families to develop recurrent patterns of interac-
tion that help them to maintain stability, particularly under stress.
Isomorphism. The replication of patterns across subsystems of a larger
system.
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Marital schism and marital skew. Terms coined by Lidz to refer to mar-
riages characterised by chronic conflict (schism) or power imbalance
(skew).

Morphogenesis and morphostasis. The processes by which systems
change and evolve (genesis) or retain stability (stasis).

Mystification. A process described by Laing where parents distort and
relabel a child’s experiences.

Pseudomutuality and pseudohostility. Terms coined by Wynne to
describe enmeshed and conflictual families respectively.

Rubber fence. Wynne’s term for impermeable family boundaries that
prevent therapists’ interventions from having a sustained influence on
patterns of family interaction.

Schizmogenesis. Bateson’s term for a process in which pairs of individuals
or factions within social systems develop recursive patterns of behaviour
over time thorough repeated interaction, which result in fragmentation of
the system. He described two types of schizmogenesis, which he termed
‘symmetrical” and ‘complementary’.

Subsystem. A system within a system, separated from other subsystems
by a boundary.

Symmetrical behaviour patterns. Bateson’s term for a process of schiz-
mogenesis in which the behaviour of one member (or faction) of a system
invariably elicits a similar type of behaviour from another member (or
faction), and over time the intensity of symmetrical behaviour patterns
escalate until the members (or factions) separate. For example, a marital
couple may become involved in a symmetrical pattern of blaming each
other for their marital dissatisfaction and ultimately separate.

System. A complex rule-governed organisation of interacting parts, the
properties of which transcend the sum of the properties of the parts, and
which is surrounded by a boundary that regulates the flow of information
and energy in and out of the system. Family systems are complex rule-
governed organisations of family members and their interrelationships.
The properties of a family cannot be predicted from information about
each of the family members only. Family relationships are central to the
overall functioning of the family.
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Chapter 3

THEORIES THAT FOCUS ON
BEHAVIOUR PATTERNS

It has already been noted in Chapter 2 that family therapy schools and
traditions may be classified in terms of their central focus of therapeutic
concern. That is they may be classified with respect to their emphasis on
problem-maintaining behaviour patterns; problematic and constraining
belief systems; and historical, contextual and constitutional predispos-
ing factors. This chapter is concerned with family therapy traditions
that highlight the role of repetitive patterns of family interaction in
the maintenance of problem behaviour. Schools that fall into this cat-
egory include the MRI brief therapy approach; strategic family therapy;
structural family therapy; cognitive-behavioural family therapy; and
functional family therapy. A summary of their main characteristics is
given in Table 3.1.

MRI BRIEF THERAPY

The principal figures in this tradition include Don Jackson, John
Weakland, Paul Watzlawick, Lynn Segal, Arthur Bodin, Robert Fish
and Wendel Ray (Cade & O’Hanlon, 1993; Duncan et al.,, 2003; Fisch &
Schlanger, 1999; Fisch et al., 1982; Green & Flemons, 2004; Hoyt, 2001;
Ray, 2004; Segal, 1991; Shoham & Rohbaugh, 2002; Watzlawick et al., 1974;
Weakland & Fisch, 1992; Weakland & Ray, 1995). The Mental Research
Institute, was founded by members of Bateson’s group in the late 1950s as
the Bateson project came to a close and in 1967, the Brief Therapy project at
MRI was set up. The MRI brief approach to family therapy is a pragmatic
integration of Bateson’s (1972) ideas on cybernetics and systems theory;
Milton Erickson’s unique approach to hypnotherapy (Haley, 1973); and
Heinz Von Foerster’s (1981) constructivism.

The central organising idea of the MRI approach is that ineffective
attempts to solve problems eventually come to maintain these prob-
lems, and so are aptly called ‘ironic processes’. Assessment should there-
fore focus on tracking repetitive behaviour patterns involving problems
and ineffective attempted solutions. Treatment, in turn, should disrupt
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these problem-maintaining behaviour patterns or ironic processes, by
paradoxically (or counter-intuitively) inviting clients to stop trying to
solve their problems.

For example, Watzlawick et al. (1974) describe how a wife’s concern
about her husband’s lack of openness led her to continually enquire about
his whereabouts, his thoughts and feelings and his plans. However, he
perceived his wife’s concern as overly intrusive and became secretive. In
turn his wife became more inquisitive. Assessment focused on clarifying
this vicious cycle of demanding and withdrawing behaviour. Treat-
ment aimed to disrupt the cycle and replace it with the seeds of a behav-
iour pattern that would become a virtuous cycle of mutually satisfying
encounters.

The MRI approach does not entail a well-articulated model of the func-
tional and dysfunctional family, but does involve the view that families
who repeatedly use ineffective solutions for problems will be less well
adjusted than those that show greater flexibility and avoid becoming
trapped in cycles that involve doing ‘more of the same”.

Assessment and the MRI Approach

Assessment is typically conducted by interview, and it is only essential
for the ‘customers’ — that is, the people who most wants change to occur
— to be present. The MRI model distinguishes between ‘customers” who
are committed to resolving the problem and ‘window-shoppers” who
are attending treatment to satisfy someone else. For example, a person
with a drink problem who denies the difficulty but attends therapy at
their spouse’s request is a ‘window-shopper’. There is no requirement
for the whole family to attend brief therapy. Indeed, MRI brief marital
and family therapy is often conducted with individuals, but the con-
ceptual framework for this individual work involves identifying oth-
ers who are trapped in a repetitive cycle of interaction around a specific
clearly defined presenting problem. The identification of this repetitive
cycle, which includes the problem and ineffective attempted solutions or
ironic processes, is the core assessment task. Historical, constitutional
and broader contextual predisposing and precipitating factors are of
little concern in the assessment of problems from an MRI perspective.
The cycle of interaction around the presenting problem is identified by
inviting clients to describe recent episodes of the problem and attempts
to solve it. The therapist probes about the details of who was involved
and what they did. A typical assessment question is ‘If I had a video of
a problematic episode, what would I see?”. During the assessment pro-
cess, the emphasis is on developing a step-by-step description of the way
episodes begin, progress and conclude. Such accounts clarify the nature
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of problem-maintaining factors and these typically involve ineffective
solutions.
Ineffective solutions, or ironic processes, fall into four main categories:

1. Attempts at making the self or others deliberately be spontaneous. For
example, trying to force another family member to spontaneously feel
love or respect towards oneself.

2. Using solutions that do not entail risk when some risk taking is

inevitable. For example, trying to cope with anxiety by avoiding the

anxiety-provoking situation.

Trying to resolve conflict through oppositional arguing,.

4. Confirming an accuser’s suspicions by defending oneself. When
accused of being distant, a spouse who responds defensively confirms
the accuser’s suspicions that the spouse is being distant.

S

As part of assessment, the smallest noticeable change that would
be required for the client to believe that therapeutic progress has
occurred is identified. This is then set as the treatment goal. A typical
goal identification question is, “‘When things take a small turn for the
better, what will be happening that is different from the current situa-
tion?” This idea of setting minimalist goals rests on the assumption that
once a small change occurs, provided it is noticeably different from the
status quo, then this will be maintained and expand through positive
feedback.

The quality of the therapist—client relationship is also an important
focus for assessment. Clients may engage in predominantly compliant
or predominantly defiant relationships with therapists and interven-
tions should be designed to fit with clients” predominant styles. So, tasks
requiring compliance should be offered to complaint clients and, for
defiant clients, tasks requiring resistance should be offered.

Clients’ explanations of their problems and their expectations concern-
ing treatment also deserve assessment. These reflect the clients’ fram-
ing of their problems, and quite often MRI interventions involve offer-
ing alternative reframings of the problem which fit to some degree with
clients’ original framing. For example, a parent who describes her daugh-
ter as extremely bad and needing punishment may be offered a reframe,
that the extremely bad behaviour reflects the extent of an underlying in-
security, which requires very clear rules concerning acceptable behaviour
and very predictable daily routines involving reassurance that she is loved
and cherished. Reframing derives from the constructivist epistemology
of Heinz Von Foerster, which underpins the MRI approach. According
to this epistemology, there is not a single true way to construe events.
Rather, any set of events is open to multiple punctuations and reframings,
which differ in their usefulness.
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Treatment and the MRI Approach

The overall aim of MRI brief therapy is to help clients resolve their pre-
senting problems. MRI brief therapy is not concerned with restructuring
the organisation of the family or facilitating personal growth. Further-
more, brief therapy sessions are a forum within which clients and thera-
pists work towards developing and reviewing tasks that are carried out
between sessions. It is these intersession tasks that are the main avenue
through which change occurs. The process within the therapy sessions is
of less importance in promoting change.

Treatment is typically conducted in under 10 sessions and relies for its
effectiveness on designing interventions that will help clients break out
of problem-maintaining interaction patterns. The therapist’s positioning
is not collaborative but strategic. That is, the therapist carefully plans to
maintain a high level of control over the therapeutic process and dictate
the terms of the therapeutic contract. This positioning involves therapists
not committing themselves to a premature statement of the nature of
the problem or the ideal solution, even if these are apparent to the thera-
pist. MRI therapists may also strategically withhold information about
the cybernetic and systemic rationale underpinning their interventions.
Finally, to encourage clients to work harder at resolving their problems,
MRI therapists may take a one-down position with respect to their clients,
and claim temporary puzzlement or helplessness in response to their cli-
ents’ effective or ineffective solution-oriented behaviour. Thus, MRI brief
therapists may say, ‘I am mystified by the improvement you describe. I do
not understand it’, or “Your problems seem deeply entrenched and I am
uncertain about how to advise you to proceed at this point”.

The most commonly used MRI intervention involves describing the cli-
ents’ problem-maintaining pattern, which covers the problematic behav-
iour and their unsuccessful attempted solutions or ironic processes, and
then using therapeutic restraint. Clients are invited ‘to go slow’; ‘to avoid
making things worse by impulsively rushing for simple but inappropri-
ate solutions for complex difficult problems’; and ‘to make step-by-step
changes gradually because these rest on a firmer foundation than large
sudden changes’. With couples involved in demand-withdraw interaction
patterns, where the complaint is the husband’s lack of openness, the ther-
apeutic invitation would be to not try to increase the husband’s openness
too rapidly, because this might actually make things worse. Therapeutic
restraint, typically has the paradoxical effect of accelerating change, prob-
ably because the therapist places him- or herself in a complementary
relationship with the client. The therapist’s increasingly cautious invita-
tions to exercise restraint are met with clients’ increasingly bolder strides
towards problem resolution. When rapid changes occur in response to in-
vitations to ‘go slow’, further cautious invitations to ‘go slow’ are typically
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given rather than congratulations for making major changes. Therapists
may express puzzlement about the changes, doubt about their perma-
nence, explore the dangers of rapid improvement and predict a relapse.
These therapeutic restraints may further accelerate positive changes. All
credit for positive changes is attributed to the client, not the therapist.
Termination occurs without celebration, and often with the therapist ex-
pressing puzzlement at the rate of the client’s improvement. When clients
request further work for other problems, therapists suggest postponing a
further episode of therapy to allow for consolidation of changes that have
already been made.

A related MRI intervention is to invite clients to list negative conse-
quences of change. Some common negative consequences of change are:
new habits are unfamiliar; change is scary; change requires risk taking;
change involves greater intimacy; negotiation will be necessary; change
requires new and difficult skills; and ‘if it doesn’t work it will be my fault”.
On the basis of these negative consequences, clients may be advised
to make haste slowly. Later in treatment, if clients show resistance or
reluctance to improve, they may be invited to explore those negative
consequences of change that they initially listed as preventing them from
improving. They may be asked to consider going slow because the nega-
tive consequences are too great.

Problem-maintaining interaction patterns may be disrupted by directly
inviting clients, who are judged to be compliant, to do ‘less of the same’, or
to stop doing ‘more of the same’. The rationale for these invitations often
involves reframing the client’s views about the problem in terms that the
client can accept. For example, parents of a non-compliant asthmatic who
continually remind him to take his medication, may be invited to view
his non-compliance as a statement about his need for independence. They
may be invited to offer him the opportunity of developing independent
control of his health, by asking him about his medication once and once
only each day at 7 p.m.

Problem-maintaining interaction patterns may be disrupted by para-
doxically inviting clients, who are judged to be defiant, to do ‘more of the
same’ and offering a plausible reframing of the problem, a rationale for
the paradoxical task. For example, couples whose problem is repetitive
arguments may have these reframed as a sign of strong commitment to
getting the relationship right, and be invited to engage in 15 minutes of
arguing each day at a specified time.

In MRI brief therapy, unique interventions are constructed in each case
to disrupt problem-maintaining attempted-solutions or ironic processes.
However, for the different types of attempted solutions listed in the ear-
lier section on assessment, templates for developing interventions have
been developed. What follows is a sketch of these.

Where clients” attempted solutions involve attempts at making them-
selves improve spontaneously by resisting an urge or controlling an
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involuntary action, they may be invited to practise the problem under
specified conditions, to improve control over the problem and closely
monitor what happens. For example, children with motor tics or men with
premature ejaculation may be invited to conduct daily practice sessions.

Where clients” attempted solutions involve trying to make others behave
spontaneously, effective MRI interventions involve arranging for the client
to agree that when the other person agrees to do the required act voluntarily
in response to a request, the problem has shown the first sign of improv-
ing. For example, a man who wants his partner to express love spontane-
ously may be invited to consider, as a minimum treatment goal, his partner
agreeing to take a daily walk with him voluntarily, in response to an open
request. That is, the minimum goal is not, ‘She wants to go for a walk with
me’, but rather ‘She agrees voluntarily to go for a walk with me’.

Where problems are maintained by solutions that do not entail risk
when some risk taking is inevitable, clients may be invited to take small
controllable risks and, once they have done this, to be cautious about
making further progress. Clients with exam anxiety, for example, may be
invited to deliberately not complete a question on the exam paper.

Where conflict is maintained through oppositional arguing, clients
may be invited within the context of an appropriate reframe to take a
one-down position. For example, members of a conflictual couple whose
arguments have been reframed as an expression of concern, connected-
ness and commitment to the relationship, may be invited after each fight
to apologise to each other for not arguing harder and longer and to thank
each other for these apologies.

Where an accuser’s suspicions are repeatedly confirmed by the other per-
son defending him- or herself, the defender may be invited to agree with
the accuser or to not take the criticism seriously. For example, a husband
accused of being secretive, may be invited to accept that this is his true na-
ture and he must confess, whenever accused, that he is indeed secretive.

There is a risk that this brief sketch of interventions misrepresents the
extraordinary respect and thoughtfulness with which MRI brief thera-
pists practise, and if this is the case it is a reflection on the brevity of the
account rather than nature of MRI practice.

STRATEGIC FAMILY THERAPY

Jay Haley (Grove & Haley, 1993; Haley, 1963, 1973, 1976a, 1984, 1996, 1997;
Haley & Richeport-Haley, 2003), the founder of strategic family therapy,
was initially a member of Bateson’s group, an interpreter of the works of
the hypnotherapist Milton Erickson (Haley, 1985a, 1985b, 1985¢; Lankton &
Lankton, 1991), a colleague in Philadelphia of Salvador Minuchin, founder
of structural family therapy and subsequently a co-founder with Cloe
Madanes (1981, 1984, 1990, 1991, 1994; Madanes, Keim & Smelser, 1995)
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of the Washington Family Therapy Institute. Because of Haley and
Minuchin’s association, it is not surprising that their strategic and struc-
tural approaches to family therapy are often blended together into coher-
ent practice models (Behar-Mitrani & Perez, 2000; Keim & Lappin, 2002).
A central underlying theme of strategic family therapy is that families
are ambivalent about change, usually because family problems serve some
important interpersonal protective function for some family members,
and so therapists must carefully design specific directives to undermine
this ambivalence or resistance and so help families resolve their present-
ing problems, while also providing the family with an opportunity to deal
with the complex interpersonal problem that the symptom was designed
to solve. For example, the misbehaviour of a depressed unemployed
father’s son may distract the father from his depression. Managing the
misbehaviour gives the father a focus for his attention and in this sense
serves the function of keeping the father from sinking into depression. In
this instance, requesting both parents to spend exclusive private time with
each other planning how best to manage the son, would address both the
father’s need for support and the boy’s need for security and structure.

The Healthy Family and Strategic Therapy

Within strategic therapy it is assumed that healthy families have clearly
defined intergenerational hierarchies, so that it is quite clear that for
important issues, parents are in charge and have the final veto on major
family decisions. It is also assumed that when healthy families move from
one stage of the family lifecycle to the next, they are flexible enough to
modify their rules, roles and routines sufficiently to meet the demands
of the new lifecycle stage. For example, when families move from having
preadolescent children to having adolescents, there is usually a require-
ment for the teenager to have increased autonomy and privacy, and also to
take on more age-appropriate responsibilities. Healthy families manage
such changes flexibly, solving problems and negotiating new arrange-
ments as required and without excessive difficulty. A third assumption
of strategic therapy is that within family relationships there is a mix of
complementary and symmetrical transactions (which have been defined
in Chapter 2). A final assumption is that healthy families select love rather
than violence as the central value and distribute love within the family in
a non-intrusive, non-violent way.

The Problematic Family and Strategic Therapy

In contrast to this profile of the healthy family, within strategic therapy
it is assumed that problems occur when the hierarchical structure of the
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family is unclear; when there is a lack of flexibility in moving from one
lifecycle stage to the next; and when family relationships are character-
ised exclusively by complementary or symmetrical transactions.

Haley argues that when there are differing overt and covert hierar-
chical structures within a family or social system and this difference is
denied, problems occur. For example, if it is overtly accepted that both
parents set rules for all the children in a family, but covertly this agree-
ment is undermined by, for example, the son breaking the rules and
the mother not bringing this to the father’s attention or sanctioning the
son for his misbehaviour, and this arrangement between the mother
and son is denied, then it is probable that the son will develop behav-
iour problems and the couple will experience marital conflict. Haley
also argues that when these types of ‘pathological triangles’” occur, they
prevent families from moving smoothly from one stage of the family
lifecycle to the next. For example, they may make it difficult for young
adults to leave home and develop a lifestyle independent of their family
of origin, because to do so would entail the risk that the parents would
separate and the family as a whole would disintegrate. Incongruous
hierarchies may also occur within marital relationships; for example,
in a couple where one member is depressed, overtly it may appear that
the depressed person is hierarchically subordinate to their partner but
covertly the depressed person may be hierarchically superior since the
depression may play a dominant role in organising the relationship.
It is also assumed within strategic therapy that relationships, partic-
ularly marital relationships, which are characterised exclusively by
symmetrical transactions (such as persistent oppositional arguments)
and relationships characterised by exclusively complementary transac-
tions (such as caregiving and caretaking) inevitably become seriously
problematic.

Within problematic families, symptoms may be conceptualised as
metaphorical messages about problems in other domains. For example, a
conflict between a child and parents about school attendance may reflect
a metaphorical communication about a conflict between a husband and
wife about the woman working.

Family difficulties are conceptualised within Madanes’s (1991) formula-
tion of strategic therapy as arising from attempts to dominate and control;
to be loved; to love and protect; or to repent and forgive. Problems associ-
ated with domination and control include aggression, delinquency and
some forms of drug abuse. Those associated with the wish to be loved
include depression, anxiety and eating disorders. Problems associated
with the desire to love and protect include intrusive domination of a part-
ner or child, and consequent excessive guilt, suicide threats and gestures,
and thought disorder. Problems associated with the wish to repent and to
forgive include sexual and physical abuse.
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Assessment in Strategic Therapy

Assessment in strategic therapy involves identifying the specific prob-
lem with which the family want help; clarifying the pattern of interaction
around the problem; and clarifying the role of hierarchical incongrui-
ties, lifecycle stage ‘stuckness’, and exclusive reliance on symmetrical or
complementary transactions in this cycle. The way the family manage the
issues of power, the need to be loved, to love and protect, and to repent
and forgive is also addressed.

The assessment interview is segmented into four parts (Haley, 1976a),
opening with a brief social stage where the therapist as host welcomes
family members, often starting with the most peripheral member, usu-
ally the father. In the second stage of the assessment interview, each
member gives an account, from his or her perspective, of the problem
and the sequences of events that typically precede and follow it. Fam-
ily members’ explanations of the problems, previous attempted solutions
and the effects of these are also clarified. In this second stage of assess-
ment, the therapist by implication conveys that the problem is embed-
ded in a pattern of interaction involving some or all family members, but
is careful not to offer any interpretation or reframing of the problem at
this stage. In the third stage of the assessment interview, family mem-
bers are invited to discuss the problem among themselves. During the
second stage, it typically has become apparent that different family mem-
bers hold different views of the problem, different explanations for it and
advocate different solutions. During the third interactional stage, family
members may be encouraged to discuss these differing views and the
therapist observes the interaction noting the overt and covert hierarchies
and problem-solving sequences within the family. Following the interac-
tional stage, in the fourth and final stage of the assessment interview, the
therapist helps family members define the problem in solvable terms and
specify their therapy goals in concrete, visualisable terms. Vague goals,
like “To get in touch with our feelings’, are not acceptable within strate-
gic therapy. Goals must be concrete, such as “To have a game of family
scrabble together for 30 minutes every night for a week without fighting’.
It is vital that the problem be defined this way so that later it will be clear
whether or not therapy has been successful in helping clients reach their
goals. The assessment session may close with the agreement of a goal and
agreeing to work towards that goal over a limited number of sessions.

Treatment in Strategic Family Therapy

Treatment in strategic family therapy involves conceptualising or for-
mulating problems within the therapeutic team; reframing problems for
clients; and giving directives to clients that will disrupt the pattern of
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interaction which maintains the presenting problem. Therapy sessions
are largely devoted to reframing, giving directives and reviewing prog-
ress. Therapeutic change in strategic therapy is assumed to arise from
responding to directives between sessions, since it is between sessions
that problem-maintaining behaviour patterns occur. These problem-
maintaining behaviour patterns, as has been noted, often involve hierar-
chical incongruities.

With pre-adolescent children with behaviour problems maintained
by a denied covert alliance between the mother and child to which the
father is subordinate, Haley typically corrects such hierarchical incon-
gruities by directing the father to exclusively take charge of the child
and give the child’s mother a well-earned rest from dealing with the
youngster’s misbehaviour (Haley, 1976a). Once the child’s behaviour
problems abate, the parents may be directed to manage conjointly the
child as a team.

With late adolescent conduct problems, drug abuse and psychiatric dif-
ficulties maintained by a denied covert alliance between the mother and
child to which the father is subordinate, Haley directs both parents to
cooperate in treating the adolescent as a disobedient pre-adolescent, with
strictly enforced house rules until the adolescent begins to behave more
responsibly. The adolescent’s difficulties are reframed as controllable,
rather than uncontrollable (especially in the case of psychotic symptoms)
and as a reflection of irresponsibility and immaturity, rather than illness.
When parents unite in the management of their adolescent, problem-
maintaining interaction patterns entailing the incongruous hierarchies
are disrupted and the adolescent’s problems resolve. In such, instances,
Haley cautions against addressing marital discord directly, even if clients
bring this issue up. Rather, he suggests that dealing with such issues be
postponed until the child-focused difficulty is resolved.

Haley, inspired by the work of Milton Erickson, the hypnotherapist,
has used the prescription of ordeals as a way of disrupting problem-
maintaining interaction patterns. Ordeals involve inviting clients to
complete a difficult task each time they have an urge to behave symp-
tomatically. For example, a bulimic may be invited to flush binge food
that they have hand-mixed down the toilet with the family watching
when a binge urge occurs.

Prescribing the symptom under specified conditions can disrupt symp-
tom-maintaining interaction patterns. For example, a child with a problem
of fire-setting was directed to light fires regularly under parental supervi-
sion. Prescribing the symptom is an apparently paradoxical or counter-
intuitive intervention.

Madanes has used pretending tasks to disrupt problem-maintaining
interaction patterns. With pretending tasks, clients are invited to pretend
to behave symptomatically some of the time, while other family members
are invited to see if they can distinguish between real and pretend
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symptoms or to behave as if the symptoms were genuine. For example, a
husband may be invited to pretend to be depressed some of the time when
he is not truly depressed and his wife may be invited to give the support
and care she typically offers when he is genuinely depressed, regardless
of whether he is pretending or not.

Reuniting the family is an approach used when family members be-
come estranged. For example, where an adolescent makes a suicide
gesture, this may be framed as a need for love and protection, and the
parents, older siblings and extended family may be organised into a 24
hours-a-day suicide watch, offering the self-injurious adolescent constant
monitoring, supervision and protection until their will to live and sense
of being accepted by the family returns.

When sexual abuse occurs within the family and is maintained by a
pattern of interaction involving denial and secrecy, Madanes (1990), has
developed a 16-step intervention programme that disrupts this cycle of
abuse and secrecy. The intervention involves facilitating acknowledge-
ment of the abuse by the whole family; contextualising the abuse, since
it is often part of a multigenerational pattern; facilitating repentance and
reparation; organising continued protection; and opening up the possibil-
ity of forgiveness.

STRUCTURAL FAMILY THERAPY

Structural family therapy was developed in New York at the Wiltwyck
school for delinquent boys and later at the Philadelphia Child Guid-
ance Clinic in the late 1950s and 1960s by Salvador Minuchin and his
colleagues Braulio Montalvo, Charles Fishman, Bernice Rosman and
others (Colapinto, 1991; Elizur & Minuchin, 1989; Fishman, 1988, 1993;
Fishman & Fishman, 2003; Minuchin, 1974, 1984; Minuchin & Fishman,
1981; Minuchin, Lee & Simon, 1996; Minuchin, Montalvo, Guerney,
Rosman & Schumer, 1967; Minuchin & Nichols, 1993; Minuchin, Rosman
& Baker, 1978). Minuchin’s background was in Harry Stack Sullivan’s
tradition of social or interpersonal psychiatry, and during the early
1950s Minuchin was mentored by Nathan Ackerman, a founding fa-
ther of family therapy in the USA. Both Jay Haley and Cloe Madanes
(the strategic therapists described in the previous section) worked with
Minuchin’s team at Philadelphia during the 1960s. Minuchin initially
developed his active family-based approach because his working-class
clients at the Wyltwick school were unresponsive to verbal passive psy-
choanalytically-based individual therapy. Structural family therapy
is now the most widely practiced and influential approach to family
therapy in the world. Although Minuchin retired in 1995, the Minuchin
Centre for the Family in New York continues the structural family ther-
apy tradition.
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The central idea underlying structural family therapy is that problem-
atic family organisational structures may compromise their capacity to
meet the demands of lifecycle changes or unpredictable intrafamilial
or extrafamilial stresses. Structural family therapists join with families,
come to understand their structure and the demands that the family are
having difficulty meeting; facilitate enactment of their problem-solving
attempts; and, through unbalancing and boundary making, help the
family use its own latent resources to modify its structure so that it can
meet the demands it faces. For example, in helping families with anorexic
children, Minuchin noted the lack of parental coalitions and the diffuse
intergenerational boundaries. He unbalanced these family systems by
asking the parents to feed their daughters in the early stages of therapy
and later once weight gain had begun by inviting the girls to take control
of their own weight. He drew boundaries by insisting that, once out of the
danger zone, the girls’ weight be monitored away from the parents, and
the parents engage in joint problem solving and decision making about
managing routine aspects of family life.

Healthy and Unhealthy Families and Structural Family Therapy

Within structural family therapy, healthy families are assumed to have a
structure that permits them to meet lifecycle demands which is charac-
terised by clear intergenerational boundaries between parent and child
subsystems. These should be neither rigid nor diffuse and entail neither
rigid nor chaotic family functioning. In terms of emotional closeness, they
are neither enmeshed nor disengaged.

In contrast, family structures characterised by diffuse or rigid bound-
aries and extreme enmeshment or disengagement, and excessively weak
or rigid and arbitrary hierarchies make it difficult for families to respond
to environmental or developmental stresses. Disengaged families are
slow to mobilise support when needed, whereas enmeshed families have
difficulty permitting the development of autonomy. Both disengagement
and enmeshment are strategies for conflict avoidance. They allow cou-
ples to avoid the pain entailed by conflict resolution, which would lead to
modification of the rules governing the family structure. Disengaged par-
ents avoid conflict by cutting off conversations about change. Enmeshed
parents avoid conflict by denying differences, and in some instances by
detouring conflict through a child. Parents may submerge their own dif-
ferences and express either joint concern about the child or joint anger
at the child. These triangulations tend to lead to aggressive or psychoso-
matic responses respectively. In families with weak hierarchies, parents
fail to offer joint leadership and executive functions may be taken by so
called parental-children, who behave as if they are parents. In families
with rigid arbitrary hierarchies, parents may inappropriately abuse their
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power without taking account of children’s needs. A dysfunctional fam-
ily, according to structural family therapists, is one that cannot fulfil its
functions of nurturing the growth of its members.

Assessment and Treatment in Structural Family Therapy

Assessment and treatment occur concurrently in structural family ther-
apy. Those members of the family and wider social system thought to
be most relevant to the resolution of the problem are invited to the first
session. Where schools and other agencies are involved, staff from these
settings may be invited. The process of assessment and therapy begins
with joining, when the therapist and clients unite to form a therapeutic
system. During the joining process, the therapist develops a working alli-
ance with family members. The therapist tracks each person’s description
of the problem in a blow-by-blow manner and notes differences between
differing accounts. Through enactment, the therapist encourages family
members to jointly attempt problem solving in the consultation room.
The therapist may coach family members to persist with particularly dif-
ficult transactions or try different ways of discussing the problem dur-
ing an enactment. The enactment reveals the family structure and also
its strengths and flexibilities. These structural problems and strengths
are continually fed back to the family in sessions through the process of
reframing. For example, the therapist may say to an enmeshed parent who
answers for a teenager, “You have become your daughter’s voice”.

In structural family therapy, the therapist and clients agree overtly to
the goal of eliminating the symptom. Inevitably there is an underlying
tension between the therapist and the family about this goal. This is be-
cause families typically wish to loose symptoms while retaining their
dysfunctional structure. In contrast, structural therapists believe that the
family structure, which entails problem-maintaining interaction patterns,
will also have to change in order for symptoms to be lost and this will be
resisted by clients. Unlike MRI brief therapy and strategic therapy where
this resistance is dealt with by prescribing carefully designed tasks to be
conducted between sessions, in structural family therapy, resistance is ad-
dressed in therapy sessions by enactment, reframing, boundary marking
and unbalancing. Boundary marking involves regulating the flow of in-
formation between family members by, for example, asking each person to
speak for themselves and no one else, or by blocking a parental child from
joining the parental subsystem. With unbalancing the therapist supports
one family member more than another to challenge the prevailing family
structure. When this is done with extreme intensity a family crisis may be
purposely precipitated. Minuchin used this unbalancing technique when
he conducted family lunch sessions with anorexic girls and asked the par-
ents to make the child eat their lunch in the family session.
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Structural family therapists also try actively to avoid being inducted
into the problem-maintaining interactional patterns that are part of the
dysfunctional family structure. For example, structural therapists attempt
to avoid becoming triangulated into defusing conflicts between two
family members. They also try to avoid becoming centralised into listen-
ing to huge volumes of content from all family members in every session
because this leaves little time to comment on process, to unbalance, make
boundaries and restructure.

COGNITIVE-BEHAVIOURAL MARITAL AND FAMILY
THERAPY

Cognitive-behavioural family therapy for child-focused problems evolved
from the pioneering work of Gerry Patterson (1971) on behavioural par-
ent training, where the central emphasis was on training parents to
use the principles of social learning theory to modify their children’s
aggressive behaviour. Cognitive-behavioural marital therapy evolved
from Richard Stuart’s (1969) early work on contingency contracting with
distressed couples. Interventions in both the parent training and mari-
tal therapy domains of this tradition have grown in sophistication over
the years and more empirical research has been published on the effec-
tiveness of interventions within this tradition than any other (Atkins,
Dimidjian & Christensen, 2003; Baucom & Epstein, 1990; Dattilio, 1997
Dattilio & Padesky, 1990; Dimidjian, Martell & Christensen, 2002; Epstein,
Schlesinger & Dryden, 1988; Falloon, 1988, 1991; Falloon, Laporta, Fadden
& Graham-Hole, 1993; Jacobson & Christensen, 1996; Jacobson & Margolin,
1979; Mueser & Glynn, 1995; Sanders & Dadds, 1993). In recent times, lead-
ers in the field include Frank Dattilio, Donald Baucom, Norman Epstein
and Ian Falloon (Baucom, Epstein & La Taillade, 2002; Dattilio & Epstein,
2003; Epstein, 2003; Falloon, 2003).

The central assumption of cognitive behavioural family therapy is that
problematic behaviour and cognitions are learned and maintained by
particular types of repetitive patterns of interaction. These patterns of
interaction may involve imitation, operant conditioning, classical condi-
tioning, or some combination of these. Cognitive-behavioural marital and
family therapists help clients disrupt problem-maintaining interaction
patterns by coaching them in the skills required to shape and reinforce
non-problematic behaviours in other family members and by challenging
their negative cognitions. For example, in behavioural parent training,
parents learn to positively reinforce prosocial behaviour and to extinguish
antisocial behaviour by arranging for the child to have time-out from re-
inforcement when it occurs. In traditional behavioural marital therapy,
couples learn to reinforce each other for engaging in positive rather than
negative interpersonal behaviour.
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Differences between Distressed and Non-distressed Family
Relationships

Research conducted within the cognitive-behavioural tradition has shown
that relationships within distressed and non-distressed couples and fam-
ilies are different. Compared with non-distressed family relationships,
family members in distressed relationships engage in more negative
interpersonal behaviour patterns, which are mutually reinforcing and
view each other in more negative terms. Patterson (1982) described a coer-
cive family process in which the negative behaviours of two family mem-
bers are maintained by mutual negative reinforcement. For example, if
every time a child screams ‘No’” when asked to go to bed and after an esca-
lating battle the parent withdraws to another room, the child’s screaming
is negatively reinforced because it leads to a cessation of parental nagging,
and the parental withdrawal is negatively reinforced because it leads to
an escape from the child’s screaming. Coercive family processes maintain
defiant and aggressive behaviour problems in children and also within
distressed couples.

Negative cognitive schemas dominate the thought processes of fam-
ily members in distressed relationships. Negative cognitive schemas
underpin negative selective attention, and involve particular types of
attributions, expectancies, assumptions and standards concerning fam-
ily relationships that maintain negative family-based behaviour patterns.
Negative cognitive schemas are associated with selectively attending
to negative aspects of others; making personal attributions for negative
behaviour and situational attributions for positive behaviour; holding
negative expectations of other family members; holding assumptions
about how to conduct family relationships that fit with those of other
family members; and holding standards of conduct which other family
members do not accept.

Assessment in Cognitive-behavioural Marital and Family
Therapy

Assessment in cognitive behavioural marital family therapy begins
with conducting a functional analysis in specific problematic domains.
This involves monitoring the duration, frequency and intensity of prob-
lematic or positive behaviours and their antecedents, related cognitions
and consequences. In addition, behavioural checklists may be used to
assess overall patterns of positive and negative behaviours. Psychomet-
ric questionnaires may be used to evaluate cognitive aspects of fam-
ily relationships. Typically, goals are framed in terms of increasing
positive and reducing negative interactions, behaviours, feelings and
cognitions.
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Treatment in Cognitive-behavioural Family Therapy

In behavioural family therapy for children, a range of procedures based
on social learning theory are used to help parents modify their children’s
behaviour. These include using reward systems, such as star charts and
token economies, to increase positive behaviour and time-out procedures
to reduce the frequency of negative behaviour.

With adolescents and in couples therapy, contingency contracts are
used for the same purposes. These involve an agreement between par-
ents and adolescents or members of a couple about the consequences
of specific behaviours. With couples a distinction is made between quid
pro quo and good faith contracts. With quid pro quo contracts, the conse-
quences for both parties of engaging in target positive behaviours are
specified and linked. For example, ‘If you make dinner, I'll wash up the
dishes afterwards’. With good faith contracts, the consequences for both
parties of engaging in target positive behaviours are specified but are
not linked. For example, ‘If you make dinner, you may go sailing; if I do
the shopping, I may go out with friends’. Good faith contracts are more
commonly used.

Problem-solving and communication-skills training is an essential ele-
ment of cognitive-behavioural therapy with families containing adoles-
cents and couples. In communication-skills training, clients are coached
through modelling and role play in communicating messages clearly,
directly and congruently to their partners; checking that one has been
understood; listening in an empathic manner; paraphrasing partners’
messages; and checking the accuracy of such paraphrases. In problem-
solving skills training clients are coached in defining large daunting
problems as a series of small solvable problems and for each problem:
brainstorming solutions; evaluating the pros and cons of these; select-
ing one; jointly implementing it; reviewing progress; and modifying the
selected solution if it is ineffective or celebrating success if the problem
is resolved.

Cognitive restructuring is the principal intervention used to challenge
negative cognitions. Family members are invited to monitor and record the
antecedent situations which gives rise to particular cognitions, and their
subsequent impact on mood and interpersonal behaviour. When negative
cognitions are identified in this way, clients are coached in challenging
these by finding tangible evidence to support or refute them. When nega-
tive cognitions are not supported, clients are invited to revise them so that
the new cognitions fit the evidence. They are also invited to record the
impact of revised cognitions on mood and interpersonal behaviour.

Within integrative behavioural couples therapy acceptance building is
used to help couples adapt to unchangeable aspects of their relationship.
It involves empathic joining around the couple’s problem; detachment
from the problem; tolerance building; and self-care.
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A variety of self-regulatory procedures for controlling anxiety, anger
and depression have been developed within the cognitive-behavioural
tradition. These include, for example, relaxation training, pleasant event
scheduling and graded task assignment. Within behavioural couples
therapy, where the regulation of negative mood states in one partner
with a diagnosis of anxiety or depression is the principal aim, the non-
symptomatic partner may be invited to assist with the other partner’s self-
regulatory behavioural exercises.

Where children with intellectual disabilities have skills deficits, par-
ents may be trained to use complex behavioural procedures for shaping
new skills such as backward chaining. For example, in training a child to
help with housework, begin by rewarding them for putting the vacuum
cleaner away and next time for switching it off until finally he is rewarded
for taking it out, using it and putting it away.

FUNCTIONAL FAMILY THERAPY

Functional family therapy evolved from the observation that often fami-
lies find it difficult to cooperate in behavioural family therapy (Alexander
& Parsons, 1982; Alexander, Pugh, Parsons & Sexton, 2000; Barton &
Alexander, 1981; Morris, Alexander & Waldron, 1988; Sexton & Alexander,
2003). James Alexander and colleagues integrated aspects of structural
and strategic family therapy with behavioural family therapy and found
that this led families to cooperate more fully in implementing behavioural
programmes in cases of delinquency. They refer to this integrative model
as functional family therapy and it is of particular significance because its
efficacy is empirically well supported.

The central assumption of functional family therapy is that many
problematic behaviours and symptoms that lead families to be referred
to treatment serve important relational functions. There are two main
dimensions of relational functions: relational connection and relational
hierarchy. Problem behaviours may serve the function of regulating
relational connection by creating distance and independence or intimacy
and interdependence within relationships. Problem behaviours that serve
the function of regulating relational hierarchy create a power structure
within relationships where one member has more economic, physical or
social power than another.

The aim of functional family therapy is to help families replace prob-
lematic behaviours with non-problematic behaviours that fulfil the same
relationship functions. That is, functional family therapy helps families
find less problematic ways to regulate the relational distance and rela-
tional hierarchy between people.
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For example, if a mother and child are involved in a relationship
characterised by separation anxiety, which prevents school attendance,
an intervention such as coaching the mother to teach the child anxiety-
management skills would be appropriate, since this fulfils the function
of creating relational intimacy within the mother—child relationship, a
function also fulfilled by the problematic behaviour. A second example
concerns relational hierarchy. If a father and son are involved in a rela-
tionship that often escalates into shouting matches and inappropriate
parental punishment of the adolescent, an intervention where the child
can earn points for adhering to house rules and exchange these for items
on a reinforcement menu would be appropriate because this fulfils the
function of creating relational hierarchy within the father-son relation-
ship, a function also fulfilled by the problematic behaviour.

In functional family therapy it is assumed that well-adjusted families
have adaptive routines for regulating relational connection and hierar-
chies within the family.

Assessment and Treatment in Functional Family Therapy

During assessment family relationship processes are evaluated by inter-
view and observation. The function of problematic behaviour on regulat-
ing relational connection and hierarchy is clarified. The degree to which
family members’ personal styles, strengths and weaknesses act as con-
straints or aids to problem resolution are also evaluated.

Therapy is conducted in a series of three main stages: (1) engagement
and enhancing motivation, (2) behaviour change, and (3) generalisation.
The process of functional family therapy is guided by four principles:

1. Creating positive alliances between family members and between the
family and therapist enhances motivation to change.

2. Changing the family’s belief system and the meaning of problematic
transactions through reframing enhances motivation to change.

3. Therapeutic goals should be observable, obtainable and consistent
with a family’s abilities, cultural values and overall social context.

4. Therapeutic strategies should match and respect the family’s profile
of risk and protective factors and other characteristics.

In the first stage of therapy, the priority is helping families move from
a position of hopelessness where they attribute blame to individual fam-
ily members and are unmotivated to make positive changes, to a more
hopeful position where they see the problem as shared and are motivated
to engage in problem resolution. Establishing a good therapeutic alli-
ance with each family member is central to this task. The usual joining
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procedures of showing warmth, empathy and genuineness on the one
hand and structuring therapy sessions coherently on the other are impor-
tant in this regard.

However, alliance building must be coupled with reframing to enhance
motivation. Reframing is essential for helping family members reduce
blaming, develop positive alliances with each other and being able to con-
ceptualise their difficulties as a shared solvable problem. In functional
family therapy, reframing involves three steps, which are described below
and illustrated with an example.

1. Empathise with a family member’s current framing of the problem: ‘It
seems like he’s always in trouble and that’s a real difficulty. You get
scared he will end up in prison and so you give him a good talking
to”

2. Reattribute the problem to the family situation rather than the child,
with reference to positive attributes of family members and point to
a positive way forward: “You and he get into a lot of rows about this.
Your are both strong willed. You want him to follow the rules. He
wants to be more grown up and independent. The challenge is for us
to explore other ways to do this. For you to be able to keep a level head
and set clear rules and consequences and for him to be grown up and
fit in with these.

3. Check if the reframe is acceptable, and if not reformulate.

Reframing is not a discrete intervention. Throughout functional family
therapy, one reframe leads to another. However, in the first phase of ther-
apy it is the central intervention that helps families become motivated to
work together to resolve a shared problem.

Once the family have moved to a stage where they have stopped
blaming each other and view the problem as situationally determined,
the second phase of treatment occurs. Here the focus is on behaviour
change. Well-validated cognitive behavioural change strategies are
used here to help families reduce risk factors associated with main-
taining problem behaviours and to fulfil the interpersonal functions
previously fulfilled by the problematic behaviour that led to the refer-
ral. The risk factors of problematic parenting practices, communication
difficulties, chaotic problem solving, and poor self-regulation may be
addressed through behavioural parent training, contingency contract-
ing, communication and problem-solving skills training and coping
skills training.

Once families have sufficient mastery experiences in dealing with prob-
lem situations to have developed self-efficacy for problem-management
skills, the final stage of therapy occurs. Here the focus is on generalis-
ing skills learned during the second phase to a wider range of problems
including potential relapse situations. There is also an emphasis on using
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community resources such as schools, other agencies and the extended
family as an aid to problem-solving.

CLOSING COMMENTS

All five of the family therapy approaches described in this chapter focus
predominantly on identifying problem-maintaining interaction patterns
and disrupting these. To a lesser degree they all acknowledge the role of
belief systems as a basis for these patterns. Both the structural and strate-
gic models highlight the importance of the organisational structure of the
family in contributing to the development of problem-maintaining interac-
tion patterns. For all of the models reviewed here, with the exception of
structural family, the only treatment goal is the resolution of the presenting
problem. None of the models reviewed in this chapter is concerned with
personal growth as a main goal. All five approaches to treatment are brief.

A substantial body of empirical evidence supports the effectiveness
of strategic (Szapocznik & Williams, 2000), structural (Behar-Mitrani &
Perez, 2003), behavioural (Dattilio & Epstein, 2003) and functional fam-
ily therapy (Sexton & Alexander, 2003) in treating child and adolescent
conduct problems, and drug abuse particularly, and this is reviewed in
Chapter 18. There is also considerable evidence for the effectiveness for
behavioural marital therapy (Byrne, Carr & Clark, 2004b). One of the dis-
tinguishing features of functional family therapy is that comprehensive
fidelity and adherence programmes and clinical service systems have
been developed for this therapy model. These allow the degree to which
the model is being faithfully implemented in new settings to be moni-
tored. There is now good evidence that functional family therapy may be
successfully ‘exported” to new sites and effectively implemented (Sexton
& Alexander, 2003).

Process studies show that functional family therapy increases the
amount of supportive family communication, decreases the amount of
defensive communication and helps family members move from personal
to situational attributions for problems (Sexton & Alexander, 2003). Pro-
cess studies have also shown that effective functional family therapists
have well-developed structuring and relationship skills. Structuring
skills are necessary for confidently and clearly coaching family mem-
bers in behavioural skills, such as contingency contracting. Relationship
skills are required to maintain a good working alliance with all family
members.

The models reviewed in this chapter focus predominantly on identify-
ing problem-maintaining interaction patterns and disrupting these. The
approaches described in the next chapter emphasise the role of belief sys-
tems in subserving these patterns and the importance of addressing these
belief systems in family therapy.
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GLOSSARY
MRI Brief Therapy

‘Customers’ and ‘window-shoppers’. ‘Customers’ are committed to use
therapy to resolve their problems, whereas ‘window-shoppers’ reluctantly
attend therapy at the request of another person who may be the ‘customer’
for change.

Ironic processes. Problem-maintaining ineffectual attempted solutions.
The MRI theory is that clients” ineffective attempted solutions, ironically,
are usually the problem.

Punctuation. A number of starting points may be selected in describing
repetitive patterns of family interaction and these different descriptions
are alternative punctuations of the same set of events. For example, one
partner may say, ‘I shout because you don't lister, but the other partner
may offer the following punctuation of the same events: ‘I don't listen
because you shout”.

Reframing. The positive redescription of a complex behaviour pattern,
described originally by clients in negative terms. For example, ‘He always
fights with me because he hates me’ may be reframed as, “The passion
with which you fight about important issues, shows how much you both
care about this relationship working’.

Relabelling. Ascribing a new meaning to a discrete event. For example,
in response to the statement, “He pesters me’, a therapist might ask, “‘When
did you first notice this curiosity?”.

Strategic Therapy

Hierarchy. Power structure within a system. In many families with pre-
adolescent children, parents are in charge and children are hierarchically
subordinate to them, but this hierarchy becomes reversed when children
enter middle age and parents enter old age.

Metacommunication. A comment about the processes underpinning a
conversation, such as “When you argue about sex, you are at your most
passionate’.

Ordeals. Inviting clients to complete a difficult task each time they have an
urge to behave symptomatically. A bulimic may be invited to flush binge
food down the toilet with the family watching when a binge urge occurs.
Paradoxical intervention. A directive given to a client, which initially ap-
pears to be counter-intuitive and to contradict the client’s therapeutic goals,
such as prescribing the symptom or inviting clients to change very slowly.
Pathological triangle. A common problem-maintaining pattern of fam-
ily organisation characterised by a cross-generational coalition between a
parent and a child to which the other parent is hierarchically subordinate.
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The pattern of alliances is covert or denied, and lip-service is paid to a
strong parental coalition to which the child is hierarchically subordinate.
Pretending. Inviting clients to pretend to behave symptomatically some
of the time, while asking other family members to see if they can distin-
guish between real and pretend symptoms.

Therapeutic double-bind. A message (usually paradoxical) that con-
tains two conflicting injunctions, given by a therapist to a client on which
the client is prohibited from commenting within the context of a strong
working alliance. For example, a couple who have agreed their therapeu-
tic goal is to reduce the frequency of their fights may be told, “You must
continue to fight passionately and regularly to show that you care about
each other".

Structural Family Therapy

Boundaries. The conceptual social border around a family system or sub-
system that regulates the flow of information and energy in and out of
the system or subsystem. Boundaries manage proximity and hierarchy.
Families that have diffuse boundaries between subsystems are enmeshed
and those with rigid boundaries are disengaged.

Boundary marking. Regulating the flow of information between fam-
ily members by, for example, asking each person to speak for themselves
and no one else, or blocking a parental child from joining the parental
subsystem.

Coalition. An alliance, either overt or covert, between two system
members, the boundary around which usually excludes a third system
member or subsystem.

Detouring. The re-routing of interparental conflict through the child to
avoid overt interparental conflict. In a detouring-attacking triad, the par-
ents express joint anger at the child and this is associated with conduct
problems. In a detouring-protecting triad, parents express joint concern
about the child, who may present with a psychosomatic complaint.
Enactment. Inviting a family to engage in problem-maintaining or prob-
lem-resolving interactions within the session.

Enmeshed and disengaged families. Enmeshed families are emotionally
very close and do not tolerate high levels of individual autonomy. In dis-
engaged families, members are emotionally distant.

Family lunch. The enactment of a family’s way of coping with an eating
disorder involving all members (including the member with an eating
disorder) eating lunch with the therapist.

Family structure. A set of predictable family rules, roles and routines.
Hierarchy. The difference in power between people on either side of a
boundary. Parents are commonly hierarchically superior to children
within the family structure.
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Intensity. Intensity may be created by increasing the duration or emo-
tional forcefulness of a message or interaction, or by repetition.
Intergenerational boundary. A conceptual social border between genera-
tions that segregates parental and child roles.

Joining. Developing a working alliance with family members.

Parental child. A child who, by virtue of having a cross-generational
coalition with one parent, is permitted (usually inappropriately) to have
parental authority over siblings.

Proximity. The emotional distance between family members on either side
of a boundary. There is normally greater proximity between family mem-
bers than between the members of a family and those outside the family.
Restructuring. Using interventions, such as enactments, boundary
making, unbalancing, creating intensity or reframing, to challenge the
prevailing family structure.

Triangulation. A pattern of organisation in which the triangulated
individual (usually a child) is required to take sides with one of two other
family members (usually the parents).

Mimesis. Fitting in with the mood and tone of the family to strengthen
the working alliance.

Unbalancing. Supporting one family member more than another to chal-
lenge the prevailing family structure.

Cognitive-behavioural Family Therapy

Acceptance building. In integrative behavioural couples therapy, a pro-
cess involving empathic joining around couples problem; detachment
from the problem; tolerance building; and self care.

Assumptions. Beliefs about how people generally behave in family rela-
tionships, for example, ‘give them an inch and they’ll take a mile’.
Attributions. Explanations for specific actions or events. Attributions for
the actions of family members may be classified as personal (where the
person is blamed) or situational (where the circumstances are blamed).
Backwards chaining. Shaping a complex behavioural response pattern
by beginning with reinforcing the last step in the sequence and succes-
sively working backwards. For example, in training a child to help with
housework, begin by rewarding them for putting the vacuum cleaner
away and next time for switching it off until finally they are rewarded for
taking it out, using it and putting it away:.

Baseline. A record, usually established through monitoring, of problem-
atic and positive behaviours prior to intervention.

Caring days. In discordant couples, increasing the amount of non-
contingent reinforcement within their relationships by inviting couples to
concurrently increase the rate with which they engage in behaviours their
spouse has identified as enjoyable.
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Classical conditioning. Learning to produce a response in reaction to a
conditioned stimulus or cue, as a result of frequent pairing of the cue with
other stimuli that produce the response. For example, having an urge to
argue when a family member clears their throat a particular way because
in the past this has been a cue for arguing.

Coercion. A process where the behaviours of two family members are
maintained by mutual negative reinforcement. If every time a child
screams ‘No” when asked to go to bed and after an escalating battle the
parent withdraws to another room, the child’s screaming is negatively
reinforced because it leads to a cessation of parental nagging and the
parental withdrawal is negatively reinforced because it leads to an escape
from the child’s screaming.

Cognitive factors in family relationships. Selective attention, attribu-
tions, expectancies, assumptions and standards are the main classes of
cognitive factors that affect family relationships. These may be organised
into schemas.

Communication skills training. This involves coaching clients through
modelling and role play in communicating messages clearly, directly and
congruently to their partners; checking that one has been understood;
listening in an empathic manner; paraphrasing partners’ messages; and
checking the accuracy of such paraphrases.

Contingency contract. An agreement between a parent and child or
members of a couple about the consequences of specific behaviours.
Parent-child contracts typically specify the consequences for the child of
target positive and negative behaviours.

Cue. A stimulus that elicits a conditioned response. For example, through
classical conditioning many cues come to elicit a craving for alcohol and
cigarettes. Cue exposure training is the process of learning to be in such
situations, without experiencing the craving as strongly and without sat-
isfying the craving.

Expectancies. Beliefs about how specific people will behave and specific
events will unfold in the future, for example, ‘he’ll grow out of it’.
Exposure and response prevention. A procedure where clients with
obsessive compulsive disorder are exposed to obsession and anxiety-
provoking stimuli (such as dirt) and are prevented from engaging in
anxiety-reducing compulsive rituals (such as hand washing).

Extinction. The reduction in frequency of a behaviour, as a result of non-
reinforcement.

Flooding. A procedure where phobic clients habituate to anxiety-
provoking stimuli through sustained exposure to maximally anxiety-
provoking stimuli.

Functional analysis. An assessment procedure where the antecedents
and consequences of problem behaviours are pinpointed.

Good faith contract. A contingency contract for couples in which the con-
sequences for both parties of engaging in target positive behaviours are
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specified but are not linked. For example, ‘If I make dinner, I may go sail-
ing; if you do the shopping, you may go out with friends".

Graded task assignment. For depressed inactive patients, gradually
increasing clients” activity levels by successively assigning increasingly
larger tasks and activities.

Love days. In discordant couples, increasing the amount of non-contingent
reinforcement within their relationships by inviting couples, on alternate
days, to increase the rate with which they engage in behaviours their
spouse has identified as enjoyable.

Modelling. Learning by observing others.

Monitoring. Regularly observing and recording information about spe-
cific behaviours or events. These include the duration, frequency and in-
tensity of problematic or positive behaviours and their antecedents and
consequences.

Negative reinforcement. Increasing the probable frequency of a response
by rewarding it with the removal of an undesired stimulus. For example,
increasing the child’s use of the word ‘please’ by stopping things they do
not like when they say “please’.

Operant conditioning. Learning responses as a result of either positive or
negative reinforcement. For example, working hard because of praise for
doing so in the past, or bullying others because in the past it has stopped
them annoying you.

Pleasant event scheduling. For depressed clients with constricted life-
styles, increasing the frequency with which desired events occur by
scheduling their increased frequency.

Positive reinforcement. Increasing the probable frequency of a response
by rewarding it with a desired stimulus. For example, increasing good
behaviour by praising it.

Problem-solving skills training. This involves coaching clients
through modelling and role play in defining large daunting problems
as a series of small solvable problems and, for each problem: brain-
storming solutions; evaluating the pros and cons of these; selecting
one; jointly implementing it; reviewing progress; and modifying the
selected solution if it is ineffective or celebrating success if the problem
is resolved.

Punishment. Temporarily suppressing the frequency of a response by
introducing an undesired stimulus every time the response occurs. Pun-
ished response recurs once punishment is withdrawn and if aggression
is used as a punishment, the punished person may learn to imitate this
aggression through modelling.

Quid pro quo contract. A contingency contract for couples in which the
consequences for both parties of engaging in target positive behaviours
are specified and linked. For example, ‘If you make dinner, I'll wash
up’.

Reinforcement menu. A list of desired objects or events.
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Relaxation training. Training clients to reduce physiological arousal and
anxiety by systematically tensing and relaxing all major muscle groups
and visualising a tranquil scene.

Reward system. A systematic routine for the reinforcement of target
behaviours.

Schemas. Hypothetical complex cognitive structures (involving biases,
attributions, beliefs, expectancies, assumptions and standards) through
which experience is structured and organised.

Selective attention. An automatic (often unconscious) process of pref-
erentially directing attention to one class of stimuli rather than others,
for example, noting and responding only to negative behaviour in family
members.

Shaping. The reinforcement of successive approximations to target posi-
tive behaviour.

Standards. Beliefs about how people generally should behave in family re-
lationships, for example family members should be honest with each other.
Star chart. A reward system where a child receives a star on a wall chart
each time they complete a target behaviour such as not bedwetting. A col-
lection of stars may be cashed in for a prize from a reinforcement menu.
Systematic desensitisation. A procedure based on classical condition-
ing where phobic clients learn to associate relaxation with increasingly
anxiety-provoking concrete or imaginal stimuli.

Time-out (from reinforcement). A system for extinguishing negative
behaviours in children by arranging for them to spend time in solitude
away from reinforcing events and situations if they engage in these nega-
tive behaviours.

Token economy. A reward system where a child or adolescent receives
tokens, such as poker chips or points, for completing target behaviours
and these may be accumulated and exchanged for items from a reinforce-
ment menu.

Functional Family Therapy

Attributional style. The explanatory style used by family members to
account for positive and negative behaviours. Under stress, family mem-
bers tend to attribute negative behaviour to personal factors and positive
behaviours to situational factors.

Education. The second stage of treatment which involves training family
members to use routines from behaviour therapy, such as contingency
contracts, to replace problematic with non-problematic behaviour pat-
terns that fulfil similar relationship functions.

Functions. Problematic and non-problematic behaviour patterns serve
relationship functions, including distancing, creating intimacy and regu-
lating distance.
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Relationship skills. These include clarifying how family members’
emotional responses force them unwittingly into problem-maintaining be-
haviour patterns; adopting a non-blaming stance involving the use of relabel-
ling fair turn taking in family sessions; using warmth and humour to defuse
conflict; and engaging in sufficient self-disclosure to promote empathy.
Structuring skills. These include directives in maintaining a therapeutic
focus, clear communication and self-confidence.

Therapy. The first stage of treatment which involves helping family mem-
bers change their attributional styles so that they attribute positive behav-
iours to personal factors and negative behaviours to situational factors.
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Chapter 4

THEORIES THAT FOCUS ON BELIEF
SYSTEMS

Family therapy schools and traditions, it was noted in Chapter 2, may
be classified in terms of their emphasis on problem-maintaining behav-
iour patterns; constraining belief systems and narratives; and historical,
contextual and constitutional predisposing factors. While Chapter 3 was
concerned with traditions that highlight the role of problem-maintaining
behaviour patterns, this chapter is primarily concerned with approaches
that focus on belief systems and narratives which subserve these in-
teraction patterns. Traditions that fall into this category, and which are
summarised in Table 4.1, include constructivism; the Milan School; so-
cial-constructionist family therapy approaches; solution-focused family
therapy; and narrative therapy. These traditions share a rejection of posi-
tivism and a commitment to some alternative epistemology, so it is with a
consideration of these epistemologies that this chapter opens.

EPISTEMOLOGY: POSITIVISM, CONSTRUCTIVISM,
SOCIAL CONSTRUCTIONISM, MODERNISM AND
POSTMODERNISM

Bateson (1972, 1979) was fond of the word epistemology and referred to
what he described as an ‘ecosystemic epistemology’. This, for Bateson,
was a world view or belief system that entailed the idea that the universe
- including non-material mind and material substance - is a single eco-
logical system made up of an infinite number of constituent subsystems.
However, in the strictest sense, epistemology is a branch of philosophy
concerned with the study of theories of knowledge. Following Bateson’s
idiosyncratic use of the term, epistemology within the family therapy
field is used more loosely to mean a specific theory of knowledge or world
view. Using this definition, within the family therapy field, distinctions
are made between three main epistemologies: positivism, constructivism
and social constructionism.
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Positivism

Positivists argue that our perceptions are a true reflection of the world as
it is (Gergen, 1994). For positivists, there is therefore a single true reality
which may be directly perceived. When family therapy is conducted from
a positivist position, it is assumed that there is a single true definition of
the problem, which may be discovered through rigorous assessment and
resolved though the application of techniques that have been shown to
be effective through rigorous scientific evaluation. Disputes about defi-
nitions of the problem may be resolved by the therapist offering his or
her expert opinion on the true nature of the problem. Behavioural and
psychoeducational approaches to family therapy are explicitly rooted in
positivism.

A problem with positivism is that our sensations and perceptions are
conscious non-material experiences and we cannot know exactly what re-
lationship exists between these non-material experiences and the material
objects and events they represent. Neither can we know if this relation-
ship between perceptions and objects is the same for everyone.

Positivism has been useful because it has led to the development of
family assessment and intervention packages, the usefulness of which
has been tested in rigorous scientific studies. However, my opinion is that
the outcome of these studies are useful social constructions, not the objec-
tive truth.

Positivism, is associated with a number of other related positions in-
cluding empiricism, representationalism, essentialism and realism. Em-
piricism argues that true knowledge comes through the senses rather
than being innately acquired. Representationalism argues that percep-
tions are accurate representations of the world, rather than personal or
social constructions. Essentialism argues that each object or event has an
essential nature that may be discovered, as opposed to the view that mul-
tiple meanings may be given to objects and events by individuals and
communities. Realism argues that there is one real world that may be
known rather than multiple personal or social constructions.

Constructivism

Constructivists argue that individuals construct their own representa-
tions of the world and these representations are determined, in part, by
the nature of their sense organs, nervous systems, information process-
ing capabilities and belief systems, and, in part, by the objects and events
of the world (Neimeyer & Mahoney, 1995). Thus, for each individual,
the world is actively constructed not passively perceived. This personal
construction of the world is influenced to a greater or lesser extent by
innate and acquired characteristics of the person and characteristics of
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the environment. Radical constructivists accord a major role to the char-
acteristics of the person in determining what is perceived and known.
In contrast, constructive alternativism (or perspectivism) argues that the
world out there may be construed in multiple possible ways, so the char-
acteristics of both the environment and the person contribute to what is
perceived and known.

Radical constructivism as espoused, for example, by Maturana (1991) is
a problematic position. It entails the view that each person’s knowledge of
the world is determined predominantly by his or her personal character-
istics and that the environment (including encounters with other people)
are of negligible importance. If this were the case, meaningful communi-
cation and coordinated cooperation, the hallmarks of human society and
indeed family therapy, would be impossible.

Constructive alternativism, a position advocated by George Kelly (1955),
in contrast, may be a more useful position for family therapists. Construc-
tive alternativists argue that a person’s view of the world is similar to that
of others insofar as it is influenced by a common environment but differs
from that of others insofar as a person’s interpretation of events is influ-
enced by his or her unique perspective and interpretation.

Within the family therapy field, radical constructivism is endorsed by
the MRI brief therapy group (discussed in Chapter 3) who have been influ-
enced by Heinz von Foerster (1981). Milan systemic family therapy, during
its evolution, has been influenced by the radical constructivist Humberto
Maturana (Campbell et al.,, 1991). Maturana (1991) argued that therapists
could not instruct clients in how to resolve their problems and be certain
that they would follow instructions. The only certainty, he argued is that
they would use the instructions to adapt to their problematic situation
in a way that was consistent with their physiological and psychological
structure. According to this position all a therapist may do is perturb the
client’s system, but not direct it to change in a predictable manner. Of
course, if this were wholly accurate, skilled therapy and family therapy
training programmes would not be viable.

George Kelly’s (1955) personal construct psychology; the constructiv-
ist family therapy based on it; and, in some instances, the position taken
by cognitive therapists within the cognitive-behavioural tradition are
grounded in constructive alternativism. Adherence to this type of con-
structivist epistemology affects therapeutic practice in a number of im-
portant ways. Such constructivists privilege each family member’s view
of the problem equally since each is a unique and valid account that is
true for that family member. They accept that some ways of construing
the world are more useful than others for problem solving, and capital-
ise on the possibility that changing a family member’s way of constru-
ing a problematic situation from a less useful to a more useful alternative
may lead to problem resolution. Thus, sequences may be repunctuated,
reframed and relabelled. Situations may be construed in more complex
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and flexible ways. Self-defeating attributions and beliefs may be replaced
by more adaptive and empowering attributions and beliefs. Another valu-
able contribution of constructivism is that it allows us as therapists to self-
reflectively question the degree to which our beliefs about a particular
family are determined by the behaviour they have shown us or by our
own theories, professional belief systems and prejudices.

This type of constructivism is true to Korsybski’s (1933) dictum, which
Bateson and others in the field have been so fond of quoting: ‘A map is not
the territory it represents, but, if correct, it has a similar structure to the
territory, which accounts for its usefulness’.

Social Constructionism

Social constructionists argue that an individual’s knowledge of the world is
constructed within a social community through language (Gergen, 1994).
Like constructivists, social constructionists accept that an individual’s
perceptions of objects and events are determined in part by the objects
and events themselves; in part by a person’s physiological constitution
(including sense organs, nervous system, etc.) and psychological make-
up (including information-processing capacity, belief systems, etc.); but
they highlight that an individual’s belief system is strongly influenced by
social interaction within the person’s community. This interaction occurs
through the medium of language (including both verbal and non-verbal
communication processes) in conversations (including the spoken and
written word).

For social constructionists, truth is not discovered but constructed. How-
ever, itis not constructed by isolated individuals; rather, it is co-constructed
by communities of people in conversation. Useful constructions of objects
and events and useful explanations of the relationships between them are
retained by communities in conversation. Constructions that are not useful
are discarded. The usefulness of a construction is judged by a community
in terms of the degree to which it facilitates problem solving, adaptation to
the environment, need fulfilment and survival.

Social constructionism was endorsed by the male Milan systemic thera-
pists, Cecchin and Boscolo (Campbell, 1999); Lynn Hoffman (1993); Karl
Tomm (Tomm, 1987a, 1987b, 1988); Tom Andersen’s (1987, 1991) reflecting
team group; Harlene Anderson’s Houston Galveston group (Anderson,
2003); the solution-focused tradition founded by Steve deShazer and
Insoo Kim Berg (Duncan et al., 2003; Hoyt, 2002; Lethem, 2002); and by the
narrative therapy tradition founded by Michael White and David Epston
(Anderson, 2003; Freedman & Combs, 2002).

With respect to therapy, social constructionists argue that they co-
construct with clients more useful ways of describing their problematic
situation, ways that open up new possibilities. Particular attention is
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paid to using language to co-construct new definitions of problematic
situations. Social constructionism is the most coherent epistemology for
family therapists, in my opinion. It is also a coherent position for fam-
ily therapy researchers to take, since it may be argued that the results
of their research are not objectively true but are, rather, useful social
constructions developed by communities of researchers in conversation
(through the printed word in peer-reviewed journal articles and through
the spoken work in conference presentations and workshops).

Modernism and Postmodernism

Positivism, as a theory of knowledge, was an integral part of a broad move-
ment referred to as modernism. In contrast, constructivism and social
constructionism are both identified with postmodernism, a movement
that arose in response to the perceived failure of modernism to deliver
a brave new world (Sarup, 1993). Because postmodernism has received
frequent mention within the family therapy literature a brief statement on
modernism and postmodernism is given below (Flaskas, 2002).

Modernism, which began with the enlightenment, promised liberation
from the tyranny of superstition, religion and monarchy through science
and reason. Modernism assumed the existence of a knowable world whose
universal laws could be discovered through systematic empirical inves-
tigation. The modernist vision entailed the view that rigorous research
would lead to the gradual accumulation of value-free knowledge. A fur-
ther assumption of the modernist view was that language was represen-
tational and that scientific reports were therefore accurate accounts of the
world as it is. Modernism privileged the rational individual in its world
view. Finally, it was assumed that the modernist movement, through sci-
entific progress, would lead to a better world.

In contrast to this noble vision, modernism and related scientific prog-
ress led to a world threatened by nuclear holocaust, environmental crises,
widespread economic inequality and political injustice. In addition, devel-
opments within the philosophy of science, notably Kuhn'’s (1962) demon-
stration of the role of non-rational factors in the emergence of new scientific
paradigms cast a shadow over modernism. Kuhn showed that often sci-
entists suppress or disregard data that does not fit with their theories, so
science is not rational and value free, but strongly influenced by scientists’
values, emotions and other non-rational factors. Paradigm shifts from one
major world view or theory to another occur when an individual, or a small
group of scientists, propose a new framework that can accommodate all of
the data that has been suppressed or ignored by mainstream scientists be-
cause it did not fit with the prevailing old paradigm or world view.

Postmodernism is a broad cultural transformation that is occurring in
response to the failure of the modernist programme to fulfil its promise. In
many fields, including the social sciences, modernist discourse has been
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deconstructed by postmodernists. That is, the historically conditioned as-
sumptions and blind spots entailed by the modernist grand narrative of
value-free scientific objectivity and cumulative progress have been iden-
tified. Postmodernists believe that they have shown that modernist dis-
courses are no more than ungrounded, historically situated rhetoric.

Postmodernism rejects the idea that a single objective and rational ac-
count of the world can be reached. It accepts the existence of a world, but
this can never be accurately known. Rather, through perception and lan-
guage the world is socially constructed by communities.

From the perspective of family therapy as a scientific movement, post-
modernism has the following implications (Gergen, 1994). First, no single
true overarching theoretical model may be constructed. Rather, more or
less useful models for particular problems and contexts may be identi-
fied. Second, empirical research results from therapy outcome studies are
not reflections of the truth, but socially-constructed statements by scien-
tists in conversation that may throw light on the usefulness of particular
therapies with particular problems in particular contexts. Third, contex-
tual variables, such as gender, class, ethnicity and culture, must be in-
corporated into useful models of therapy, because there are no universal
principles for good practice or for the perfectly adjusted family. Models
of good practice and of family functioning are local, not global and take
account of salient contextual and cultural factors.

Postmodernism also has implications for practice (Pocock, 1995). Post-
modern therapy rejects the idea of true diagnoses; the idea that one fam-
ily member’s definition of the problem or the solution is more valid than
another’s; and the idea that therapists’ views should be privileged over
those of clients. Postmodern practice favours the exploration of multiple
views of problems and their resolution; the idea that therapy is about find-
ing useful rather than true definitions of problems and solutions; the idea
that ways of construing problems and solutions are always provisional,
temporary and tentative; the idea of collaborative partnership between
therapists and clients; and the idea that all attempts to help clients define
their problems in useful ways and search for solutions are ethical rather
than value-free practices.

In light of these cursory accounts of positivist, constructivist and social
constructionist epistemologies, and this description of postmodernism,
let us turn to a discussion of those family therapy traditions that have
looked to constructivist, social constructionist and postmodern ideas as
a basis for practice, and which have highlighted the centrality of helping
clients construct new belief systems and narratives in family therapy.

A CONSTRUCTIVIST APPROACH TO FAMILY THERAPY

A constructivist approach to family therapy grounded in George Kelly’s
(1955) personal construct theory (PCT) has been articulated by Harry
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Procter (1981, 1985a, 1985b, 1995, 2003) and Rudi Dallos (1991, 1997; Dallos
& Aldridge, 1985) in the UK; by Guillem Fexias (1990a, 1990b, 1995a, 1995b;
Feixas, Proctor & Neimeyer, 1993) in Spain; and by Greg and Robert
Neimeyer (Alexander & Neimeyer, 1989; Neimeyer, 1985, 1987, Neimeyer
& Hudson, 1985; Neimeyer & Neimeyer, 1994) in the USA; and by Vince
Kenny (1988) formerly in Ireland, but now in Italy.

Personal Construct Theory

The core assumption of George Kelly’s theory is that people develop con-
struct (or belief) systems to help them accurately anticipate events. Kelly
argues that people are like scientists and they develop belief systems that
are like scientific theories about how the world operates. They test out the
validity of these belief systems though behavioural experiments, much as
the scientist tests out scientific theories through laboratory experiments.

A person’s construct system changes as repeated experiences suggest
modifications that may lead to more accurate predictions. The degree to
which constructs change is determined by their permeability, that is the
degree to which they will permit new elements into their range of con-
venience. Change in construct systems is likely where new experiences
make new elements available, and where validating data throw light on
the how accurately the old construct made predictions about new situa-
tions. Threatening situations, preoccupation with old experiences and a
lack of opportunity for new experiences all inhibit the elaboration of new
construct systems. When construct systems change, peripheral and per-
meable constructs change first. Core constructs used to define a person’s
identity change later.

Personal Construct Theory and the Family

Neimeyer (1985, 1987; Neimeyer & Hudson, 1985; Neimeyer & Neimeyer,
1994) has shown that people choose marital partners whom they believe
will help them elaborate their construct systems so that their world will
become more predictable and understandable. Procter (1995, 2003), Dallos
(1991,1997) and Feixas (1990a; 1990b) argue that families develop shared
construct systems that are validated or invalidated by the collective be-
haviour, interactions and conversations of family members within and
outside therapy. Family construct systems, that is, shared family belief
systems, play a central role in organising patterns of family interactions.
Family construct systems are implicitly negotiated by the marital couple.
Any specific family construct system may be traced to the parents’ inter-
pretation of the construct systems shared by their families of origin and
by their idiosyncratic interpretation of the prevailing construct system
within their society and culture.
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Symptoms may occur when family construct systems are too tight
(e.g. in rigid enmeshed families), too loose (e.g. in chaotic families), or
where lifecycle transitions lead one family member to behave in a way
that invalidates the family construct system (Procter, 1981). For exam-
ple, an adolescent may be construed by his parents as having behav-
iour problems when the youngster’s requirement for increased privacy
and autonomy invalidates the family’s belief that emotional closeness
and unquestioning openness and obedience are the characteristics of a
happy family.

Family Assessment Based on Personal Construct Theory

The positioning of the therapist in PCT is both expert and collaborative.
Since all people are viewed as scientists, the task on which clients and
therapists collaborate is that of articulating construct systems and their
predictions. They also test out the accuracy of the predictions entailed
by construct systems by talking about the probability of these predic-
tions being accurate. In some instances, clients are invited to carry out
behavioural experiments to check the accuracy of predictions entailed
by construct systems. Within this process, the clients are the experts on
the content of their own construct systems and the types of situations in
which they wish their construct systems to make accurate predications.
The therapist, on the other hand is an expert on the processes of facili-
tating the articulation of constructs and designing useful ways for test-
ing and revising construct systems. The therapist takes an invitational
approach and invites clients to articulate their construct systems and test
their validity.

In the initial interview, Kelly advises that seven key questions be
addressed to determine: what the problem is; when the client first noticed
the problems; under what conditions the problems occurred; corrective
measures that were taken; the effects of these; the conditions under which
the problems is most noticeable; and the conditions under which the prob-
lem is least noticeable.

The line between assessment and intervention in family therapy based
on personal construct psychology is blurred. Assessment techniques that
clarify individual and family construct systems also challenge family
members to consider the usefulness of these systems in making accurate
predictions. Such challenges may lead to revisions of clients’ construct
systems. Having said that, the following are the main techniques that are
oriented to some degree toward assessment more than therapy: triadic
questioning; laddering; circular questioning; completing paper and pen-
cil or computer versions of the repertory grid; self- and family characteri-
sation; completing an autobiographical table of contents; and defining the
self and the family through metaphor.
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Triadic questioning is the main technique for identifying constructs and
it involves asking a family member to list a series of elements (people, ob-
jects, events or relationships), and then to indicate how each pair are the
same and different from a third. For example, if two people are the same
because they are warm but different from a third because he or she is cold,
the construct identified is cold-warm. Once each family member’s con-
structs have been identified, he or she may be invited to rate the status of
each member of the family or each significant relationship within the fam-
ily on that construct. For example, a therapist may ask, ‘Can you rate your
father/mother/sibling on a 10-point scale where 10 is warm and 1 is cold?’

Laddering is a method for discovering the hierarchical way in which
constructs are organised and the core constructs used to define a person’s
values and identity by repeatedly asking which of two poles of a construct
the client is at (or would prefer to be at) and why that is the case.

Therapist: You said your mother and yourself are the same because you are soft
but you are different from your father who is hard. Why is that?

Client: It’s because we like to let people do what they want and he wants to
control everyone.

Therapist: Why is that?

Client: It's because we think everyone has a right to be their own person and
he thinks everyone should be like him.

Therapist: Why is that?

Client: It's because we believe being friends is the most important thing and
he believes doing your duty is the most important thing.

This laddering interview segment shows that ‘Being friends versus doing
one’s duty’ is a core construct which defines the client’s identity.

Circular questions, described below in the discussion of Milan systemic
family therapy, may be used to asses family construct systems and the
construct systems of individual family members (Feixas et al., 1993). Such
questions may enquire about the problem (‘What do you see as the main
problem?’); the pattern of interaction around the problem (‘What happens
before during and after the problem?’); and comparisons of differences
between family member’s constructions of the problems (‘What are the
main differences between your own views and those of your partner and
children?’). In each of these domains, questions about the past, present
and future may be asked. So family members may be asked about the
problem, the pattern of interaction around it and their explanation for it
prior to therapy, right now and then they may be invited to project into
the future and speculate on how things may evolve. The limitations of
the family construct system becomes apparent when it entails a lack of
problem resolution in the future. For example, if the overriding theory
of the problem behaviour is that it’s caused exclusively by genetic factors
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and so is unalterable, this way of construing the family’s difficulties will
require revision.

The Repertory Grid Test (REP) is a paper-and-pencil or computerized
method for eliciting constructs using the triadic questioning technique.
Computer REP tests can elicit element lists in many areas of life, elicit
constructs, position elements along scales, factor analyse constructs into
dimensions, hierarchically organise these construct-based dimensions,
position elements accurately along these dimensions, and cluster analyse
elements in terms of dimensions. Computer-based REP tests are a useful
way of mapping out individual and family construct systems and print-
outs of these construct systems may be used as basis for therapeutic con-
versations about the revision of construct systems.

Self-characterisation is an assessment procedure in which a person writes
an account of themselves from the perspective of a close friend. Family
characterisation is a similar process in which family members write an
account of the family from the perspective of a close friend (Alexander &
Neimeyer, 1989). Self- and family characterisations may be used as basis
for identifying core constructs.

Couples may be invited to imagine they are planning go write an au-
tobiography of their relationship and then be asked to write out a list of
the chapter headings and a brief sketch of the contents of each of these
chapters. This autobiographical table of contents of a couple’s relationship
throws light on the way in which couples construe the evolution of their
relationship over time and may highlight significant stages, transitions
and turning points. Similarities and differences between partners’ tables
of contents may reveal how the differing ways that partners have of con-
struing the relationship underpins both strengths and problems within
the relationship.

Family members may be invited to select a metaphor that best fits their
view of the family or the presenting problem and to write a paragraph
elaborating this. For example: A family is like a boat. It provides security
on the sea of life. You can travel farther in a boat than you can swim with-
out it. You can land a boat and explore new lands, but return to your boat
for supplies. Even if a boat sinks or capsizes, it can always be righted or
repaired. Similarities and differences between differing metaphors may
then be discussed and the implications of this for individual and family
construct systems.

Family Therapy Based on Personal Construct Theory

Therapy techniques in personal construct family therapy all hinge on the
positioning of the therapist. The therapist’s position is primarily that of
facilitating constructive revision by helping clients develop construct sys-
tems that lead to accuracte predictions.
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Fixed role therapy is an intervention unique to PCT. In light of an as-
sessment of a client’s construct systems, through the various techniques
outlined above, the therapist and team (if one is available) design a new
role or set of roles for one or more family members. These fixed roles are
defined in terms of their construct systems. Clients are invited to play out
these fixed roles for a period of a couple of weeks and then they are inter-
viewed to determine the impact of the behaviours, entailed by the roles,
have for their construct systems. If aspects of the fixed roles lead to more
accurate anticipations, then clients may wish to incorporate the relevant
constructs into their systems. For example, a parent who construed her
child’s apparent fearfulness as the expression of a need for reassurance
decided, after fixed-role therapy, to construe it as a need to develop self-
reliance and bravery.

Within therapy sessions, where it is clear that family member’s construe
each other in ways that are not accurate, they may be invited to listen
carefully to other family members’ positions and check the discrepancies
between their beliefs and the views expressed by relevant family mem-
bers. For example, family members who believe the other family members
care little for them may be invited to listen to the other family members’
expressing care and commitment in an emotionally congruent way.

Within therapy sessions, family members may be invited to try out new
constructs by having conversations in which they talk as if the new or sug-
gested constructs were true, looking at evidence from the past to support
them, and guessing at how the future might be if these new ways of con-
struing the world were used. For example, a couple who construed their
relationship as fundamentally cold and distant, were invited to talk as if
they had a fundamentally close relationship, but had got out of the habit
of expressing affection.

Within PCT, it is assumed that all clients do all things for good rea-
sons and underlying these is the need to elaborate their construct systems
so they can predict the future more accurately, although this reason is
not always conscious. Thus, when clients appear to be uncooperative, to
show resistance and so forth, the PCT therapist attempts to understand
how this behaviour fits with the client’s construct system. Resistance as a
concept within traditional psychotherapy, according to PCT, is a product
of a flawed therapeutic construct system, which entails the idea that cli-
ents should show certain types of cooperative behaviours under certain
conditions.

MILAN SYSTEMIC FAMILY THERAPY

Milan systemic family therapy is an umbrella term for a clinical tradi-
tion founded by Mara Selvini-Palazzoli, Luigi Boscolo, Gianfranco
Cecchin and Guiliana Prata, which has now divided into at least two main
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subtraditions (Campbell, 1999; Campbell et al,, 1991; Pirrotta, 1984; Jones,
1993). The original Milan team, influenced by the writing of Gregory
Bateson (1972,1979) and the practice of the MRI brief therapy team as out-
lined to them by Watzlawick in a series of consultations conducted in Italy
in the 1970s developed their own unique style. This involved the use of five-
part therapy sessions; the use of co-therapy and a team behind a screen; a
commitment to the guidelines of hypothesising, circularity and neutral-
ity; circular questioning; end of session interventions involving positive
connotation and the prescription of rituals, some of which were appar-
ently paradoxical; long gaps between sessions; and the idea that the goal
of therapy was altering the family belief system so as to end the symptom
-maintaining interactional patterns (Selvini-Palazzoli, 1988; Selvini-
Palazzoli, Boscolo, Cecchin & Prata, 1978, 1980; Tomm, 1984a, 1984b).

The original four-member Milan team divided into two traditions, with
one committed to the original, essentially strategic approach to practice
with its emphasis on designing interventions to challenge family belief
systems and disrupt family games (Prata, 1990; Selvini-Palazzoli et al.,
1989), and the other committed to a collaborative social-constructionist
approach with an emphasis on the use of positioning and circular ques-
tioning to co-construct new belief systems (Boscolo & Bertrando, 1992,
1993; Boscolo, Cecchin, Hoffman & Penn, 1987; Cecchin, 1987; Cecchin,
Lane & Ray, 1992, 1993, In Press). It is this social constructionist group
that has had greatest influence in North America (Papp, 1983; Penn, 1982;
1985; Tomm, 1987a, 1987b, 1988), the UK (Burnham, 1986; Campbell, 1999;
Campbell & Draper, 1985; Campbell, Draper & Huffington 1988a, 1989a,
1989b; Campbell, Reder, Draper & Pollard, 1988b; Jones, 1993) and Ireland
(Young, 2002).

In the original Milan team, the approach to practice began with a tele-
phone interview in which the family composition and the role of the re-
ferring agent was clarified. The Milan team took the view that in some
instances the referring agent may occupy a homeostatic position with
respect to the family problem, and in making a referral be inadvertently
inviting the therapist to take on this homeostatic role. If there was any
suspicion that this was the case, the Milan team would invite the refer-
ring agent to the initial session. This possibility was commonly consid-
ered when the referrer was a family member or a close friend of the family
who had played a long-standing and supportive role in helping the family
deal with the presenting complaint or some other problem.

Before the initial session, the team would meet to hypothesise on the
basis of available information, about possible links between the present-
ing problems; problem-maintaining interaction patterns; and family belief
systems.

Once a set of hypotheses had been drawn up, two of the team members
would interview the family and two would observe this interview from
behind a one-way screen. An interviewing style was used that allowed
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the hypotheses or hunches formed before the interview to be tested or
checked out. For example, the Milan team in their 1980 paper described a
case where they hypothesised that a psychotic daughter’s discharge from
a long-stay institution, the family’s ambivalence about the acceptance of
this, and their confusion about how to manage it served the function of
maintaining family cohesion at a time when another sibling was about to
leave home. Each person was asked to describe their views of this predic-
ament. Beliefs underpinning discrepancies between these accounts were
examined by asking one family member to give their beliefs about the
reasons for the discrepancies between accounts of another two members,
and so forth. In addition to providing the team with information about
the fit between their hypothesis and the observed patterns of family in-
teraction, circular questioning was thought to provide family members
with new information about their situation, information that challenged
their prevailing belief systems and which trapped them into repetitive
problem-maintaining interaction patterns.

Throughout this circular interviewing process the therapist adopted a
position of neutrality or impartiality, siding with no one family member
or faction against another. (This is in stark contrast to the use of unbalanc-
ing in structural family therapy to restructure the family.)

Following the first part of the interview, the original Milan team would
meet and discuss the implications of the information that arose from
circular questioning for the original hypotheses, synthesise available in-
formation into a new systemic hypothesis about the way the symptom
was maintained by recursive patterns of family behaviour and underly-
ing beliefs, and then design an intervention. Typically such interventions
positively connoted the behaviour of all family members by empathising
with their reasons for engaging in problem-maintaining behaviour. For
example, to an anorexic girl and her parents it may be said, ‘It is good that
you do not eat at this point in your life because it makes your parents talk
together about how to help you. When you have grown up and left home
they will need to be practiced at talking to each other. It is good that you,
her parents, explore many ways to help your daughter because you want
her to be healthy’.

In addition to positive connotation the Milan team commonly asked
families to complete rituals between sessions. For example, parents who
regularly disqualified each other’s attempts to manage their children’s be-
haviour problems were invited to alternate the days on which they took
exclusive charge of the children, with the father being in charge on odd
days and the mother being in charge on even days.

Following the team’s mid-session meeting, the family interview would
be resumed and in this final part of the family interview the message
developed by the team in the mid-session team meeting, including the
positive connotation and prescription of a ritual or task, would be given
to the family. Discussion of the message would be kept to a minimum. In
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some instances, families would be sent a written version of the message
following the session.

After this final part of the interview, the team would meet once again to
discuss the family’s reaction to the message, to hypothesise about this, and
to make tentative plans for the next session. This five-part session struc-
ture involving a pre-session meeting, the first part of the interview, the
mid-session break, the final phase of the interview and the post-interview
discussion was central to the Milan team’s style of practice.

When resistance occurred in the form of disagreements between some
family members and the therapist, the original Milan team adopted a
practice of offering a split message, such as ‘Some of my colleagues on
the team disagree strongly with your position and think X, but having
thought about this and listened to your position I am inclined to agree with
your position, which is Y’. This split message approach allowed resistant
families to remain engaged with the therapist while their problem-
maintaining beliefs were challenged. Where family members completely
opposed the treatment team and engagement was jeopardised, the Milan
therapists commonly took a one-down position to mobilise the family to
engage in therapy. For example, the team would express puzzlement and
therapeutic impotence by, for example, noting that the family’s problems
were so complex and baffling and that they would probably be unrespon-
sive to therapy. In some instances they referred to therapy sessions as
preliminary meetings and described the possibility of family therapy as
too risky an option to consider because it might jeopardise the integrity
of the family or lead to unpredictable negative consequences for family
members.

By about 1980, the original Milan four-member team had crystallised
the model of practice just described. At this point the team split. Selvini-
Palazzoli and Prata developed the strategic aspects of the original model
further by outlining the development of particular types of problem-
maintaining interaction patterns that they referred to as family games.
Selvini Palazzoli et al. (1989) found that roles in families with a psychotic
member entail a series of steps where the symptomatic child sides with the
perceived loser against the winner in a discordant marriage, but the loser
and winner eventually unite against the child, whose bizarre behaviour
escalates and this interaction pattern maintains the psychotic process.

Prata (1990) with Selvini-Palazzoli has also experimented with the use
of a highly standardised intervention with all cases, rather than design-
ing different interventions for each case. They refer to this as the invariant
prescription. With this prescription the parents are invited to hold a series
of joint meetings in private, away from the home, and to make a point of
not discussing the contents of these meetings with children or other fam-
ily members. Over the course of therapy, the impact of this intervention
of the beliefs and behaviour of the family is tracked. The therapeutic style
of this branch of the original Milan team became highly directive and
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therapy could be terminated in instances where families did not comply
with the invariant prescription.

SOCIAL CONSTRUCTIONIST DEVELOPMENTS

In contrast to the strategic Milan tradition and the way in which Selvini-
Palazzoli and Prata developed this aspect of the work, Cecchin and Boscolo
have evolved a non-interventionist style premised on social construction-
ism where the therapist’s use of circular questioning opens up space for
the client and therapist to co-construct multiple new perspectives on the
problem situation (Boscolo et al.,, 1987). These multiple new perspectives
contain the seeds of problem resolution. For Cecchin and Boscolo, the em-
phasis has been on elaborating the positioning of the therapist and devel-
oping approaches to circular questioning.

Cecchin argued that the concept of neutrality must be expanded to
include the ideas of curiosity and irreverence: curiosity about the con-
struction of multiple possible ways of thinking about the situation and
irreverence toward therapist’s favoured frames of reference, pet theories,
biases and cherished ideas (Cecchin, 1987; Cecchin et al., 1992, 1993).

Boscolo has evolved a system of circular questioning that is future-
oriented, and so focuses client’s attention on the development of new
belief systems about problems and solutions and how these will be in the
future when the problem resolves (Boscolo & Bertrando, 1992, 1993).

Developments within the social constructionist movement have been
documented by Hoffman (2002) and McNamee and Gergen (1992). Among
the more important are Karl Tomm’s (1987a, 1987b, 1988) interventive
interviewing; the Fifth Provence associates’” approach to enquiring about
polarities (McCarthy & Byrne, 1988); Tom Andersen’s (1987, 1991) reflect-
ing team approach; and Harlene Anderson’s collaborative language ap-
proach (Anderson, 1997, 2003). These developments will be considered
next. Solution-focused and narrative approaches to family therapy are
also premised predominantly on a social-constructionist world-view, but
these are sufficiently large-scale and well-developed approaches to war-
rant consideration as separate schools and will be discussed in later sec-
tions of this chapter.

Interventive Interviewing

Karl Tomm (1987a; 1987b; 1988), in Calgary, Canada, has developed new
ways of conceptualising the positioning of the therapist and therapeutic
uses of particular types of questioning. He highlighted the fact that every
question is a mini-intervention, and he refers to circular questioning
guided by specific strategies as ‘interventive interviewing’. Strategising is
the process that guides such interviewing. When strategising, therapists,
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according to Tomm, clarify their intentions about why they are asking
particular questions. Tomm identifies four main types of intent: investi-
gative (to find out more facts); exploratory (to uncover patterns); correc-
tive (to direct clients to act in a particular way); and facilitative (to open
up new possibilities). He distinguished between four different types of
questions that correspond to each of these four different types of intent.
Lineal questions enquire about problem definitions and explanations (e.g.
‘What is the problem?’). Circular questions enquire about patterns of inter-
action (e.g. “Tell me what happens before, during and after the problem?”).
Strategic questions are leading or confrontative (e.g. ‘What if you did X?
What prevents you from doing Y?’). Reflexive questions suggest new pos-
sibilities (‘Imagine X were the case, how would the problem situation be
different?’). Peggy Penn (1985) also developed a future-oriented or feed-
forward approach to questioning.

Fifth Province Interviewing about Polar Positions

In Ireland the Fifth Province associates (McCarthy & Byrne, 1988) have
developed a style of interviewing in which circular questions are asked
to compare, amplify and eventually bridge polarities within systems.
Diamond-shaped structural maps are used to map alliances within sys-
tems, and themes on which system members in polar positions hold dif-
ferent viewpoints. The therapist adopts a neutral, curious position, which
is not aligned with any particular faction within the system. From this
non-aligned ‘dis-position” the therapist opens up a conversational space
where extreme polarities and new possibilities may be explored. The dis-
position adopted by Fifth Province associates at the imaginal centre of
conflicted networks and the name of this therapy team is taken from Celtic
mythology. It refers to an imaginal place where oppositions were resolved
and unrelated things coincided. In this style of therapy, pairs of signifi-
cant bipolar constructs may be crossed at right angles to form diamond-
shaped maps. For example, in a case of school refusal, bad versus mad and
organic aetiology versus non-organic aetiology might be identified as two
constructs organising parents’ and involved professionals’ conversations
about a girl’s non-attendance at school. A diamond-shaped map, based
on crossing these two constructs at right angles, may be used as a basis
for questioning network members in a way that moves the network to-
wards a position where less polarisation occurs. Two approaches to ques-
tions developed by the Fifth Province team deserve particular mention:
(1) questioning at the extremes; and (2) juxtapositioning. In questioning at
the extremes, network members are asked to imagine what would hap-
pen if one of the extreme positions on the diamond were to form the basis
for future actions. Here are a couple of examples of these types of ques-
tions: (1) ‘If her behaviour was an act of defiance for which she required
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some form of punishment, what sort of things should the family do and
say if she continued to appear defiant over the next couple of years?’; (2)
‘Let us imagine that her behaviour reflects some underlying mental ill-
ness, how would you treat her over the next year or two?”. Questioning at
the extremes allows network members to explore what would happen if a
process of continual amplification occurred with respect to opposing con-
structions of the problem. With juxtapositioning, network members are
asked to compare opposing constructions of the problem. For example,
“How would you see the main differences between what would happen to
your child over the next year if she were treated as if she were delinquent
or if she were treated as if she were ill?” Juxtapositioning allows network
members to consider in an uncensored way, the contrasting implications
of extreme or amplified positions.

Reflecting Team

While Karl Tomm, Peggy Penn, and the Fifth Province Associates have
elaborated the Milan team’s interviewing techniques, others, notably Tom
Andersen, developed new ways of giving families the team’s message
arising from the mid-session team discussion. The reflecting team ap-
proach was developed by Tom Andersen (1987, 1991) in Norway. With this
approach, during the mid-session break the family and therapist observe
the team behind the one-way screen discussing the family interview.
Members of the reflecting team comment on the interview process in a
way that highlights family strengths and opens up new possibilities for
problem resolution. After this the family and therapist resume the session
and discuss useful ideas that have come from listening to the observa-
tions of the reflecting team. This is a highly collaborative approach to the
use of a team behind the screen and contrasts starkly with the competi-
tive frame that dominated the early Milan approach to using a team and
screen in family therapy. For the original Milan team, the mid-session dis-
cussion was a secretive, competitive affair in which the team reconsidered
their initial hypotheses in light of the information that arose from circular
questioning to revise their map of the family game. They then devised a
counterparadoxical, positively connoted description of the family game
and a ritual to disrupt the game. This intervention was delivered to the
family without opportunity for clarification or discussion. In contrast,
with the reflecting team approach there is complete openness about the
process and ample opportunity for clarification.

Tom Andersen highlights the importance of reflections being given by
a small number of team members (no more than three) and that they be
speculative, given in the style of the family’s normal speech, that they be
relevant to the preceding conversation, and that they not differ too much
from the family’s current views. He classifies reflections as those which
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comment on the picture of the problem situation; explanations for it; alter-
native possible solutions or hypothetical future scenarios; ways in which
family members have constructed their picture of the problem, explana-
tions for it and alternative solutions; and ways in which family members
might construct new pictures of the problem, explanations for it and al-
ternative solutions in the future. Thus, his reflections tap into the same
areas as Tomm'’s linear, circular and reflexive questions mentioned earlier.
Andersen also presents multiple reflections in both/and or neither/nor
formats to help the family escape from limiting either/or conversations.
Reflections on non-verbal processes which may introduce threatening
information that is outside of awareness are made only if there is good
reason to believe that the family is ready to hear it. When the therapist
resumes the interview with the family, he or she explores positive and
negative reactions of family members to the reflections. Throughout the
process the team takes a positive, respectful, non-critical attitude towards
the family.

The reflecting team process was to some degree foreshadowed by Peggy
Papp’s (1982) strategic practice of offering family members multiple differ-
ing messages from the team after the mid-session break and the original
Milan team’s use of split messages from the therapist and team to main-
tain engagement while challenging the family’s belief system.

While Karl Tomm and Peggy Penn elaborated the Milan team’s inter-
viewing techniques, and Tom Andersen, developed new ways of giving
families the team’s message arising from the mid-session team discus-
sion, Harlene Anderson and Harry Goolishian elaborated the idea of a
collaborative positioning of the therapist with respect to clients.

Collaborative Language Systems

Harlene Anderson and Harry Goolishian at the Houston Galveston
Institute developed a unique social-constructionist approach to family
therapy (Anderson, 1995, 1997, 2000, 2001, 2003; Anderson & Goolishan,
1988; Anderson & Levine, 1998; Anderson, Goolishan & Windermand,
1986; Goolishian & Anderson, 1987). They abandoned systems theory
and cybernetics as explanatory frameworks and replaced these with the
extreme social-constructionist notion of collaborative language systems.
They argued that systems of central concern were not families but groups
of people in conversation about problems. Within these collaborative lan-
guage systems, problems were co-constructed or dissolved in language.
They distinguished between problem-determined systems and prob-
lem dissolving systems. Problem-determined systems include people who
agree that a problem exists and whose beliefs about the problem maintain
its existence. Such systems may include some or all members of a fam-
ily, but may also include other significant members of the social network,
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such as school teachers and involved health or social service profession-
als. Problem dissolving systems, in contrast, include a therapist and mem-
bers of the problem-determined system. This system is organised by a
belief that there is a problem and it dissolves the problem through conver-
sation. Within this conversation, the therapist adopts a non-hierarchical,
non-expert, not-knowing collaborative position with respect to clients,
privileging the clients’ views as much as the therapist’s. The therapist en-
gages in respectful listening to the clients’ views, asking respectful ques-
tions without consciously hypothesising or strategising. Such generative
conversations are used to explore multiple possible co-constructions of
the problem and possible solutions. Therapists avoid the use of technical
jargon, diagnoses and therapeutic directives since these may limit possi-
bilities for co-constructing new solutions. Therapeutic conversations and
new co-constructions of the clients” situation are all conducted in terms
from the clients’ language, not technical terms and jargon from the men-
tal health or family therapy literatures.

SOLUTION-FOCUSED THERAPY

Solution-focused therapy was developed by Steve deShazer (1982, 1985,
1988, 1991, 1994; deShazer et al., 1986), Insoo Kim Berg (Berg, 1994; Berg,
& Dolan 2000; Berg & Kelly, 2000; Berg & Miller, 1992; Berg & Reuss,
1997; DeJong & Berg, 2000; Miller & Berg, 1995), and their colleagues at
the Milwaukee Brief Family Therapy Centre. Bill O’'Hanlon (Hudson &
O’Hanlon, 1994, O’Hanlon & Bertolino, 2002; O'Hanlon & Weiner-Davis,
2003; Rowan & O’Hanlon, 1999), Eve Lipchik (2002) and a team includ-
ing Miller, Hubble and Duncan (1996) have made significant contributions
to the development of solution-focused brief therapy in North America.
Solution-focused centres have been established in the UK by Evan George,
Chris Iveson and Harvey Ratner (1999), and in Ireland by John Sharry,
Brendan Madden and Melissa Darmody (2003). Brief therapy is now a ma-
jor international therapeutic movement (Carpenter, 1997, Duncan et al.,
2003; Hoyt, 2002; Lethem, 2002).

Before developing the model, Steve deShazer worked with the MRI
group and was strongly influenced by their idea of focusing on current
interactional patterns rather than historical predisposing factors. How-
ever, his approach is distinct from the MRI approach in the following
way. MRI brief therapy aims to identify problem-maintaining interac-
tion patterns and then disrupt these patterns or ironic processes, while
solution-focused therapy aims to identify infrequent exceptional interac-
tion patterns in which the problem behaviour is expected to occur but
does not, and arrange for clients to increase the frequency of these excep-
tional behaviour patterns. For example, a family in which the main com-
plaint is the children’s sleep difficulties would be asked to note occasions
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on which an exceptional, normal sleep pattern occurred and then to take
particular steps to try to recreate this situation. This process of recreating
exceptions is technically deceptively simple and is described in the texts
Keys to Solutions in Brief Therapy and Clues: Investigating Solutions in Brief
Therapy to solutions (deShazer, 1985, 1988). Amplifying exceptions always
involves talking about problems differently, and here deShazer has been
influenced by the philosopher Wittgenstein in his assertion that problems
are constituted and not reflected in language. This idea is expanded in his
book Words were Originally Magic (deShazer, 1994).

Solution-focused therapy has little to say about differences between
‘normal’ families and those in which problems occur, but the implicit
message is that non-problematic families do not become entrenched in
problem-maintaining interaction patterns. Rather, they notice exceptional
circumstance where the expected problem does not occur and try to learn
from these how to avoid or solve the problem in future.

Assessment and Treatment in Solution-Focused Therapy

Distinctions between assessment and therapy are not clearly drawn in
solution-focused therapy. Assessment (insofar as it may be distinguished)
begins with enquires about the problem; the position of the clients with
respect to their problems; and their views of the role of the therapist with
respect to problem resolution. Distinctions are made between visitors,
complainants and customers. Clients who are sent to therapy by another
person but do not view themselves as having a problem or requiring ther-
apy are referred to as visitors. Clients who accept that they have problems
but are unwilling or believe they are unable to resolve them in therapy
are called complainants. Clients who accept that they have problems and
want to change them through engaging in therapy are customers. These
three positions are not fixed and clients may move from one to another
over the course of therapy. For example, after a couple of sessions a pre-
viously despondent complainant may become a more hopeful customer.
Also, different family members may occupy differing positions at differ-
ent times. For example, an adolescent with a drug problem may be a visi-
tor, his concerned mother may be a customer and his stepfather may be
a complainant, wishing the problem would resolve but not willing to act
on this wish.

Given this analysis of differing positions that clients may take with
respect to their problem and therapy, it is not surprising that de Shazer
takes the view that the idea of resistance is based on misunderstanding
the fact that all clients have unique ways of cooperating, only some of
which conform to traditionally trained therapists’ expectations. These
are the cooperative styles that typify customers, but not visitors or com-
plainants. To promote continued cooperation, tasks must be selected to fit
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with clients’ readiness to change. Compliments for attending therapy are
more likely to ensure continued cooperation from visitors. Observational
tasks such as noting the occurrence of exceptions promote increased
cooperation from complainants. Behavioural tasks, such as the recreation
of exceptions are best suited to customers.

In addition to assessing the positioning of clients, solution-focused
therapists also assess exceptions. This may be done by enquiring about
pre-session change. That is, by asking questions such as, ‘Between the
time you made the appointment to come here and today has the problem
got better or worse? If it got better, what exactly was it about these past
few days that led to improvement?’. Enquires about pre-session change
in a majority of instances lead to recent vivid accounts of exceptions.
However, where such accounts are not forthcoming, clients may simply
be asked exception-finding questions, such as, ‘Can you tell me about
instances where the problem did not occur or occurred and was coped
with effectively?”. DeShazer’s formula first session task may also be used
to identify exceptions. This involves an invitation for clients between the
first and second session to observe family life so they can tell the therapist
what they want to continue to have happen in future.

Beyond client positioning and exceptions, a third important aspect of
assessment in solution-focused therapy is helping clients articulate their
vision of problem resolution and therapeutic goals. For this deShazer uses
Milton Erickson’s miracle question: ‘Supposing one night there was a mir-
acle while you were asleep and the problem was solved, how would you
know? What would be different. How would X know without you say-
ing a word about it?” The more concrete and visualisable this vision, the
better. Progress towards this vision may be articulated as more frequent
exceptions and less frequent problems. For example, if the vision was ‘We
would have dinner each night as a family without fighting’, then progress
may be assessed by counting the number of nights on which fight-free
family dinners occur.

However, not all problems and exceptions may be defined in concrete
terms. For vague problems, particularly those that include statements
about feelings and moods, clients may be asked to express changes in
terms of a scale from 1 to 10, e.g. ‘On a scale of 1 to 10 where 10 is how you
want to feel when the problem is resolved, how good do you feel now?’
Where scaling questions reveal improvements between one session and
the next, exception questions may be asked, such as “How do you explain
the improvement that occurred between then and now, what exactly was
different?”.

It has already been noted that in solution-focused therapy, compliments,
observational tasks and behavioural tasks are given to visitors, complain-
ants and customers respectively. Compliments are empathic statements
about clients’ positive qualities and are typically given to all clients to
enhance cooperation, and the only class of intervention given to visitors.
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With observational tasks, clients may be invited to observe the occurrence
of successful coping with the problem, exceptions to the problem, factors
that prevent deterioration, or to predict whether more or less exceptions
than have previously occurred will occur between one session and the
next and to check their prediction through observation. With behavioural
tasks, clients may be invited, when exceptions are identified, to ‘do more
of what works’ or, if it is difficult to specify the nature of exceptions, to
simply ‘do something different’.

When clients become despondent and have difficulties recreating solu-
tions, the solution-focused therapist continually helps clients to give ac-
counts of exceptions and make plans to recreate these. A positive hopeful
perspective concerning problem resolution, a respect for clients’” problem-
solving resources, and an elegantly simple view of therapeutic technique
are the corner stones of solution-focused therapy.

NARRATIVE THERAPY

Michael White, David Epston and their colleagues (Epston, 1989, 1998;
Epston & White, 1992; Freeman, Epston & Lobovits, 1997; Jenkins, 1990;
Monk, Winslade, Crocket & Epston, 1997; Morgan, 2000; White, 1989, 1995,
1997, 2000, 2005; White & Epston, 1989) are the originators of the narrative
approach to family therapy. Michael White practices at the Dulwich Cen-
tre in Adelaide, which is run by Michael and his partner Cheryl White.
David Epston practices in Auckland, New Zealand. Inspired by White’s
seminal work, other practitioners have begun to write about narrative
therapy in the USA (Freedman & Combs, 1996, 2002; Parry & Doane, 1994;
Zimmerman & Dickerson, 1996) and in the UK (Byng-Hall, 1995; McLeod,
1997). White and Epston have been influenced by the postmodern move-
ment within philosophy, anthropology and psychology, and in particular
by Michael Foucault (1965, 1975, 1979, 1980, 1982, 1984); Jacques Derrida
(1981); Clifford Geertz (1983); Barbara Myerhoff (1982, 1986); Irving Goff-
man (1961, 1986); and Jerome Bruner (1986, 1987, 1991).

Problem Development and Narrative Therapy

While narrative therapy has little to say about normal and problematic
family development, a clear theory of problem development is set out.
Within a narrative frame, human problems are viewed as arising from,
and being maintained by, oppressive stories that dominate the person’s
life. Human problems occur when the way in which people’s lives are
storied by themselves and others does not significantly fit with their lived
experience. Indeed, significant aspects of their lived experience may con-
tradict the dominant narrative in their lives.
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Developing therapeutic solutions to problems, within the narrative
frame, involves opening space for the authoring of alternative stories, the
possibility of which have previously been marginalised by the dominant
oppressive narrative which maintains the problem. These alternative sto-
ries typically are preferred by clients, fit with, and do not contradict sig-
nificant aspects of lived experience and open up more possibilities for
clients controlling their own lives.

The narrative approach rests on the assumption that narratives are not
representations of reflections of identities, lives and problems. Rather, nar-
ratives constitute identities, lives and problems. According to this social-
constructionist position, the process of therapeutic re-authoring changes
lives, problems and identities because personal narratives are constitutive
of identity (Bruner, 1986, 1987, 1991).

Rejection of Both Individual Diagnostic Systems and Systems
Theory

White rejects both traditional individually-based conceptualisations of
human problems and also, like Harlene Anderson, the use of a systemic
framework that has been central to almost all forms of family therapy.
Drawing on the work of Foucault (1965, 1975, 1979, 1980, 1982, 1984),
White refers to the process of applying psychiatric diagnoses to clients
and construing people exclusively in terms of these diagnostic labels as
‘totalising techniques’. Totalising techniques such as diagnostic classifica-
tion turn people (subjects) into things (objects). Related practices such
as keeping files (to which clients have no access) written within the con-
text of a pejorative pathological deficit-discourse promote the construc-
tion of ¢lobal knowledges and undermine local knowledges. In this sense,
using mainstream mental health practices that are founded in scientific
knowledge inevitably entails exerting power or social control over clients.
Michael White’s approach to narrative therapy invites us to accept that
knowledge and power are two sides of the same coin, and to question
the ethics of traditional practices that privilege global knowledges and
totalising techniques. Ultimately, the pathologising mainstream mental
health narrative, which permeates our culture, leads people to identify
themselves with their problems and develop problem-saturated identities
(Gergen, 1991, 1994).

Drawing on the work of the anthropologist Clifford Geertz (1983), the
narrative analogy and development of thick descriptions of multistranded
stories has been distinguished by Michael White (1989) from the systems
and game analogies so widely favoured within the family therapy field.
According to White, when couples and families are conceptualised as
systems or quasi-biological organisms, then interpersonal problems are
construed as serving a particular function, such as maintaining family
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homeostasis (Guttman, 1991). The goal of therapy, within this frame, is the
discovery of the function of the symptom and replacing the problematic
symptom with a less destructive set of routines that fulfil the same func-
tion as the symptom. This systems analogy entails the view that certain
families are dysfunctional and, because of this, problems are required
for them to remain intact and stable. Furthermore, the systems analogy
disqualifies the personal agency of individual family members, by inter-
preting individual behaviours as arising, not from personal intentions,
but from the requirements of the system. Narrative therapy, in contrast,
privileges the power of the individual to choose the narrative by which
he or she lives.

When the analogy of a game is used to make sense of problematic pat-
terns of family interaction, then problem behaviours of family members
are understood as moves and countermoves that are undertaken to win
the game. Within this frame, therapy involves mapping out the moves
and countermoves of the game and using this map to develop a strategic
plan for ending the game so that the moves and countermoves are no
longer necessary. The therapist inevitably becomes a player in the game
and uses secrecy and deception (in the form of paradoxical injunctions or
taking a one-down position) as a powerbase from which to end the game.
This type of approach underpins strategic therapy (Madanes, 1991) and
the early work of the Milan Team (Campbell et al., 1991). In contrast, nar-
rative therapy requires the therapist to form an open collaborative part-
nership with clients and avoids the use of power practices such as secrecy
and deception.

Assessment and Treatment in Narrative Therapy

A central goal of narrative therapy is to help people re-author their lives
so that they define themselves in non-pathologising non-problem satu-
rated ways. The process of ‘re-authoring’, a term drawn from the work of
the anthropologist Myerhoff (1982, 1986), is essentially collaborative and
requires therapists and clients to engage in particular practices that lead
to clients doing what Myerhoff refers to as ‘performing new meanings’.
To facilitate re-authoring, the narrative therapist adopts a collaborative
co-authoring consultative position. Externalisation is used to help clients
view themselves as separate from their problems. For example, a client
may be asked how depression has been oppressing them. The narrative
therapist helps clients pinpoint times in their lives when they were not
oppressed by their problems by finding ‘unique outcomes’ (a term coined
by Goffman (1961, 1986)). Unique outcomes include exceptions to the rou-
tine pattern within which some aspect of the problem normally occurs.
Unique outcomes may be identified by asking questions such as, ‘Can you
tell me about a time when you prevented this problem from oppressing
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you?’. Descriptions of these unique outcomes are then elaborated by
posing landscape-of-action and landscape-of-consciousness questions.
The terms for these twin ‘landscapes’ were coined by Bruner (1986, 1987,
1991). Landscape-of-action questions address sequences of events, for
example, ‘Give me a step-by-step account of that episode?’. Landscape-
of-consciousness questions in contrast are concerned primarily with
the meaning of events and enquire about motives, purposes, intentions,
hopes, beliefs and values, for example, “What does this story say about you
as a person?’. Narrative therapists link unique outcomes to other events
in the past and extend the story into the future to form an alternative and
preferred self-narrative in which the self is viewed as more powerful than
the problem. For example, links with the past may be established through
asking question like this: ‘If I were watching you earlier in your life, what
do you think I would have seen that would have helped me to understand
how you were able recently to achieve X?” Links with the future may be
made with such questions as: ‘If you were to keep these ideas in mind
over the next while, how might they have an effect on your life?".

Through the use of outsider witness groups, significant members of the
client’s social network are invited to witness this new self-narrative. Out-
sider witnesses let clients know what they are up against and what to
expect in overcoming problems and taking charge of their lives. Michael
White has also drawn on Tom Andersen’s (1987) practice of using a reflect-
ing team in narrative therapy as a format for a particular type of outsider
witness group.

New knowledges and practices that support the new self-narrative es-
tablished in therapy are documented using literary means. Letters of in-
vitation, redundancy letters, letters of prediction, counter-referral letters,
letters of reference, letters of special occasions, self-stories, certificates and
declarations may be used to facilitate and document changes in narrative
therapy.

Finally, clients are encouraged to let others who are trapped by similar
oppressive narratives benefit from their new knowledge through bringing
-it-back practices. They may be invited to allow the therapist to share their
new personal narratives, knowledges, skills or literary records of these
with other clients facing similar difficulties. Alternatively, they may agree
to meet with other clients and let other clients know directly about their
experiences.

CLOSING COMMENTS

All of the family therapy approaches described in this chapter focus pre-
dominantly on belief systems that underpin problem-maintaining inter-
action patterns. These constructivist, constructionist, solution-focused
and narrative approaches all involve helping clients develop new ways
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of making sense of their problems so that they become more resolvable.
All of these approaches share some common ground with cognitive tech-
niques associated with cognitive-behavioural therapy described in the
previous chapter, insofar as they aim to alter problem-maintaining belief
systems. The style of practice used by the original four-member Milan
team prior to 1980 shares much in common with strategic and MRI brief
therapy, particularly the competitive use of paradoxical interventions
to disrupt problem-maintaining interaction patterns and to undermine
problem-maintaining belief systems. There are notable similarities be-
tween the solution-focused and narrative approaches. Both privilege the
importance of amplifying exceptions to problems, privileging solution-
talk over problem-talk in therapeutic consultations and generating hope.

For all of the models reviewed here the only treatment goal is the reso-
lution of the presenting problem. None of the models reviewed in this
chapter is concerned with personal growth as a main goal. For all of the
approaches described in this chapter treatment is brief.

There is a small body of empirical evidence to support the effectiveness
of the original Milan approach to family therapy with common child- and
adult-focused mental health problems (Carr, 1991). There is also evidence
from controlled trials for the effectiveness of solution-focused therapy
(Gingerich & Eusengart, 2000). However, for narrative therapy, construc-
tivist or social constructionist approaches to family therapy, although
some exploratory qualitative studies have been conducted, clear demon-
strations of their effectiveness are lacking (e.g. Anderson, 2003; Sexton,
Robbins, Hollimon, Mease & Mayorga, 2003).

The strength of the models overviewed in this chapter is way in which
they highlight the importance of multiperspectivism for clinical practice
and the many creative techniques based on this idea that may be used
to transform or marginalise problem-maintaining belief systems and en-
hance solution-developing belief systems. A problem with constructivist
and constructionist positions, however, is that they entail the paradoxi-
cal view that the one underlying truth is that there is no one underlying
truth. Social constructionists who have abandoned general systems the-
ory and cybernetics are left with a very flimsy therapeutic framework and
set of practices with which to empower therapists in training. Without
any of the insights and practices of structural, strategic, MRI, cognitive-
behavioural and functional family therapy, therapists in training may
easily be inducted into problem-maintaining behaviour patterns without
being aware of this. Equipped only with the ideas of co-constructing new
alternatives, amplifying solutions, or re-authoring, they may never be
able to break out of counter-therapeutic positions. Also, from an empiri-
cal perspective, it is not ethically justifiable to abandon practices entailed
by structural, cognitive-behavioural and functional family therapy that
have been shown to be very effective in many treamtent outcome studies,
and to adopt practices for which there is virually no empirical support.
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My view is that an attempt should be made to integrate the insights and
practices from the models reviewed in this chapter with those from the
models in the preceding and following chapters. One way of forging such
an integration is given in Chapters 7-9.

The models reviewed in this chapter focus predominantly on modifying
belief systems that underpin problem-maintaining interaction patterns.
The approaches described in the next chapter are primarily concerned
with historical, contextual and constitutional factors that predispose fam-
ily members and others to hold particular belief systems and so engage in
problem-maintaining behaviour.

GLOSSARY

Bateson’s ecosystemicepistemology. Theidea thatthe universe—including
mind and nature - is a single ecological system.

Constructivism. The theory that each individual’s world view is deter-
mined more by his or her physiological and psychological make-up than
the world out there.

Epistemology. A branch of philosophy concerned with the study of theo-
ries of knowledge, but in family therapy the term is used loosely to refer
to a world view or belief system, such as Bateson’s ecosystemic epistemol-
ogy, constructivism, social constructionism and positivism.

Modernism. A movement that began with the enlightenment and
entailed the view that the underlying nature of the world would be re-
vealed through rigorous and rational scientific enquiry.

Positivism. The theory that perceptions are reflections of the world-as-it-is
and that, through rigorous scientific observation and experiment, we may
acquire true knowledge about this world.

Postmodernism. Postmodernism entails a rejection of positivism and rep-
resentationalism in favour of constructivism or social constructionism; an
acceptance of the idea that there may be multiple accounts of events over the
idea that there is a single knowable underlying truth; a favouring of margin-
alised discourse over the dominant discourse; a favouring of local accounts
over global accounts; and a commitment to the idea that all accounts entail
an ethical dimension over the idea that there are value-free facts.
Social-constructionism. The theory that each individual’s world view is
determined more by social consensus within the community, expressed
in language, than the world out there.

Constructivism

Autopoiesis. Maturana’s term ‘autopoesis’ literally means self-creating
(auto = self; poiesis = creating). Such self-creating processes distinguish
living from mechanical systems and are subject to structural determinism.



THEORIES THAT FOCUS ON BELIEF SYSTEMS 141

Complex and simple construct systems. Complex construct systems may
contain many constructs that are interrelated in many ways. Simple con-
struct systems contain few constructs with limited relationships to one
another. People with complex construct systems are better able to em-
pathise with others and form workable relationships.

Construct. The simplest hypothesis that a person can hold about a group
of elements (persons, objects, events or relationships). A construct defines
how two things are alike and different from a third. Constructs have sim-
ilarity and contrast poles, a range or application to a set of elements and
focus of convenience to a subset of elements to which they may be easily
applied.

Core and peripheral constructs. Core constructs are vital for the survival
of a person’s construct system and peripheral constructs are not.

Cycle of experience. A cycle that maps out how construct systems are
revised through experiential feedback. The cycle includes the following
stages: (1) anticipation of an event; (2) investment in the outcome; (3) en-
counter with the event; (4) confirmation or disconfirmation of the initial
anticipation; and (5) constructive revision of the construct if disconfirma-
tion occurred.

Family characterisation. An assessment procedure in which a family mem-
ber writes an account of the family from the perspective of a close friend.
Fixed role therapy. An intervention to help clients evolve more adaptive
construct systems, where they are invited to play a fixed role, which en-
tails constructs that are different from their own, for a period of days and
then to comment on the impact of this on their construct system.
Laddering. A method for discovering the hierarchical way in which con-
structs are organised and pinpointing core constructs by repeatedly ask-
ing clients, after a construct has been elicited, which pole of a construct
they prefer and why.

Objectivity in parenthesis. Maturana’s term for the idea that we can-
not claim that a reality out there exists independently of ourselves as
observers.

Personal construct psychology. The constructivist psychology of George
Kelly, in which he articulated a set of propositions outlining how personal
belief systems could be viewed as made up of a set of personal bipolar
constructs, and how these construct systems determined behaviour and
relationships.

Repertory grid test (REP). A paper and pencil or computerised method
for eliciting constructs. Computer REP tests can elicit element lists in
many areas of life, elicit constructs, position elements along construct
scales, factor analyse constructs into dimensions, hierarchically organise
these construct-based dimensions, and position elements accurately along
these dimensions, and cluster-analyse elements in terms of dimensions.
Self-characterisation. An assessment procedure in which a person writes
an account of themselves from the perspective of a close friend.
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Structural coupling. Maturana’s idea that when two systems (such as
therapist and family) come together a process of mutual influence occurs
and the changes that occur in each system are structurally determined
and so, to a large degree, unpredictable.

Structural determinism. Maturana’s constructivist proposition that the
structure of an organism’s nervous system or the structure of the family’s
systemic organisation determine its actions, not external stimuli, infor-
mation or instructions. According to this viewpoint, therapists cannot
instruct clients to act and predict the outcome, they can only structurally
couple with them, perturb the system and await an unexpected outcome
according to this view.

Superordinate and subordinate constructs. A superordinate construct
includes subordinate constructs in the system.

Tight (impermeable) and loose (permeable) construct systems. Con-
struct systems that are tight lead the person to make precise and rigid
predictions in every situation. Loose construct systems do not allow the
person to make useful predictions.

Triadic questioning. A process for identifying constructs, which involves
asking a person to list a series of elements (people, objects, events or rela-
tionships), and then asking them to indicate how each pair are the same
and different from a third. For example, if two relationships are the same
because they are close but different from a third because it is distant, the
construct identified is close—distant.

Verbal and pre-verbal constructs. Pre-verbal constructs are not easily
verbalised, for example a vague feeling of abandonment versus a feeling
of attachment.

Milan Systemic Family Therapy

Circular causality. The idea that, within (observed) family systems, prob-
lem behaviours typically occur within the context of repetitive interac-
tional patterns in which event A leads to B leads to C leads to A. This is
distinguished from linear (or lineal) causality, which characterises non-
systemic theories and takes the form: event A leads to event B.

Circular questioning. A style of interviewing used to check out the
validity of hypotheses about family and therapeutic systems. Information
brought forth by circular questions is used to modify successive hypoth-
eses so that they gradually come to account for more and more of the
available information. This is a recursive process of the therapist-family
(observing) system. There are many types of circular questions including
questions about sequences of interaction, such as, “‘What happened next?’;
questions about comparisons, such as, “‘Who was the most concerned?’;
questions about agreement, such as, “‘Who would agree and who would
disagree with this view?’; questions about explanations, such as, “What
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explanation do you think you (or some other family member) would give
for this?’; and questions about the future, such as, ‘Suppose X happens,
then how will the situation be different in 6 months?”.

Circularity. An umbrella term used to refer to both circular causality in
observed systems and the recursive processes of the therapist-family ob-
serving system in circular questioning.

Counter-paradox. An invitation for each family member to persist, for the
time being, in their roles in a pattern of problem-maintaining interaction,
because these afford an avenue for the expression of positive intentions
and to do otherwise would lead to negative consequences for the family.
However, the possibility of future change is left open.

Family games. Thehistorical stepsinvolved in the development of problem-
maintaining interaction patterns and the repetitive roles entailed by these
patterns. Selvini-Palazzoli argues that psychotic family roles entail a se-
ries of steps where the symptomatic child sides with the perceived loser
against the winner in a discordant marriage, but the loser and winner
eventually unite against the child and this interaction pattern maintains
the psychotic process.

Five-part session. A session plan that includes: (1) a pre-session team dis-
cussion, which focuses on hypothesising; (2) the first part of the family
interview in which circular questioning is used to check out hypotheses;
(3) the mid-session break and team discussion where the implications on
hypotheses of new information arising from circular questioning are clar-
ified and an end-of-session intervention is developed; (4) the final part of
the family interview, which may include an end-of-session intervention;
and (5) a post-session team discussion in which further hypothesising oc-
curs and planning for the next session.

Hypothesising. Developing a tentative systemic mini-theory about some
aspect of a system, the validity of which is subsequently checked out
through interviewing and observation. Information from interviewing
and observation may lead to successive modifications and refinements of
hypotheses to improve the degree to which the hypotheses correspond
with available information about the system.

Invariant prescription. A ritualistic intervention developed by Selvini-
Palazzoli and Prata to disrupt rigid problem-maintaining interaction pat-
terns in the families of psychotic individuals. The parents are invited to
form an alliance, the details of which are kept secret from other family
members by requesting the parents to hold a series of joint meetings in
private, often away from the home, and making a point of not discussing
the contents of these with children or other family members.

Neutrality. An interviewing position of impartiality, characterised by an
openness to the validity of each system member’s viewpoint and an open-
ness to multiple possible hypotheses to account for available information.
Neutrality as an interviewing position does not entail an ethically neutral
position with respect to intrafamilial abuses of power.
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Odd days and even days. A ritual in which on odd days one person is
given unilateral control over a particular family problem and on even
days the other person is given such control. This may be used to help par-
ents whose inability to agree on how to manage child behaviour problems
makes such problems worse.

Positive connotation. The practice of ascribing positive intentions to each
family member concerning their role in a pattern of problem-maintaining
interaction.

Problem of the referring person. The idea that siblings or professionals
who have a long-standing relationship with a patient, who make referrals
for family therapy, may inadvertently be inviting the therapist to become in-
ducted into a specific role in the problem-maintaining interaction pattern.
Rituals. Interventions designed to disruptrepetitive problem-maintaining
interaction patterns in which specific behaviours and the circumstances
under which they should occur are specified for one or more family
members.

Social Constructionism

Curiosity. An interviewing position of impartiality, characterised by an
openness not only to the validity of each system member’s viewpoint but
also an openness to multiple possible constructions of clients’ situations
and a respect for the integrity of the system and its way of operating.
Cecchin offered curiosity as a social constructionist refinement of the
therapeutic position of neutrality.

Hermeneutics. The art of analysing texts or therapeutic conversations by
recursively interpreting successive levels of meaning. The hermeneutic
circle is a recursive loop of successive interpretations.

Interventive interviewing. A term coined by Karl Tomm to refer to an
orientation where every question the therapist asks in a session is thought
of as an intervention.

Irreverence. An interviewing position characterised by an openness to
multiple possible constructions of clients’ situations and a scepticism
about personal pet theories and prejudices. Cecchin offered irreverence
as an expansion of the therapeutic position of curiosity.
Juxtapositioning. Asking about the contrasting implications of extreme
or amplified positions.

Karl Tomm’s four classes of questions. Karl Tomm distinguished be-
tween lineal questions, which enquire about problem definitions and ex-
planations, e.g. “What is the problem?’; circular questions, which enquire
about patterns of interaction, e.g. “Tell me what happens before during
and after the problem?’; strategic questions, which are confrontative, e.g.
‘What prevents you from doing X?’; and reflexive questions, which suggest
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new possibilities, e.g. ‘Imagine X were the case, how would the problem
situation be different?’.

Languaging. Carol Anderson and Harry Goolishian’s term for talk-
ing about a problem with a view to exploring new and more useful co-
constructions.

Multiversa. Tom Andersen’s term for the multitude of possible ways to
think about clients’” problems and solutions.

Not-knowing approach. Harlene Anderson and Harry Goolishian’s term
for taking a non-expert collaborative position where clients and therapist
explore multiple possible co-construction of the problem and possible
solutions. In the not-knowing approach, therapists avoid the use of di-
agnoses and therapeutic directives since these may limit possibilities for
co-constructing new solutions.

Problem-determined system. Harlene Anderson and Harry Goolishian’s
term for a group of people who agree in conversation that a problem exists
and whose beliefs about the problem maintain its existence.

Problem organising, problem dissolving system. Harlene Anderson
and Harry Goolishian’s term for the therapeutic system that includes the
therapist and members of the problem-determined system. This system
is organised by a belief that there is a problem and dissolves the problem
through conversation.

Questioning at the extremes. Inviting speculation about what would
happen if a process of continual amplification occurred with respect to
opposing constructions of the problem.

Reflecting team. A practice developed by Tom Andersen where, after
watching an interview, the team discuss their observations and ideas
about the interview, the problem, explanations for it and alternative solu-
tions, while the therapist and clients observe them. The clients and thera-
pist then discuss the team’s conversation with the therapist.

Reflexive time. Boscolo’s idea that in systemic therapy and consultation
the construction of both past and future problems and their resolution
may be changed by the way they are co-constructed in the present. Mul-
tiple possible futures may be created in the present and this may influ-
ence the way the past is constructed. This may be achieved by asking
future questions, such as, ‘If you decided not to behave like a person with
schizophrenia what would the future be like?".

Strategising. A term coined by Karl Tomm to refer to the process of in-
terviewing with particular intentions in mind. Tomm identifies four main
types of intent: investigative (to find out more facts); exploratory (to un-
cover patterns); corrective (to direct clients to act in a particular way); and
facilitative (to open up new possibilities).

Stuck systems. Systems become stuck when they focus on one or a lim-
ited number of possible ways of thinking about problems and solutions
and are closed to multiple possibilities (multiversa).
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Solution-Focused Therapy

Compliments. Empathic statements of clients’ positive qualities, typically
given to all clients to enhance cooperation, and the only class of interven-
tion given to visitors.

Cooperation and resistance. DeShazer takes the view that the idea of
resistance is based on misunderstanding the fact that all clients have
unique ways of cooperating, only some of which conform to therapists’
expectations. These are the cooperative styles which typify customers,
but not visitors or complainants.

Do more of what works tasks. When exceptions are identified, if clients
believe they have control over them they may be asked to do more of what
works and if they believe such exceptions occur spontaneously they may
be asked to do them randomly at the flip of a coin.

Do something different task. To disrupt routine problematic responses
clients may be invited simply to do something different in situations
where problems typically occur.

Exceptions. Instances where the problem does not occur, or occurs and is
coped with effectively.

Fitting tasks to clients. To promote continued cooperation, tasks
must be selected to fit with clients’ readiness to change. Compliments
for attending therapy are more likely to ensure continued coopera-
tion from visitors. Observational tasks, such as noting the occurrence
of exceptions, promote increased cooperation from complainants. Be-
haviour tasks, such as the recreation of exceptions, are best suited to
customers.

Formula first session task. Clients are invited between the first and sec-
ond session to observe family life so they can tell the therapist what they
want to continue to have happen in future.

Identify factors that prevent deterioration. Clients are invited to identify
factors that prevent complex or volatile problematic situations from dete-
riorating further.

Miracle question. An Ericksonian goal-setting question used by deShazer:
‘Supposing one night there was a miracle while you were asleep and the
problem was solved, how would you know? What would be different.
How would X know without you saying a word bout it?’

Observation of successful coping task. Clients are invited between one
session and the next to pay attention to what they do when they cope suc-
cessfully with the problem, overcome the urge to do something problem-
atic, or resist the temptation to do something problematic.

Observe exceptions task. Clients are invited to keep a log of exceptional
episodes in which the problem should occur but does not.

Prediction task. Clients are invited to make a predication about whether
between one session and the next there will be more or fewer exceptions
to the problem.
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Pre-session change. Positive changes and the exceptional circumstances
surrounding them that occur between making an appointment and at-
tending a first session.

Scaling question. For vague problems and feelings, clients may be asked
to express changes in problems and feeling in terms of a scale from 1 to 10.
For example, ‘On a scale of 1 to 10 where 10 is good, how good do you feel
now and how did you feel then?”. Where scaling questions reveal improve-
ments, exception questions may be asked, such as, "How do you explain
the improvement that occurred between then and now?".
Visitors—complainants—customers. Within the therapist-client relation-
ship, clients who are sent to therapy by another person but do not view
themselves as having a problem or requiring therapy are referred to as
‘visitors’. Clients who accept that they have problems but are unwilling
or believe they are unable to resolve them are ‘complainants’. Clients who
accept they have problems and want to change them are ‘customers’.

Narrative Therapy

Bringing-it-back practices. Practices that involve clients letting others
who are trapped by similar oppressive narratives benefit from their new
knowledge and skills.

Dominant narratives. Typically, clients’ dominant narratives entail
problem-maintaining ideas and practices, especially the idea that the
dominant narrative is the truth or the most valid world view.
Externalising the problem. Helping clients view themselves as separate
from their problems and then inviting the clients and their families to
deal with this externalised problem.

Landscape of action questions. Questions (about unique outcomes) that
enquire about sequences of behaviour and interaction, such as, “What
happened next?".

Landscape of consciousness questions. Questions (about unique out-
comes) that enquire about meaning, intentions, beliefs and values, such
as, "What does that say about you as a person?”.

Narrative. A story that usually involves characters and a plot. Most peo-
ple have dominant and subjugated personal narratives, with the former
having greater influence on their lives than the latter.

Outsider witness groups. Significant members of clients’ social networks
who are invited to witness new self-narratives.

Positioning. In narrative therapy a collaborative co-authoring consulta-
tive position is adopted.

Re-authoring. The process of helping clients develop new and liberating
self-narratives that promote problem resolution.

Relative influence questioning. Clients are invited to consider the influ-
ence of the problem on their lives and relationships and the influence that
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they exert on the problem. For example, ‘In that situation were you stron-
ger than the problem or was the problem stronger than you?".
Subjugated narratives. The infinite number of alternatives to the domi-
nant narrative, some of which entail world views, which open up pos-
sibilities for resolving presenting problems. Useful subjugated narratives
may include accounts of exceptional circumstances where the problem
did not occur, or occurred and was dealt with effectively.

Therapeutic certificates. In narrative therapy, clients may be issued with
certificates to indicate that they have resolved their problems and they
may use these certificates to substantiate their new self-narratives.
Therapeutic letters. In narrative therapy, therapists may send clients let-
ters which consolidate new self-narratives by, for example, referring to
unique outcomes mentioned in therapy and the implications of these for
the clients’ self-narratives.

Thickening new plots. Linking unique outcomes to other events in the
past and extending the story into the future to form an alternative and
preferred self-narrative in which the self is viewed as more powerful than
the problem.

Unique outcomes. Exceptional circumstances under which problems did
not occur but were expected to occur.
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Chapter 5

THEORIES THAT FOCUS ON
CONTEXTS

It has already been noted in Chapter 2 that family therapy schools and
traditions may be classified in terms of their central focus of therapeutic
concern and, in particular, with respect to their emphasis on problem-
maintaining behaviour patterns; problematic and constraining belief sys-
tems; and historical, contextual and constitutional predisposing factors.
This chapter is concerned with family therapy traditions that highlight
the role of historical, contextual and constitutional factors in predisposing
family members to adopt particular belief systems or engage in particular
problematic interaction patterns. Such schools advocate using practices
thatspecifically address these historical, contextual and constitutional pre-
disposing factors, including working with members of the extended fam-
ily and wider social network, as well as coaching individuals to manage
historical, contextual and constitutional constraints. Schools that fall into
this category include: transgenerational family therapy; psychoanalytic
family therapy; practices based on attachment theory; experiential fam-
ily therapy; multisystemic therapy; and psychoeducational approaches.
Transgenerational family therapy; psychoanalytic family therapy; prac-
tices based on attachment theory; and experiential family therapy are
concerned predominantly with historical predisposing factors. Multisys-
temic therapy pays particular attention to the role of contextual predis-
posing factors. Managing constitutional predisposing factors is a central
concern for psychoeducational approaches. A summary of the main fea-
tures of these models is given in Table 5.1.

TRANSGENERATIONAL FAMILY THERAPY

Transgenerational family therapy rests on the assumption that clients’
family-of-origin relationships and events, which occurred and continue
to occur in clients” families of origin, predispose them to developing cur-
rent life problems in their families of procreation (Nelson, 2003; Nichols,
2003). Murray Bowen (Bowen, 1978; Friedman, 1991; Kerr, 2003; Kerr &
Bowen, 1988; McGoldrick & Carter, 2001; Papero, 1990; Roberto, 1992;
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Roberto-Forman, 2002) and Ivan Boszormenyi-Nagy (Boszormenyi-Nagy,
1987; Boszormenyi-Nagy & Krasner, 1987, Boszormenyi-Nagy & Spark,
1973; Boszormenyi-Nagy, Grunebum & Ulrish, 1991; Ducommun-Nagy &
Schwoeri, 2003) are central figures in this broad tradition. All transgen-
erational therapists are united by their belief that family problems are
multigenerational phenomena and that often this is because patterns of
family interactions or relationships are replicated from one generation to
the next.

Murray Bowen

For Murray Bowen (Bowen, 1978; Friedman, 1991; Kerr, 2003; Kerr &
Bowen, 1988; McGoldrick & Carter, 2001; Papero, 1990; Roberto, 1990, 1992;
Roberto-Forman, 2002), families are fundamentally emotional systems.
When threatened, family anxiety occurs and families engage in recursive
emotionally-driven problematic interaction patterns. Families differ in
the amount of anxiety they contain. Some families are relatively unthreat-
ened and show little anxiety, while others feel extremely threatened and
consistently experience high levels of anxiety. The amount of anxiety a
family experiences determines the degree to which family members may
become differentiated. Highly anxious families, Bowen argues, are char-
acterised by an undifferentiated ego mass. That is, they have extremely
emotionally close relationships characterised by enmeshment or fusion.
In contrast, families containing little anxiety facilitate a high level of dif-
ferentiation and autonomy in family members. There is some empirical
support for the relationship between differentiation and chronic anxi-
ety, marital satisfaction and psychological distress (Miller, Anderson &
Kaulana-Keala, 2004).

Psychopathology occurs because of what Bowen terms’ family projec-
tion and multigenerational transmission processes’. The family projection
process occurs when parents project part of their immaturity onto one of
their children, who in turn becomes the least differentiated family mem-
ber and the most likely to become symptomatic. Children who are most
involved in their families’ emotional processes and the least differentiated
select marital partners who share an equivalently low level of differentia-
tion. Consequently they pass the problems of limited differentiation from
the family of origin on to the next generation by inadvertently organising
family rules, roles and routines in rigid enmeshed and fused ways that
prevent differentiation.

In Bowenian multigenerational family therapy, couples are helped to
recognise the degree to which they are experiencing fusion or lack of dif-
ferentiation from their family of origin. They also gain insight into how
this is affecting their capacity to manage current life problems in their
family of procreation. The Bowenian therapist coaches clients in strategies
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that promote differentiation of self. Differentiation of self involves separa-
tion of intellectual and emotional systems. This intrapsychic differentia-
tion of intellect and emotion facilitates the concurrent differentiation of
self from others within the family of origin. When intrapsychic differen-
tiation occurs, the individual does not impulsively act out strong feelings,
but rather reflects on these feelings and chooses a course of action. This
frees the person to avoid repeating problematic, emotionally-driven inter-
action patterns associated with the family of origin.

Bowenian therapists help clients understand their degree of differentia-
tion or fusion within the family of origin by mapping out the family and
its relationship patterns in a genogram, and considering these patterns
within the context of the demands of the family lifecycle. (Genogram con-
struction is described in detail in Chapter 7) In mapping out family rela-
tionships, clients” attention is drawn to the way in which family triangles
develop when the family faces anxiety associated with life cycle transi-
tions. According to Bowen, the smallest stable relational system is a trian-
gle. When anxious, dyads involve a third party to form a triangle. Larger
systems are composed of a series of interlocking triangles. Clients” diffi-
culties in their current life may stem from recurrently being inadvertently
inducted into family triangles. Alternatively, clients may have evolved a
way of coping with this continual family pressure to become involved in
a triangle by emotionally cutting off from one or more family members.
Emotional cut-offs with parents in the family of origin underpin many
later parenting problems in the family of procreation. Emotional cut-off
may involve physically making little contact and/or psychologically deny-
ing the significance of the unresolved family-of-origin relationship prob-
lems. One of Bowen'’s hypotheses is that the greater the degree of cut-off,
the greater the probability of replicating the problematic family of origin
relationship in the family of procreation.

Bowen helps clients understand these family-of-origin patterns and pro-
cesses and then arranges for clients to use this understanding to change
the way that they are involved in relationships in their families of origin.
The goals of this therapy are for clients to become differentiated so their
understanding of family of origin processes prevent them from being
inducted into recursive emotionally driven interaction patterns. A second
goal is for clients to develop person-to-person relationships in which they
can talk to other family members about each other, and avoid impersonal
discussion or gossip. In Bowenian therapy, these goals may be achieved by
inviting clients to bring their parents or siblings to therapy sessions or by
coaching clients in how to set up meetings outside therapy with members
of their family of origin to renegotiate triangular relationships and re-
place fused or cut-off relationships with person-to-person relationships.
Bowenian family therapy may be conducted in many formats. In some
instances it may involve family of procreation meetings followed by cou-
ples sessions and finally couples sessions that are attended by members
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of the family of origin. In other instances, it may be conducted on an indi-
vidual basis. In some professional family therapy training programmes,
trainee family therapists undergo Bowenian therapy in a group format as
part of their training. It is a paradox of Bowenian therapy that it aims to
enhance family relationships primarily not by focusing on relationship
building but by focusing on the opposite: the promotion of autonomy and
the differentiation of self.

Ivan Boszormenyi-Nagy

Ivan Boszormenyi-Nagy (Boszormenyi-Nagy, 1987; Boszormenyi-Nagy
et al, 1991, Boszormenyi-Nagy & Krasner, 1987; Boszormenyi-Nagy &
Spark, 1973), the founder of contextual family therapy, argues that fam-
ily life may be described in terms four main dimensions: facts (such as
ethnicity or family size); psychology (such as thoughts and emotions);
transactions (such as interaction patterns); and relational ethics (the bal-
ance of fairness among people). Contextual family therapy focuses largely
on relational ethics — establishing fairness — as the central way of helping
families to resolve problems. This is because contextual therapists argue
that many problems develop because there is an imbalance of fairness or
lack of justice within the family across generations. For each family mem-
ber, each family relationship entails an unconscious ledger of accumu-
lated accounts of entitlements and debts that reflects the balance of what
has been given and what is owed. Where there is a significant imbalance
in such ledgers, across generations, problems may occur. That is, invisible
loyalties may predispose families to developing problems. Invisible loyal-
ties are the unconscious commitments that children make to meet debts
to parents or entitlements arising from their interactions with them. Invis-
ible loyalties balance relational ledgers.

For example, an adult who was neglected by his parents may feel that
he is entitled to be neglectful in relationships with his children because he
did not receive care himself and to do otherwise would be disloyal to his
parents. Split loyalties, where a child is forced through parental conflict to
side with one parent against another may generate a sense of entitlement
at having lost a parent. The youngster may replicate this pattern in adult
life, and feel entitled to separate from a spouse despite its effects on his
or her children. If parents instil a sense that the sacrifices they have made
for their children make the children feel eternally indebted to them, then
it may be difficult for such children to form intimate relationships in adult
life because loyalty to the spouse may be construed as disloyalty to the
parent to whom an eternal debt is owed.

Contextual therapists adopt a position of multidirected impartiality
that is marked by an openness to communication from all family mem-
bers, a duty to ensure open communication between family members, an
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accountability to all family members affected by interventions, and a duty
to facilitate solutions that are in the best interests of all affected family
members. The central aim is to establish fairness within the present fam-
ily and fairness for future generations. However, this involves dealing
with legacies that may be unfair.

Contextual therapists disrupt the intergenerational transmission of
destructive interaction patterns by facilitating exoneration. That is, they
help clients understand the positive intentions and intergenerational loy-
alty underpinning actions of family members who have hurt them. When
clients develop such understanding they are less likely to replicate the
hurtful behaviour they have experienced. For example, an abused child
may come to understand that their abuse was in part due to their par-
ents’ abusive experiences and so exonerate them. In doing so, they may be
empowered to make a commitment not to abuse their own children when
they procreate. Through exoneration individuals earn entitlement.

Fairness within the parent-child relationship is delt with in the follow-
ing way in contextual therapy. It is assumed that children are entitled to
receive more than they give to their parents, but the ledger is balanced
when they in turn give more to their own children than they receive.
Thus, relational ethics spans three generations when considering fairness
and justice within parent—child relationships.

PSYCHOANALYTIC FAMILY THERAPY

Many of the pioneers of family therapy were psychoanalytically trained
and some used psychoanalytic theory as the basis for family therapy
practice, for example, Nathan Ackerman (1958, 1966, 1970, 1984) in the
USA and Robin Skynner (1981) in the UK. Frameworks that integrate
systemic and psychodynamic concepts have also emerged in the UK
(Bentovim & Kinston, 1991) and the USA (Friedman & Pearce, 1980;
Kirschner & Kirschner, 1986). One particularly sophisticated psychody-
namic approach to marital and family therapy has developed from Ron-
ald Fairburn’s (1952, 1963) object relations theory, beginning with the
work of Dicks (1963, 1967) at the Tavistock on mutual projective systems
within marriage. This object relations-based marital and family therapy
tradition has been evolved by David Scharff and Gill Savage-Scharff
(Savage-Scharf, 1989,1992; Savage-Scharff & Bagini 2002; Savage-Scharff
& Scharff, 1994, 2003; Scharff, 1982; Scharff & Savage-Scharff, 1987, 1991)
and Slipp (1984, 1988).

Object relations-based family therapy rests on the assumption that peo-
ple are predisposed to engage in problem-maintaining interaction patterns
because they conduct current relationships on the basis of unconscious
primitive relationship maps that were developed during early life. These
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unconscious primitive relationship maps of self and others based on early
parent—child relationships, which are replicated in current significant
relationships, are referred to as ‘object relations’. For example, an ‘angry
child’~frustrating parent’ relationship map may be partially replicated in
a discordant marital relationship.

According to object relations theory, by using the defence mechanism of
splitting, infants come to view the mother figure as two separate people:
the good object whom they long for and who satisfies their needs, and the
bad object with whom they are angry because she frustrates them. They
engage in splitting to defend against the anxiety they feel when their
mother frustrates their needs. They become so angry that they fantasise
they may annihilate the mother on whom they are totally dependent. To
destroy the mother would involve destroying themselves. By splitting,
they may protect the good object from the threat of annihilation and
direct their intense anger exclusively at the bad object.

Fairburn argued that the bad object was further split into a need-
exciting object, which was craved by the infant, and a need-rejecting
object towards which the infant experienced rage. He further argued that
these two object relations systems were repressed. So the personality in
object relations theory contains three distinct subsystems: (1) a central
conscious self attached with feelings of security and satisfaction to an
ideal good object; (2) a repressed craving self attached with feeling of dis-
satisfaction and longing to an need-exciting object (or craved object); and
(3) a repressed rejecting self attached with feelings of anger and rage to
need-rejecting object.

According to object relations-based marital and family theory, in
romantic relationships partners project internal craved objects onto each
other and induce their partners to conform to these through the process of
projective identification. In healthy relationships, partners conform par-
tially, but not completely, to these projections so that they partially, but
not excessively frustrate, each others’ needs. Gradually partners learn to
respond to the reality of their spouses rather than their projections. So, for
example, partners may project an image of an extremely caring and sensi-
tive person into each other and treat each other as if they were these pro-
jections. Each in response may feel compelled to behave in an extremely
considerate manner, and mange to do so much, but not all, of the time.
As the relationship matures and exceptions to these mutual projections
become apparent, the projection process is gradually replaced by accurate
perception. Partners come to accept the reality of each other as sometimes
considerate and sometimes not, and to have a sense of humour about their
initial idealisations of each other.

In problematic relationships, partners either completely conform to
the demands of each other’s projections or do not conform sufficiently.
Both of these options, lead to disappointment, conflict and the mutual
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projection of rejecting objects. In distressed marriages, partners induce
each other, through projective identification, to conform to these rejecting
roles. That is, they project images onto each other of being intentionally
critical, rejecting and frustrating and treat each other as if this were the
case. Inevitably this leads to mutual hurt. However, the couple remain
bound together because the mutual projective system allows each person
to view themselves as ‘all good’ and to disown negative aspects of the self
by viewing the partner as ‘all bad’. Also, the mutual projective system is
maintained by the unconscious wish to recover and integrate the good
and bad objects in themselves.

These mutual projective systems are not unlike transference—
countertransference systems that occur in individual psychotherapy.
Psychodynamic psychotherapists deal with transference through
containment, interpretation and working through. In couples therapy, the
same processes are used and clients are coached in using containment and
interpretation for managing mutual projections in their own relationships.

Containment involves privately reflecting on another’s action, its effect
on oneself, and its meaning within the context of relationship where it
occurred, and then responding by supportively outlining one’s under-
standing of the situation. In object relations-based psychotherapy, two
types of interpretations, based on the triangle of person and the triangle
of conflict, may be distinguished (McCullough et al., 2003). Interpreta-
tions based on the triangle of person draw parallels between the trans-
ference relationship between client and therapist; the family-of-origin
relationship between client and parent; and the current life relationship
between client and partner. Interpretations based on the triangle of con-
flict link the present defence mechanisms with the underlying anxiety
about expressing an unacceptable hidden sexual or aggressive impulse
or feeling. For example, it may be pointed out that the tendency to view
the partner as ‘all bad’, allows the person to avoid the anxiety associ-
ated with accepting that they may in fact be angry with a person who is
imperfect, both good and bad, and who may never fully meet all their
needs.

Object relations-based marital and family therapy modifies the impact
of historical predisposing factors, notably unconscious relationship maps
or object relations, acquired in early life.

Object relations-based couples therapy is a long-term intervention in
which couples learn to use containment and interpretation within their
relationship to become free of their mutual projective system and to learn
to accept each other as they are.

In object relations-based family therapy, parents are helped to avoid
projecting bad objects onto their children and inducing them to behave
in problematic ways or projecting good objects onto them and requiring
that they act as a go-between in a conflictual marital relationship charac-
terised by mutual negative projections.
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ATTACHMENT-BASED THERAPIES

John Bowlby (1969, 1973, 1980, 1988), in addition to being one of the first
family therapists in the UK, was the founding father of attachment theory,
a complex ethologically-based formulation that explains the development
of significant family relationships and relationship problems from the ini-
tial bonds between children and their caregivers (Cassidy & Shaver, 1999).
In recent times, attachment theory has provided the basis in the UK for
John Byng-Hall’s (1995) approach to family therapy and in the USA to Susan
Johnson and Leslie Greenberg emotionally-focused approach to couples
therapy (Greenberg & Johnson, 1988; Johnson, 1996, 2002a, 2003a, Johnson
& Denton, 2002; Johnson & Whiffen, 2003). Other important attachment-
based approaches to family therapy include Doane and Diamond’s (1994)
system for classifying and treating families of people with severe psychi-
atric disorders, and Diamond, Siqueland and Diamond’s (2003) approach
to treating adolescent depression.

Attachment Theory

Bowlby (1969, 1973, 1980, 1988) argued that attachment behaviour, which
is genetically programmed and essential for survival of the species, is
elicited in children between six months and three years when faced with
danger. In such instances, children seek proximity with their caregivers.
When comforted, they return to the activity of exploring the immediate
environment around the caregiver. The cycle repeats each time the child
perceives a threat and their attachment needs for satisfaction, safety and
security are activated. Over multiple repetitions, the child builds an in-
ternal working model of attachment relationships based on the way these
episodes are managed by the caregiver in response to the child’s needs for
proximity, comfort and security. Internal working models are cognitive
relationship maps based on early attachment experiences, which serve
as templates for the development of later intimate relationships. Internal
working models allow people to make predictions about how the self and
significant others will behave within relationships. Empirical research
with mothers and children has shown that child—parent attachments may
be classified into four distinct categories. Later work on intimate relation-
ships in adulthood confirms that these four relational styles show conti-
nuity over the individual lifecycle and significant adult relationships may
be classified into four equivalent categories (Cassidy & Shaver, 1999). John
Byng-Hall (1995) has argued that patterns of family organisation may also
be classified into the four attachment style categories. A summary of these
four attachment styles is given in Figure 5.1.

Securely attached children and marital partners react to their parents or
partners as if they are a secure base from which to explore the world.
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Figure 5.1 Characteristics of four attachment styles in children and adults

Parents and partners in such relationships are attuned and responsive
to the needs of the children or partners. Families with secure attachment
relationships are adaptable and flexibly connected. While a secure attach-
ment style is associated with autonomy, the other three attachment styles
are associated with a sense of insecurity. Anxiously attached children seek
contact with their parents following separation but are unable to derive
comfort from it. They cling and cry or have tantrums. Marital partners
with this attachment style tend to be overly close but dissatisfied. Families
characterised by anxious attachment relationships tend to be enmeshed
and to have blurred or highly permeable boundaries between family
subsystems. Avoidantly attached children avoid contact with their parents
after separation. They sulk. Marital partners with this attachment style
tend to be distant and dissatisfied. Families characterised by avoidant
relationships tend to be disengaged and to have impermeable boundaries
between family subsystems. Children with a disorganised attachment style
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following separation show aspects of both the anxious and avoidant pat-
terns. Disorganised attachment is a common correlate of child abuse and
neglect and early parental absence, loss or bereavement. Disorganised
marital and family relationships are characterised by approach—-avoidance
conflicts, disorientation and alternate clinging and sulking.

Emotionally-Focused Couples Therapy

Within emotionally-focused couples therapy (Greenberg & Johnson, 1988;
Johnson, 1996, 2002a, 2003a; Johnson & Denton, 2002; Johnson & Whiffen,
2003), it is assumed that marital conflict arises when partners are unable
to meet each other’s attachment needs for safety, security and satisfaction.
Thatis, marital distress represents the failure of a couple to establish a rela-
tionship characterised by a secure attachment style. Members of the couple
do not view each other as a secure base from which to explore the world.
Initially, partners’ failure to meet each other’s attachment needs gives rise
to primary emotional responses of fear, sadness, disappointment, emo-
tional hurt and vulnerability. These primary emotional responses are not
fully expressed and the frustrated attachment needs are not met within
the relationship. The frustration that occurs leads these primary emo-
tional responses to be supplanted by secondary emotional responses such
as anger, hostility and the desire for revenge or to induce guilt. These sec-
ondary emotional responses find expression in attacking or withdrawing
behaviour. Couples become involved in rigid repetitive attack-withdraw
or pursuer—distancer behaviour patterns. These may eventually evolve
into attack—attack or withdraw-withdraw patterns. These rigid mutually
reinforcing patterns of conflict-maintaining behaviour persistently recur
because partners desperately want their genetically programmed attach-
ment needs to be met. Unfortunately their behavioural attempts to elicit
caregiving from their partners is (mis-) guided by internal working mod-
els based on insecure attachment styles. Consequently, they inadvertently
prompt their partners to relate to them in ways that ensure that their at-
tachment needs will be persistently frustrated. These problematic internal
working models for self and others in close relationships have derived
from insecure attachments to primary caregivers in early life.
Emotionally-focused couples therapy aims to help couples find ways to
meet each other’s attachment needs and develop a relationship based on
a secure attachment style. Thus, the goal of therapy is for partners to be
able to declare their needs for safety, security and satisfaction in ways that
predictably elicit caregiving within the relationship.
Emotionally-focused couples therapy begins by asking couples to iden-
tify the issues over which they have conflicts and to describe their rigid
patterns of interaction around these which involve attacking and with-
drawing. When this pattern is clarified, the underlying feelings that led
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to this behaviour is explored. First the secondary emotional responses of
anger and hostility are clarified. These are distinguished from the pri-
mary emotional experiences of fear, sadness disappointment, emotional
hurt and vulnerability that arise when attachment needs for safety, secu-
rity and satisfaction are not met in a predictable way. The couple’s prob-
lem is then reframed as one involving the miscommunication of primary
attachment needs and related disappointments. Members of the couple
are facilitated to fully and congruently express their attachment needs
and related primary emotional responses, but not to give vent to their
secondary emotional responses through blaming or guilt induction. For
example, a woman who regularly attacks her husband for being distant,
and whose husband withdraws, would be facilitated to emotively state
her need for her husband’s companionship without guilt inducing embel-
lishments. The husband, would be facilitated to respond by congruently
hearing this need and meeting his partner’s need for companionship.
This accessing and expressing primary emotional responses and needs
has two functions. First, it provides an opportunity for the partner hear-
ing the expression (uncontaminated by secondary emotional responses)
to respond in an appropriate caregiving manner. Second, it allows the
person expressing the primary emotional responses and receiving care
from their partner to revise their internal working models of self and oth-
ers in close relationships. In this respect, emotionally-focused couples
therapy modifies the impact of historical predisposing factors, i.e. internal
working models of self and others based on early life experiences. Once
partners modify their internal working models of each other, they can
abandon their attack-withdraw interactional patterns and openly state
their attachment needs and respond to these without persistent conflict. A
series of controlled trials support the effectiveness of emotionally-focused
couple therapy (Byrne et al.,, 2004b).

John Byng-Hall’s Approach Based on Attachment Theory and
Script Theory

John Byng-Hall (1995), who originally trained with John Bowlby at the
Tavistock in London, has proposed a model of family therapy based
on attachment theory and script theory. He argues that the predictable
rules, roles and routines of family life are governed and guided by family
scripts, which have been learned in repeated scenarios within the family
of origin. Scenarios are significant episodes of family interaction, which
occur in a specific context, entail a specific plot, and involve specific roles
and motives for participants. For example, how to deal with loss or how
to manage disobedience. A distinction may be made between replica-
tive, corrective and improvised scripts. Replicative scripts underpin the
repetition of scenarios from the family of origin in the current family.
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Corrective scripts underpin the playing out of scenarios in the current
family which are the opposite of those that occurred in similar contexts
within the family of origin. Improvised scripts underpin the creation of
scenarios in the current family which are distinctly different from those
that occurred in similar contexts within the family of origin.

Byng-Hall argues that, to manage family lifecycle transitions, extra-
familial stresses and other challenges, in some instances replicative or
corrective family scripts are inadequate and an improvised script may
be required. However, a secure family base is necessary for the effective
development of an improvised script. A secure family base provides a
reliable network of attachment relationships so that all family members
can have sufficient security to explore and experiment with improvised
scripts. For Byng-Hall, when families come to therapy, they often have had
difficulty developing a secure enough family base to permit the develop-
ment of an improvised script. The therapist’s responsibility is to provide
a secure base and containment of family affect for the family as a whole,
so they can avoid repeating an unhelpful family script and reflect on their
situation before improvising a new script. Techniques from structural
family therapy are used to help families explore improvised scripts. Im-
provisation involves abandoning the rules, roles and routines prescribed
in replicative and corrective family scripts and exploring new possibili-
ties, options and solutions. This process of abandoning the familiar may
raise anxiety, especially in instances where, in addition to family scripts,
there are family myths and legends that warn about the calamitous con-
sequences for particular courses of action.

It is therefore not surprising that families exert strong emotional pres-
sure on therapists to abandon their impartial position of containment
and provision of a secure base, and emotionally pressurise the therapists
into taking up a partisan role in the enactment of the family script. If
therapists become stuck in such roles they are unable to be therapeuti-
cally effective. To avoid recruitment into such roles, therapists may use
live supervision to track and comment on the process, reflect on their
emotional experience of the recruitment process and try to understand
it. In indirect supervision, therapists may explore the links between their
family-of-origin issues and the issues in the client family, and use in-
tervention strategies that have been carefully planned in light of their
understanding of the role in the family script into which they are being
inducted.

Byng-Hall’s approach to family therapy modifies the impact of histori-
cal predisposing factors, notably family scripts and attachment styles.
It facilitates the development of a system of secure family attachments
and an improvised script so that the family can manage its immediate
problems. A wider therapeutic goal is to facilitate the development inter-
actional awareness. This is the capacity of family members to track pat-
terns of family interaction; understand their own and others’ roles in such
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patterns; understand the meaning of the patterns for all involved; and the
predict the probable outcome of such patterns.

Attachment-based Family Therapy for Depressed Adolescents

Guy Diamond in the USA has developed a brief, manualised attach-
ment-based treatment model for depressed adolescents and their fami-
lies (Diamond, Siqueland & Diamond, 2003). In this model, attachment
theory serves as the main theoretical framework for repairing relational
ruptures and rebuilding relationships between depressed adolescents
and their parents. Within the model a distinction is made between par-
ent and adolescent problem states. Parent problem states include criti-
cism, personal distress and parenting skills deficits. Adolescent problem
states include lack of motivation, negative self-concept and poor affect
regulation. Within the parent-adolescent relationship, these parent and
adolescent problem states subserve a gradual process of disengagement.
Attachment-based family therapy addresses this disengagement process
and aims to enhance parent-adolescent attachment. Therapy involves
the following sequence: (1) relational reframing; (2) building alliances
with the adolescent first and then with the parents; (3) repairing parent—
adolescent attachment; and (4) building family competency. Evidence
from a series of treatment process studies supports the importance of
the sequence of therapeutic tasks and there is evidence from a controlled
trial for the effectiveness of this form of family therapy in alleviating
adolescent depression (Diamond et al., 2003).

Attachment-based Family Therapy for Psychosis

Doane and Diamond (1994), in a study of families of people with diagnoses
of seriously debilitating psychotic disorders, developed a family typology
based on attachment theory and a therapeutic model that focuses on reme-
diating attachment problems. The three family types are: (1) low-intensity
families characterised by secure parent—child attachments and low-key
patterns of family interaction with little criticism or over-involvment; (2)
high-intensity families characterised by either secure or insecure attach-
ments, but also by intense critical or over-involved patterns of interaction;
and (3) disconnected families in which one or both parents have no sig-
nificant attachment to the child with psychosis. According to Diamond
and Doane these family types evolved because of parents’ family-of-origin
attachment experiences. Parents in low-intensity families had predomi-
nantly secure attachment experiences in their families of origin, while
the family-of-origin experiences of disconnected families were predomi-
nantly insecure. Families-of-origin experiences of high-intensity families,
in some cases, involved secure attachments and, in others, the attachments
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were insecure. Diamond and Doane have developed a set of family inter-
ventions tailored to the attachment styles of the different types of fami-
lies in their typology. For disconnected families, the focus is primarily on
facilitating the development of parent—child attachments, and secondary
goals include the improvement of parent—child communication and the
facilitation of joint problem solving. Commonly, in disconnected families,
parents project negative aspects of themselves onto their children, who in
turn display these negative attributes, and this in turn reinforces parents’
negative and disconnected stance with respect to their children. Addressing
these projective processes is central to facilitating the development of more
secure parent—child attachments. For high-intensity families, the focus is
on helping families regulate affect within family interactions by reducing
hostility and overinvolvment, and developing more low-key approaches to
communication and problem solving. For low-intensity families, the focus
is mainly on psychoeducation and pointing out the value of the parents’
low-key approach to communication and problem solving.

Family therapy for all types of families involves helping parents under-
stand the intergenerational transmission of attachment styles. This aspect
of therapy is especially important for disconnected and high-intensity
families in which parents had insecure attachments in their families of
origin. In conducting this intergenerational work, the therapist interviews
the parents in the presence of the symptomatic child, who is invited to
listen to their parents’ account of their families of origin. The therapists
asks the parents about their experiences growing up and the degree to
which each of their parents met their attachment needs for safety, secu-
rity, acceptance, warmth and esteem with reference to specific detailed
examples. Such examples heighten affective experiencing of memories of
parent-child attachment. Parents are helped to identify parallels between
their problematic parenting style and the parenting style to which they
were exposed as children. This, in turn, helps them to empathise with the
distress their parenting style may be inducing in their children. Concur-
rently, their children, who witness their parents achieving these insights,
may develop empathy for their parents” shortcomings. A major challenge
of this type of work is avoiding inadvertently exposing recovering psy-
chotic children to overly intense parental affect as they recall episodes of
unfulfilled attachment needs in their families of origin.

EXPERIENTIAL FAMILY THERAPY

Experiential approaches to family therapy highlight the role of experien-
tial impediments to personal growth in predisposing people to develop-
ing problems and problem-maintaining behaviour patterns. People within
this tradition have drawn on Carl Rogers’s (1951) client-centred approach,
Fritz Perls’s (1973) Gestalt therapy, Moreno’s (1945) psychodrama, and a
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variety of ideas from the human potential and personal growth move-
ments as inspirations for evolving their approaches to practice. Important
figures in the experiential family therapy tradition include Virginia Satir
(Banmen, 2002; Banmen & Banmen, 1991; Brothers, 1991; Grinder et al,,
1976; Satir, 1983, 1988; Satir & Baldwin, 1983, 1987; Satir & Banmen, 1983;
Satir, Banman, Gerber & Gomori, 1991; Suhd, Dodson & Gomori, 2000;
Woods & Martin, 1984), Carl Whittaker (Mitten & Cinnell, 2004; Napier,
1987a; 1987b; Napier & Whitaker, 1978; Neill & Kniskern, 1982; Roberto,
1991; Whitaker & Bumberry, 1988; Whitaker & Malone, 1953; Whitaker &
Ryan, 1989), Bunny and Fred Duhl (Duhl, 1983; Duhl & Dubhl, 1981), and
Walter Kempler (1973; 1991).

Healthy and Problematic Family Development from an
Experiential Perspective

Experiential family therapists work within a humanistic tradition which
assumes that, if given adequate support and a minimum of repressive
social controls, children will develop in healthy ways because of their
innate drive to self-actualise. According to this viewpoint, healthy
families cope with stress, handle differences in personal needs, and ac-
knowledge differences in personal styles and developmental stages by
communicating clearly and without censure and by pooling resources to
solve problems, so everyone’s needs are met.

Within the experiential family therapy tradition it is assumed that prob-
lems occur when children or other family members are subjected to rigid,
punitive rules, roles and routines that force them to deny and distort their
experiences. According to this viewpoint, to be good and avoid the calam-
ity of rejection, a family member must not think, feel or do certain things.
To try to conform to family rules, roles and routines, prohibited aspects
of experience are denied. In such instances, an incongruity develops be-
tween self and experience.

When people who have a major incongruity between self and expe-
rience form a family and have their own children, the prohibitions and
injunctions that they have internalised from their parents (such as ‘don’t
be angry’; ‘don’t be frightened’; ‘don’t be sad’; ‘be good’; ‘put a brave face
on it’; ‘be happy’) may force them to deny strong emotions associated with
their marital and parental relationships. Denied aspects of experience
- often strong emotions such as anger, sadness or fear — may be projected
onto one child through the process of scapegoating. In such instances the
child is singled out, labelled as ‘bad’, ‘sad’, ‘sick” or ‘mad’, and becomes
the recipient of denied anger, fear or sadness. Carl Whitaker’s use of the
concept of scapegoating will be elaborated below. Virginia Satir high-
lighted how problematic styles of communicating may evolve in families
where strong emotions are avoided by, for example, distracting others
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from unresolved issues, or blaming others for difficulties to avoid hav-
ing to take responsibility for them. These styles will be elaborated below.
Most experiential family therapists argue that, in adulthood, unfinished
business from childhood must be resolved if self-actualisation is to occur.
Unfinished business, in this context, refers to unresolved feelings about
relationship difficulties with parents or significant others and unresolved
feelings about disowned aspects of the self.

Treatment in Experiential Family Therapy

Experiential family therapists focus on the growth of each family member
as a whole person rather than the resolution of specific problems as the
main therapeutic goal. Personal growth entails increasing self-awareness,
self-esteem, self-responsibility and self-actualisation. With increased
self-awareness, there is a more realistic and undistorted appreciation
of strengths, talents and potential, as well as vulnerabilities, shortcom-
ings and needs. Increased self-esteem involves positive evaluation of the
self in significant relationships; work situations; leisure situations; and
within a spiritual context. Increased self-responsibility involves no longer
denying or disowning personal experiences or characteristics, which may
be negatively evaluated by clients or their parents, but accepting these
and being accountable for them. Self-actualisation refers to the process
of realising one’s full human potential; integrating disowned aspects of
experience into the self; resolving unfinished business; being fully aware
of moment-to-moment experiences; taking full responsibility for all one’s
actions; valuing the self and others highly; and communicating in a con-
gruent, authentic, clear direct way. From this brief account, it is clear that
for experiential therapists, the goals of therapy are wide-ranging and far-
reaching, but difficult to state in specific terms. Experiential therapy aims
to help people change or modify the impact of broad developmental con-
textual factors that may underpin more specific belief systems and prob-
lem-maintaining interaction patterns.

Experiential family therapists share a commitment to using emotion-
ally intense, action-oriented, highly creative, apparently non-rational
methods to help individual family members overcome developmentally-
based obstacles to personal growth so that problems and related prob-
lem-maintaining behaviour patterns may be modified. There are two key
factors that are assumed to facilitate therapeutic change in experiential
family therapy: (1) the authenticity of the therapeutic alliance; and (2) the
depth of clients” emotional experiencing within therapy. The more authen-
tic the relationship between the therapist and clients, the more effective
therapy is assumed to be. It is not enough for the therapist to be technically
skilled, as with all other forms of therapy described in this text. Rather, the
therapist must relate to clients in a warm, non-judgemental way, offering
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clients unconditional positive regard. Therapists’ responses to clients must
also be emotionally congruent, with no mismatch between the words,
actions and emotional experiences of the therapist. Where appropriate,
experiential therapists disclose aspects of their own lives to clients to
deepen the therapeutic alliance and facilitate clients’ personal growth. The
second factor that promotes change in experiential therapy is the degree to
which the therapist can help clients to experience deeply a wide range of
emotional responses concerning significant aspects of their past and pres-
entlife within the therapy sessions. These new emotional experiences, often
concerning earlier life experiences, are used by clients to re-evaluate their
current problem-maintaining belief systems and behavioural patterns and
so promote both problem resolution and broader personal growth.

It is because of their seminal importance in the emergence of family
therapy that the work of Carl Whitaker and Virginia Satir deserve par-
ticular mention. Both founded their experiential approaches to family
therapy quite independently of each other in the late 1950s and both high-
lighted the ineffectiveness of individual therapy as an important factor in
their transition to family therapy.

Carl Whitaker

Carl Whitaker, although sceptical of the value of rigid theoretical formu-
lations in facilitating good therapy, nevertheless held an implicit theory
concerning the central role of the scapegoating process in problem devel-
opment (Mitten & Cinnell, 2004; Napier, 1987a; 1987b; Napier & Whitaker,
1978; Neill & Kniskern, 1982; Roberto, 1991; Whitaker & Bumberry, 1988;
Whitaker & Malone, 1953; Whitaker & Ryan, 1989). He believed that when
a patient developed symptoms and was referred for therapy, the patient
was a scapegoat onto whom anger, criticism and negative feeling within
the family had been displaced, to avoid some imagined and unspoken
calamity. For example, denied parental conflict, if acknowledged, might
lead to interparental violence, and so negative affect associated with the
denied conflict is displaced onto a child. Whitaker assumed that all fami-
lies would actively resist engaging in family therapy since this would en-
tail accepting that the identified patient was a flag-bearer for wider family
difficulties. They would also resist family therapy because it opened up
the possibility that denied difficulties would be discussed and possibly
lead to the feared calamity. A further implication of Whitaker’s scapegoat-
ing theory is that families, if they attended therapy, would actively avoid
taking responsibility for resolving their own problems and look to the
therapist to solve their problems for them.

Within this framework, Whitaker argued that for family therapy to be
effective, two confrontative interventions were essential in the first stage
of therapy. These were the battle for structure and the battle for initiative.
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With the battle for structure, the therapist offers an uncompromising
therapeutic contract which specifies that sessions must be attended by
all family members. With the battle for initiative, the therapist places the
primary responsibility for the content, process, and pacing of therapy ses-
sions on the family. These two interventions maximise the opportunities
for confronting and undoing the role of the scapegoating process in help-
ing the family avoid resolving other denied difficulties.

Once therapy was underway, Whitaker relied more on ‘being with’
families than using any particularly techniques to help them resolve un-
finished business, which prevented them from changing their rigid prob-
lematic interaction patterns and underlying belief systems. His ‘being
with” families involved the intuitive use of self-disclosure and what he
termed ‘craziness’. His self-disclosure and craziness were highly creative,
non-rational, playful, lateral thinking-like, yet non-directive processes.
They created a context within which family members experienced new
ways of being and so they opened up new possibilities for them. However,
they typically did so by increasing uncertainty and ambiguity, and forc-
ing family members to take risks to explore new ways of being together
and accepting denied aspects of their experience. To maximise the degree
to which he could permit himself to be non-rational and ‘crazy’ in ther-
apy, Whitaker commonly worked with a co-therapist who took on a more
rational role within the co-therapy team. Some co-authors of his books
and articles worked with Whittaker as co-therapists, and, through these
younger more academically oriented therapists, Whittaker’s insights con-
tinue to have a significant impact on the development of family therapy.

Virginia Satir

The aim of therapy for Virginia Satir was personal growth (Banmen,
2002; Banmen & Banmen, 1991; Brothers, 1991; Grinder et al., 1976; Satir,
1983, 1988; Satir & Baldwin, 1983, 1987, Satir & Banmen, 1983; Satir et al.,
1991; Suhd et al., 2000; Woods & Martin, 1984), and this involved rais-
ing clients’ self-esteem; helping clients become their own choice mak-
ers; helping clients become more responsible; helping clients become
more congruent so they experienced harmony between feelings, thought
and behaviour; helping clients resolve unfinished business; and helping
clients achieve freedom in their current lives from the impact of past
negative events.

According to Satir, movement towards these goals involved progression
through a series of stages of therapy. These included: (1) the status quo; (2)
introducing a foreign therapeutic element; (3) chaos arising from disrupt-
ing the status quo; (4) integration of experiences arising from the foreign
element into a new way of being; (5) practice of a new way of being; and
(6) consolidation of the new status quo.
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While Satir’s approach to family therapy addressed interaction within
the current family system, it also focused on facilitating change in the intra-
psychic system and current family members’ relationships with members
of their families of origin. To understand family of origin relationships,
Satir used genorgrams (described in Chapter 7) and family histories. Satir
used an ‘iceberg metaphor’ for conceptualising the intrapsychic system.
Satir conceptualised behaviour or current patterns of family interaction
as the observable tip of a metaphorical iceberg. Beneath this, she argued,
are six hierarchically organised layers, which are not so apparent. These
include: (1) immediate feelings, such as joy or sadness; (2) feelings about
feelings, such as being worried about being sad; (3) perceptions including
belief-systems and values; (4) expectations of self and others; (5) yearnings
for belonging, freedom and creativity; and (6) the self. When exploring
clients’ problems Satir asked questions about all of these layers since it is
private feelings, beliefs, expectations, yearnings and so forth, that under-
pin publicly observable problematic behaviour patterns.

Virginia Satir highlighted how much of observable problem behaviour
may be conceptualised as four problematic communication styles, which
may evolve in families where strong emotions are denied and not clearly
communicated. These are blaming, placating, distracting and computing.
Blaming is a communication style used to avoid taking responsibility for
resolving conflict, and is characterised by judging, comparing, complain-
ing and bullying others while denying one’s own role in the problem.
Placating is a non-adaptive communication style used to consistently de-
fuse rather than resolve conflict, and is characterised by pacifying, cover-
ing up differences, denying conflict, and being overly ‘nice’. Distracting is
a communication style used consistently to avoid rather than resolve con-
flict, and is characterised by changing the subject, being quiet, feigning
helplessness or pretending to misunderstand. Computing is Satir’s term for
a non-adaptive communication style used to avoid emotionally engaging
with others and communicating congruently. It is characterised by taking
an overly intellectual and logical approach; lecturing; taking the higher
moral ground; and using outside authority to back up intellectual argu-
ments without concurrently and congruently expressing the emotions
that go with these arguments.

Satir prized a communicational style she referred to as ‘levelling’. This
is an adaptive communication style which involves emotional engagement
with others in a way that promotes conflict resolution. It is characterised
by congruence between verbal and non-verbal messages, fluency, clarity,
directness and authenticity. When levelling, people use ‘I’ statements, like
‘T'm happy to see you’, not ‘Its good you're here’. They also infuse their
verbal statements with emotional expressiveness, so that the logical con-
tent of their statements is accompanied by a congruent emotional mes-
sage conveyed by the style of speech and non-verbal gesures. Satir argued
that if family members could be helped to evolve a culture within which
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levelling was the main way of communicating then the personal growth
of all members would be fostered.

Much of Satir’s therapy involved subtly modelling and coaching family
members in levelling with each other. She frequently invited families to
set aside time each day to connect with each other by expressing apprecia-
tion; talking about achievements; asking questions; making complaints;
solving problems; and talking about hopes and wishes for the future. This
task was referred to as taking a temperature reading,.

Besides enhancing verbal communication, Satir also used touch- and
movement-based techniques to facilitate personal growth within family
therapy. With family sculpting, each family member conveys his or her
psychological representation of family relationships by positioning other
family members spatially so that their positions and postures represent the
sculpting member’s inner experience of being in the family. Family sculpts
of how a member perceives the family to be now and how he or she would
like it to be in future may be completed by all members. Then similarities
and differences between these may be discussed. However, often the most
powerful therapeutic feature of this technique is not the post-sculpting
discussion, but the process of each family member ‘experiencing’ other
family members’ sculpts. For example, it is a powerful message for a father,
if his son in a family sculpt places him a long distance away from the rest
of the family and facing a wall. This says, more clearly than a thousand
words, that the son views the father as uninvolved in family life.

Metaphors, story telling and externalising internal process were central
to Satir’s therapeutic style and these ‘micro techniques’ permeated her use
of the broader ‘macro techniques’, such as family reconstruction and the
parts party.

Satir used family reconstruction as the central technique for address-
ing unresolved family-of-origin issues. This technique was used by Satir
in training groups, where individuals (with the help of group members
who sculpt and role-play members of the family of origin) reconstruct and
re-experience significant formative events from their families of origin.
Family reconstruction typically activates strong emotions of which the
individual was previously unaware. Experiencing and owning these may
promote personal growth.

A related technique is the ‘parts party’, which was also used by Satir
in training groups. An individual doing this exercise directs some group
members to role-play different parts of their personality and to interact in
a way that metaphorically reflects the way these different aspects of the
self typically co-exist inside the person. In parts parties, often the differing
parts represent internalisations of parental figures or aspects of parental
figures and archaic aspects of the self, like the ‘frightened child’, ‘punitive
parent” and so forth. Parts parties, like family reconstruction, typically
activate strong emotions of which the individual was previously unaware.
Experiencing and owning these may promote personal growth.
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In both family reconstruction and parts parties, clients become aware
of internalised relations rules learned in childhood. These rules typically
are articulated in extreme terms, for example, ‘I should never ask ques-
tions, and such rules compromise successful adaptation in adulthood.
Satir used a three-step procedure to help clients transform maladaptive
relational rules into adaptive guidelines. First, change ‘should” to ‘can’.
Second, change ‘never’ or ‘always’ to ‘sometimes’. Third, identify possi-
bilities. For example, ‘I should never ask questions’ becomes ‘I can some-
times ask questions when I want to know something’.

Satir emphasised the importance of the therapist’s use of “self” as critical
for therapeutic change. Satir represented aspects of the self in the ‘self-
mandala’ as a set of concentric circles moving from the physical aspects of
self at the centre, through the sensual, nutritional, intellectual, emotional,
interactional, and contextual to the spiritual at the outer circle. The self-
mandala may be used to help clients or therapists in training to identify
their personal strengths and reflect on the interconnectedness of different
aspects of the self. Self-actualised clients and therapists, according to Satir,
exercise self-care in all of these areas and achieve self-esteem, autonomy,
responsibility and congruence by maintaining a harmony between the
eight aspects of self. Personal therapy involving family reconstruction,
sculpting, exploration of typical communication styles using the iceberg
metaphor and other processes can facilitate the personal growth of the
therapist.

Experiential approaches to family therapy, like psychodynamic and at-
tachment-based approaches focus on modifying the impact of historical
predisposing factors. Multisystemic therapy, which will be described in
the next section, in contrast, aims to modify the role of predisposing con-
textual factors in the wider network around the family.

MULTISYSTEMIC FAMILY THERAPY

The central premise of the multisystemic tradition is that family mem-
bers may be predisposed to engage in problem-maintaining interaction
patterns within the family because of their involvement concurrently
in particular types of extrafamilial systems. Scott Henggeler has devel-
oped a sophisticated multisystemic model for individual, family and net-
work intervention grounded in structural and strategic family therapy
(Henggeler, 1999; Henggeler & Borduin, 1990; Henggeler, Schoenwald,
Bordin, Rowland & Cunninghan, 1998; Henggeler, Schoenwald, Rowland
& Cunninghan, 2002; Sheidow et al.,, 2003; Swenson, Henggeler, Taylor
& Addison, 2005). The effectiveness of multisystemic therapy with mul-
tiproblem families containing youngsters involved in delinquency and
drug abuse has been particularly well supported by his team’s painstak-
ing empirical research (Curtis et al., 2004). The approach has also been
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adapted for use with adolescents with a range of other psychiatric and
paediatric disorders.

Multisystemic therapy is grounded in Urie Bronfenbrenner’s (1979) the-
ory that a youngster’s behaviour is influenced by his or her social ecology,
which is like a set of Russian dolls with the individual at the centre con-
tained first within the family system. Beyond this, the family is contained
within the extended family, which in turn is contained within the wider
community. This includes the peer group, neighbourhood, school or work
context, and health, social services and other agencies. Finally the commu-
nity is contained within society with its institutions and culture. Multi-
systemic assessment involves evaluating the youngster’s problems; factors
that contribute to and maintain them; and potential problem-resolving
resources, within the youngster’s multiple systemic contexts. Assessment
includes interviews with the child, the family, school staff, and involved
agencies and professionals. It may also involve observations of the child
and the use of paper and pencil checklists, inventories and psychometric
assessment procedures.

Multisystemic intervention programmes are present-focused and
action-oriented. They target specific problem-maintaining interaction
patterns identified during assessment and aim to disrupt or alter these
so that they no longer maintain the problem. These problem-maintain-
ing interaction patterns may involve the child, family, peer group, school,
or community. Interventions must fit with the child’s social ecology and
stage of development and be based on empirically validated pragmatic
therapeutic practices. Individually-focused components of treatment pro-
grammes commonly include cognitive-behavioural therapy to improve
self-regulation of anxiety, depression and impulsivity. Structural, strategic
and behavioural family therapy interventions are used to enhance fam-
ily functioning. Individual cognitive-behavioural interventions are used
to enhance children’s social skills so they can avoid deviant peer group
influences. Remedial tuition and study skills training are used to pro-
mote academic attainment. Systemic consultations are used to enhance
cooperative interagency working where multiple agencies from the child’s
wider community are involved.

Multisystemic programmes empower key figures within the child’s
multiple social contexts including the family, school, peer group and
involved agencies to understand and resolve future problems. This
ensures generalisation and maintenance of treatment effects.

Effective multisystemic therapy is delivered by small teams of three
or four professionals with case loads of no more than six families per
therapist. Frequent (often daily) home-based therapy sessions are offered
at flexible times over a five-month period. Usually there is a 24-hour on-
call crisis intervention service. Frequent therapist supervision, which pro-
motes flexible adherence to manuals, is offered and treatment integrity is
monitored by reviewing videotapes of sessions. Empirical evaluation of
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individual cases and entire service programmes is routinely conducted in
multisystemic practice.

Experiential approaches to family therapy, like psychodynamic and
attachment-based approaches focus on modifying the impact of histori-
cal predisposing factors. Multisystemic therapy aims to modify predis-
posing contextual factors in the wider network around the family. In
contrast, psychoeducational approaches equip family members with the
skills required to manage constitutional vulnerabilities that predispose a
particular family member to developing psychological problems, such as
schizophrenia.

PSYCHOEDUCATIONAL FAMILY THERAPY

Psychoeducational family-based interventions have developed from a tra-
dition of empirical research, which has shown that certain individuals are
genetically or constitutionally predisposed to developing psychological
problems, such as schizophrenia or mood disorders, and the course of
these disorders is affected by the levels of stress and support available in
the immediate psychosocial environments of such vulnerable individu-
als. Psychoeducational family-based interventions help family members
understand the factors that affect the aetiology and course of a particu-
lar psychological problem faced by a family member, and train family
members in the skills required to offer their vulnerable child or spouse
an optimally supportive home environment. The most striking feature of
psycho-educational models that have emerged in many different centres
around the world is their remarkable similarity (Anderson et al.,, 1986;
Atkinson & Coia, 1995; Barrowclough & Tarrier, 1992; Falloon et al., 1993;
Hatfield, 1994; Jewell, McFarlane, Dixon & Milkowitz, 2005; Kuipers,
Leff & Lan, 2002; McFarlane, 1991, 2002; Milkowitz & Goldstein, 1997).
Psychoeducational family therapy has also been used with families in
which members have predominantly physical (rather than psychological)
symptoms, and this is sometimes referred to as medical family therapy
(McDaniel, Hepworth & Doherty, 1997; Ruddy & McDaniel, 2003).
Psychoeducation involves making psychological difficulties of patients
understandable to them and their family by providing a coherent theoreti-
cal framework; giving families a coherent action plan to follow by training
them in problem solving, communication, and medication management
skills; and providing social support by arranging for families who face
similar problems to meet and discuss common concerns.
Psychoeducational programmes explain major psychological problems,
such as schizophrenia; bipolar disorder; and major depression in terms
of a diathesis-stress model. Within such models, the occurrence of an
episode of a major psychological disorder is attributed to the exposure
of a genetically vulnerable person to excessive stress, in the absence of
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sufficient protective factors, such as social support, coping strategies and
medication.

Psychoeducational family interventions arose from research on expressed
emotion in the families of patients with schizophrenia and depression. Ex-
pressed emotion is an emotive disposition of a relative or caregiver towards
a patient characterised by the expression of many critical comments, much
hostility, or emotional over-involvement and is assessed in research trials
with the Camberwell Family Interview (Vaughan & Leff, 1976) or the Five
Minute Speech Sample (Magna et al., 1986). High levels of expressed emo-
tion (probably due to confusion about how to cope with patients’” unusual
behaviour) are stressful for patients and are associated with higher relapse
rates. One aim of psychoeducational programmes is to reduce expressed
emotion (criticism, hostility and over-involvement) by helping family
members develop supportive attitudes to patients and coaching them in
handling potentially emotive situations in a low-key way.

Major stressful life events and changes, such as moving house, finan-
cial difficulties or changes in family composition, that place excessive
demands on psychologically vulnerable people and which outstrip their
coping resources, like exposure to high levels of expressed emotion,
may also precipitate relapses or exacerbate psychotic and mood disor-
ders. Psychoeducational programmes train families to recognise this and
view the occurrence of stressful events as important opportunities for
providing vulnerable family members with social support and facilitat-
ing effective coping. A distinction is made between problem-focused and
emotion-focused coping. For controllable stress, problem-focused coping
strategies, such as planning, soliciting instrumental help and problem-
solving, are appropriate. For uncontrollable stresses, emotion-focused strat-
egies, such as distraction, relaxation, seeking social support and reframing
are appropriate. Psychoeducational family therapy programmes provide
training in both sets of coping strategies and help families to pinpoint situ-
ations where one or other set of strategies may appropriately be used.

CLOSING COMMENTS

All of the family therapy approaches described in this chapter focus pre-
dominantly on predisposing factors, either historical, contextual or consti-
tutional. They all acknowledge that problems are maintained by repetitive
interaction patterns, which may be subserved by underlying belief sys-
tems. However, they highlight the fact that people may be predisposed to
developing such behavioural patterns and belief systems because of fac-
tors in their history; factors in the wider social network outside the family;
or personal constitutional factors such as a genetic vulnerability.
Transgenerational, psychoanalytic, attachment-based, and experiential
models all highlight the key role of formative early experiences in the
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family of origin in predisposing people to developing problematic belief
systems and behaviour patterns. Of these models, experiential family
therapy includes both problem resolution and personal growth as thera-
peutic goals. In this respect, experiential therapy differs from other mod-
els reviewed in this chapter and in Chapters 3 and 4 models. For these, the
primary goal of therapy is problem resolution.

Multisystemic therapy addresses predisposing factors within the wider
social system around the family and also predisposing factors within the
individual, such as skills deficits. Psychoeducational models are concerned
with constitutional and genetic predisposing factors. Multisystemic ther-
apy aims to modify the impact of contextual and personal predisposing
factors by intervening in the wider system and at the individual level.
However, psychoeducational family therapy focuses on helping families to
accept and manage biological predisposing factors in more effective ways.

A substantial body of empirical evidence supports the effectiveness
of multisystemic family therapy in the treatment of delinquency and
related problems (Curtis et al., 2004) and the effectiveness of psychoedu-
cational family therapy in reducing relapse rates following schizophrenia
(McFarlane, Dixon, Lukens & Lucksted, 2003). There is also good empiri-
cal evidence for the effectiveness of emotionally-focused couples therapy,
an attachment-based intervention (Byrne et al,, 2004b). This evidence is
reviewed in Chapter 18. However, there is little or no published empiri-
cal evidence, due to lack of investigations, for the effectiveness of trans-
generational, psychoanalytic, or experiential family therapy. Obviously,
research in these domains is an important requirement for the field of
family therapy.

Process studies have shown that the maintenance of treatment integ-
rity through the use of flexible manuals and regular video review and
supervision is associated with a positive outcome in multisystemic therapy
(Henggeler, 1999). Process studies of psychoeducational approaches have
shown that family intervention makes families more tolerant of low-level
psychotic symptoms and allows patients to take lower doses of antipsy-
chotic medication and so suffer fewer side effects (McFarlane et al., 2003).

The models reviewed in this and the previous two chapters represent
some of the most influential ‘pure’ clinical traditions within the field of
family therapy. I have attempted to show how these traditions may be
grouped with respect to their focus on problem-maintaining interac-
tion patterns; subserving belief systems; and underlying predisposing
factors.

However, not all models of family therapy fit neatly into this three-
category system. There is a growing trend towards integration within the
field of marital and family therapy, and integrative models often span two
or more categories and focus equally on these. Within integrative mod-
els, aspects of two or more ‘pure’ models are brought together to pro-
vide a more complex framework for understanding the therapy process
and to facilitate the use of a more comprehensive range of interventions.
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In the next chapter some of the more influential integrative models are
considered.

GLOSSARY
Transgenerational Therapy

Coaching. Bowen's term for supervising clients in the process of differen-
tiation of self from the family of origin.

Debt. Boszormenyi-Nagy’s term for costs accumulated as a result of fail-
ing to meet ethical obligations to other family members.

Detriangling. Bowen’s term for the process of using the intellect to avoid
the emotional pull to enter the emotional field of two others involved in
an anxiety charged relationship.

Differentiation of self. Psychological separation of intellectual and emo-
tional systems within the self which, according to Bowen, permits the
concurrent separation of self from others within the family of origin and
elsewhere. The opposite of fusion.

Emotional cut-off. Bowen’s term for distancing from an unresolved
family-of-origin attachment relationship. Distancing may involve physi-
cally making little contract and/or psychologically denying the signifi-
cance of the unresolved family-of-origin relationship. The greater the
degree of cut-off, the greater the probability of replicating the problematic
family-of-origin relationship in the family of procreation.

Emotional system. Bowen’s term for the recursive emotionally-driven
problematic interaction patterns which occur is families, particularly
those containing high levels of anxiety.

Entitlement. Boszormenyi-Nagy’s term for merit accumulated as a result
of meeting ethical obligations to other family members.

Exoneration. In contextual therapy, helping clients understand the posi-
tive intentions and intergenerational loyalty underpinning actions of
family members who have hurt them. When clients develop such under-
standing they are less likely to replicate the hurtful behaviour they have
experienced.

Family lifecycle. The stages of separation from parents, marriage, child
rearing, ageing, retirement and death. Additional stages may occur in al-
ternative family forms including same-gender couples, separated couples,
non-coupled individuals, people with chronic life-threatening illness, and
so forth.

Family of origin. This includes the parents and siblings of an adult cli-
ent and is distinct from their family of procreation which includes their
partners and children.

Family projection process. A process in which the parents project part of
their immaturity onto one or more children, who in turn become the least
differentiated family members and the most likely to become symptomatic.
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Fusion. Extreme emotional enmeshment in one’s family of origin.
Genogram. A family tree diagram. Details of how to construct a geno-
gram are given in Chapter 7.

Genogram construction. In Bowenian therapy, conjointly drawing a fam-
ily tree with one or more family members, identifying intergenerational
patterns, speculating about their significance for current problems, and
exploring new ways of understanding family relationships.

Invisible loyalties. Boszormenyi-Nagy’s term for unconscious commit-
ments that children take on to help their families.

Ledger. Boszormenyi-Nagy’s term for the accumulated accounts of en-
titlements and debts within family relationships; the balance of what has
been given and what is owed.

Legacy. Boszormenyi-Nagy’s term for expectations associated with the
parent—child relationships arising from the family’s history.
Multidirected impartiality. The therapeutic position at the core of
Boszormenyi-Nagy’s contextual therapy, which involves an openness to
communication from all family members, a duty to ensure open commu-
nication between family members, an accountability to all family mem-
bers affected by interventions, and a duty to facilitate solutions that are in
the best interests of all affected family members.

Multigenerational transmission process. Bowen'’s theory that the child
who is most involved in the family’s emotional process becomes the least
differentiated, selects a marital partner who shares an equivalently low
level of differentiation, and passes the problems of limited differentiation
from the family of origin on to the next generation.

Person-to-person relationships. A relationship in which two (differenti-
ated) family members talk to each other about each other, and avoid im-
personal discussion or gossip about others.

Relational ethics. Boszormenyi-Nagy’s term for the idea that within a fam-
ily, members are responsible for the consequences of their behaviour and
have a duty to be fair in their relationships by meeting their obligations.
Triangle. The smallest stable relational system is a triangle and, under
stress, dyads involve a third party to form a triangle. Larger systems are
composed of a series of interlocking triangles.

Undifferentiated ego mass. Bowen’s term for extremely emotionally
close relationships, enmeshment or fusion in certain families, particularly
those containing people with schizophrenia.

Psychoanalytic Therapy

Containment. Privately reflecting on another’s action, its effect on oneself,
and its meaning within the context of the relationship where it occurred,
and then responding by supportively outlining one’s understanding of
the situation.
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Countertransference. Therapists’ emotional reactions to client’s transfer-
ence which are coloured by therapists’ relationships to their parent figures
in early life.

Depressive position. Klein’s term for the tendency to react to mother
figures in infancy or significant others in adulthood as complex individu-
als having both good and bad characteristics.

Good and bad objects. According to object relations theory, infants, by
using the defence mechanism of splitting, come view the mother figure as
two separate people: the good object whom they long for and who satis-
fies their needs, and the bad object with whom they are angry because
they long for her and she frustrates them. By splitting, infants may protect
the good object from the threat of annihilation, by directing their intense
anger exclusively at the bad object.

Identification. Integration of characteristics of an admired parental
figure (such as kindness or athleticism) into one’s own personality or
identity.

Interpretations based on the triangle of conflict. These are interpre-
tations that link the present defence mechanisms, with the underlying
anxiety, about an unacceptable impulse or feeling, often involving sex,
aggression or grief.

Interpretations based on the triangle of person. Interpretations that
draw parallels between the client and therapist transference relationship,
the family-of-origin relationship between client and parent, and the cur-
rent life relationship between client and partner or significant other.
Introject. A primitive mental representation of part of a person, for
example, ‘good objects” and ‘bad objects” are introjects.

Introjection. A primitive form of identification in which simplified rep-
resentations of major aspects of parental figures (such as the ‘good parent
(object)” or the ‘bad parent (object)’) are incorporated completely into the
child’s psyche.

Mutual projective systems. According to object relations theory, in
romantic relationships partners project internal craved objects onto each
other and induce their partners to conform to these. In healthy relation-
ships, partners conform partially, but not completely, to these projections
so that they partially frustrate each other’s needs. Gradually partners
learn to respond to the reality of their spouses rather than to their projec-
tions. In problematic relationships, partners either completely conform to
the demands of each other’s projections or do not conform sufficiently
and the resulting disappointment leads to relationship conflict and the
mutual projection of rejecting objects. In distressed marriages, partners
induce each other to conform to these rejecting roles.

Need-exciting and need-rejecting objects. According to object relations
theory, the bad object is split into a need-exciting object, which is craved
by the infant, and a need-rejecting object towards which the infant ex-
periences rage. These two object relations systems are repressed and are
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distinct from the central conscious self, which is attached with feelings of
security and satisfaction to an ideal good object.

Object relations. Unconscious primitive relationship maps of self and
others based on early parent—child relationships that may be partially
replicated in current significant relationships. For example an angry child
— frustrating parent relationship map may be partially replicated in a dis-
cordant marital relationship.

Object relations theory. Psychoanalytic theory, developed by Fairburn,
which explains current psychological difficulties in terms of the influence
of unconscious primitive relationship maps of self and others.
Paranoid-schizoid position. Klein’s term for the tendency to respond to
mother figures in infancy or significant others in adulthood as all-good
or all-bad.

Projection. Attributing an aspect of the self, either positive or negative, to
another person.

Projective identification. A defence mechanism where person A attributes
positive or negative aspects of themselves to person B, and person B is
induced, by the benign or critical way in which they are treated by person
A, to behave in accordance with these positive or negative characteristics.
Splitting. A primitive defence mechanism used to reduce anxiety due
to an imagined threat, which involves viewing a person as being either
completely good or completely bad.

Transference. Clients’ emotional reactions to therapists, which mirror
their relationships to their parent figures in early life.

Unconscious. Thoughts, memories, feelings and impulses that are outside
awareness.

Attachment-based Therapies

Attachment. The emotional bond between a mother and child or between
two adults in an intimate relationship.

Attachment needs. The need of children and adults to be involved in
relationships that provide safety, security and satisfaction.

Attachment style. There are four attachment styles and most parent—
child or marital relationships fall into one of these four categories: secure,
insecure-ambivalent, insecure-avoidant and disorganised.

Corrective scripts. These underpin the playing out of scenarios in the
current family, which are the opposite of those that occurred in similar
contexts within the family of origin.

Disorganised attachment. Children with this attachment style following
separation show aspects of both the avoidant and ambivalent patterns.
Disorganised attachment is a common correlate of child abuse and ne-
glect and early parental bereavement. Marital and family relationships
are characterised by approach-avoidance conflicts, clinging and sulking.



THEORIES THAT FOCUS ON CONTEXTS 189

Family myths. Family belief systems, based on distorted accounts of
historical events within the family of origin, that underpin expectations
about rules, roles and routines within the current family in various con-
texts. Family myths may stipulate injunctions against particular courses
of action because they entail calamitous consequences.

Family scripts. Family belief systems, based on scenarios within the fam-
ily of origin, that underpin expectations about rules, roles and routines
within the current family in various contexts.

Improvisation. Byng-Hall’s term for abandoning the rules, roles and
routines prescribed in the family script and exploring new possibilities,
options and solutions.

Improvised scripts. These underpin the creation of scenarios in the cur-
rent family which are distinctly different from those that occurred in
similar contexts within the family of origin.

Insecure-ambivalent attachment. Children with this attachment style
seek contact with their parents following separation but are unable to
derive comfort from it. They cling and cry or have tantrums. Marital part-
ners with this attachment style tend to be overly close but dissatisfied.
Families characterised by insecure-ambivalent relationships tend to be
enmeshed and to have blurred boundaries.

Insecure-avoidant attachment. Children with this attachment style avoid
contact with their parents after separation. They sulk. Marital partners
with this attachment style tend to be distant and dissatisfied. Families
characterised by insecure-avoidant relationships tend to be disengaged
and to have impermeable boundaries.

Interactional awareness. Byng-Hall’s term for the capacity of family
members to track patterns of family interaction; understand their own
and other’s roles in such patterns; understand the meaning of the patterns
for all involved; and predict the probable outcome of such patterns.
Internal working models. Cognitive relationship maps based on early
attachment experiences, which serve as a template for the development
of later intimate relationships. Internal working models allow people to
make predictions about how the self and significant other will behave
within the relationship.

Primary emotional responses. In emotionally focused couples therapy
(EFCT), the initial emotional responses that occur in immediate response
to unmet attachment needs, such as emotional hurt, loss, sadness and
loneliness. Facilitating the expression of these is central to EFCT and is
thought to promote therapeutic change.

Recruitment into family scripts. Families exert strong emotional pres-
sure on therapists to abandon their impartial position of containment and
provision of a secure base and to take up a partisan role in the enactment
of the family script. If therapists become stuck in such roles they are un-
able to be therapeutically effective, hence the importance of reflection and
supervision.
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Replicative scripts. These underpin the repetition of scenarios from the
family of origin in the current family.

Scenarios. Significant episodes of family interaction that occur in a spe-
cific context, entail a specific plot, and involve specific roles and motives
for participants.

Secondary reactive emotions. In emotionally focused couples ther-
apy, emotional responses that occur as a reaction to primary emotional
responses when attachment needs are frustrated. They include anger,
hostility, revenge and guilt induction. Preventing the full expression of
these and promoting the expression of primary emotional responses is
central to EFCT and is thought to promote therapeutic change.

Secure attachment. Securely attached children and marital partners react
to their parents or partners as if they are a secure base from which to
explore the world. Parents and partners in such relationships are attuned
and responsive to the children’s or partners’ needs. Families with secure
attachment relationships are flexibly connected.

Secure base. In secure attachment relationships the parent or partner is
viewed as a secure base from which to explore the world.

Secure family base. According to John Byng-Hall, a secure family base
provides a reliable network of attachment relationships so that all family
members can have sufficient security to explore relationships within and
outside the family.

Therapy as a secure base. For Byng-Hall, the therapist provides a secure
base and containment of family affect for the family as a whole, so its
members can avoid repeating an unhelpful family script, and reflect on
their situation before improvising a new script.

Experiential Family Therapy

Battle for initiative. Whitaker’s term for placing the primary respon-
sibility for the content, process, and pacing of therapy sessions on the
family.

Battle for structure. Whitaker’s term for establishing a therapeutic con-
tract that specifies the importance of all family members attending ther-
apy sessions and the timing and venue for these.

Blaming. Satir’s terms for a non-adaptive communication style used to
avoid taking responsibility for resolving conflict characterised by judg-
ing, comparing, complaining and bullying others while denying one’s
own role in the problem.

Computing. Satir’s terms for a non-adaptive communication style used
to avoid emotionally engaging with others and communicating congru-
ently, characterised by taking an overly intellectual and logical approach,
lecturing, taking the higher moral ground, and using outside authority to
back up intellectual arguments.
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Craziness. Whitaker’s term for the non-rational, creative and often play-
ful processes that therapists and families engage in as part of experiential
therapy.

Distracting or avoiding. Satir’s terms for a non-adaptive communication
style used to avoid consistently rather than resolve conflict characterised
by changing the subject, being quiet, feigning helplessness or pretending
to misunderstand.

Family reconstruction. A psychodrama technique used by Satir in train-
ing groups, where individuals (with the help of group members who
role-play members of the family-of-origin) reconstruct and re-experience
significant formative events from earlier stages in the family lifecycle.
Family reconstruction typically activates strong emotions of which the
individual was previously unaware, and experiencing and owning these
may promote personal growth.

Family sculpting. An experiential technique where a family member con-
veys his or her psychological representation of family relationships by posi-
tioning other family members spatially so that their positions and postures
represent the sculpting member’s inner experience of being in the family.
Levelling. Satir’s terms for an adaptive communication style which maxi-
mises appropriate emotional engagement with others and conflict reso-
lution characterised by the use of emotionally expressive ‘I statements’
and congruence between verbal and non-verbal messages, fluency, clarity,
directness and authenticity.

Parts party. A psychodrama technique used by Satir in training groups.
An individual doing this exercise directs some group members to role-
play different parts of their personality and to interact in a way that met-
aphorically reflects the way these different aspects of the self typically
co-exist inside the person. Parts parties typically activate strong emotions
of which the individual was previously unaware and experiencing and
owning these may promote personal growth.

Personal growth. The primary goal of experiential therapies is personal
growth, which includes increasing self-awareness, self-esteem, self-
responsibility and self-actualisation. Solving the presenting problem is
secondary to this primary goal.

Placating. Satir’s term for a non-adaptive communication style used to
consistently defuse rather than resolve conflict characterised by pacify-
ing, covering up differences, denying conflict, and being overly nice.
Primary family triad. Satir’s term for the mother—father—child system.
Within this the child learns about parent-child relationships, intimate
spouse relationships and communication.

Scapegoat. A family member (often the identified patient) onto whom
anger, criticism and negative felling within the family are displaced.
Self-actualisation. Realising one’s full human potential; integrating
disowned aspects of experience into the self; resolving unfinished busi-
ness; being fully aware of moment-to-moment experiences; taking full
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responsibility for all one’s actions; valuing the self and others highly; and
communicating in a congruent, authentic, clear direct way.
Self-awareness. The realistic and undistorted appreciation of one’s
strengths, talents and potential, on the one hand, and one’s vulnerabili-
ties, shortcomings and needs, on the other.

Self-disclosure. Therapists telling clients about their own experiences to
let clients view them an accessible people rather than distant professionals.
Self-disclosure is also used to promote trust, deepen the therapeutic alli-
ance with the clients, and suggest possible solutions to family problems.
Self-esteem. The positive evaluation of the self and this may include the
evaluation of the self in significant relationships, work situations, leisure
situations, and self as an existential or spiritual being.
Self-responsibility. Not denying or disowning personal experiences or
characteristics which may be negatively evaluated by the self or others,
but accepting these and being accountable for them.

Temperature reading. Satir’s term for the family task of setting aside time
each day to connect with each other by expressing appreciation, talking
about achievements, asking questions, making complaints, solving prob-
lems, and talking about hopes and wishes for the future.

Unfinished business. Fritz Perls’ term for unresolved feelings about
relationship difficulties with parents or significant others or unresolved
feelings about disowned aspects of the self.

Multisystemic Approaches

Multisystemic assessment. This includes interviews with the child, the
family, school staff, and involved agencies and professions; observations
of the child; and the use of paper and pencil checklists, inventories and
psychometric assessment procedures.

Multisystemic intervention programmes. These are present-focused,
action-oriented and target specific problem-maintaining interaction
patterns identified during assessment within relevant systemic contexts
including the child, family, peer group, school and community.
Multisystemic therapy service delivery. Effective multisystemic therapy
is delivered by small teams of three or four professionals; with case loads
of no more than six families per therapist; with frequent (often daily)
home-based therapy sessions offered at flexible times over a five-month
period; with a 24-hour on-call crisis intervention service; with frequent
therapist supervision involving promoting flexible adherence to manuals
and monitoring by reviewing videotapes of sessions; and with empirical
evaluation of individual cases and entire service programmes.

Social ecology. Bronfenbrenner likens a child’s social ecology to a set
of Russian dolls with the child at the centre contained first within the
family system; beyond this within the extended family; then within the
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peer group, neighbourhood, school, supportive health, social services and
other agencies; and finally within the wider community.

Psychoeducational Approaches

Coping strategies. These are methods for reducing stress. For controllable
stress, problem-focused strategies such as planning, soliciting instrumen-
tal help and problem-solving are appropriate. For uncontrollable stresses,
emotion-focused strategies such as distraction, relaxation, seeking social
support and reframing are appropriate.

Diathesis-stress model. A model of recurrent debilitating psychological
problems (particularly psychotic, mood and anxiety disorders) in which
the occurrence of an episode of the disorder is attributed to the exposure
of a genetically vulnerable person to excessive stress, in the absence of
sufficient protective factors such as social support, coping strategies and
medication. Most psychoeducational programmes for psychological prob-
lems are based on diathesis-stress models.

Expressed emotion. An emotive disposition of a relative or caregiver
towards a person with a debilitating psychological problem character-
ised by the expression of many critical comments, much hostility, or emo-
tional overinvolvement on the Camberwell Family Interview. High levels
of expressed emotion (probably due to confusion about how to cope) are
stressful for patients and are associated with higher relapse rates.
Psychoeducation. Making the psychological difficulties of patients un-
derstandable to family members by providing a coherent theoretical
framework; giving them a coherent action plan to follow by training them
in problem solving, communication, and medication management skills;
and providing social support by arranging for families who face similar
problems to meet and discuss common concerns.

Social support. Effective social support is provided within the context of
a sustained confiding relationship where a person has considerable con-
trol over the frequency of contact and the issues discussed.

Stressful life events. Life changes that place demands on the person that
outstrip their coping resources. Most stressful life events fall into four
categories: (1) the formation of new significant relationships (entrances);
(2) the loss of important relationships through separation or bereavement
(exits); (3) lifecycle transitions; and (4) illness or injury within the family.
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Chapter 6

INTEGRATIVE MODELS

When therapists, trained within a particular model of family therapy prac-
tice, find that their usual therapeutic approach is not helpful in a particu-
lar case, they often improvise and ‘borrow’ concepts and interventions
from other models to try to help clients who have not responded to their
usual style of therapy. That is, they adopt an eclectic approach to practice.
Most experienced clinicians are somewhat eclectic in their practice, us-
ing concepts and interventions from a range of theories when faced with
complex clinical problems. Eclectic practitioners base their choice of con-
cepts and interventions on clinical judgment about the appropriateness of
the concept or intervention for a specific case. In contrast to eclecticism,
integration aims to provide a broad overarching theoretical framework
to guide the selection of concepts and interventions from a range of less
complex theories for use with a range of cases rather than with a single
case. Integrative models of practice afford therapists far greater flexibility,
especially when working with complex cases.

There is a movement within the field of psychotherapy generally towards
the integration of multiple therapeutic models (Norcross & Goldfried,
2005), and family therapy is no exception (Lebow, 2003). In this chap-
ter, four such integrative models will be presented Models reviewed in
Chapters 3-5 were grouped with respect to their focus on problem-main-
taining interaction patterns; subserving belief systems or narratives; and
underlying contextual factors. The integrative models reviewed in this
chapter, focus even-handedely on behaviour, beliefs and contextual fac-
tors, and attempt to bring together at least three ‘pure’ models reviewed
in Chapters 3-5 in a coherent way. The four integrative models chosen
for review have been selected because they are leading examples of how
insights from multiple models may be coherently synthesised.

METAFRAMEWORKS

The metaframeworks model was developed by Douglas Breunlin, Richard
Schwartz and Betty MacKune-Karrer (1997). The aim of the metaframe-
works model is to provide therapists with an integrative system for as-
sessing and treating couples and families, which brings together key
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insights from multiple simpler approaches. Within this metaframeworks
model, it is assumed that, for any problem an individual, couple or fam-
ily brings to therapy, hypotheses may be formulated in terms of six meta
frameworks: (1) internal family systems; (2) sequences or patterns of inter-
action; (3) family organisation; (4) development; (5) multicultural issues;
and (6) gender issues. The process of therapy involves: (1) hypothesising
in terms of metaframeworks; (2) planning how to check out these hypoth-
eses by conversing with clients; (3) conversing with clients; and (4) read-
ing feedback in a way that allows hypotheses to be refined or discarded.
Hypotheses derived from one or two metaframeworks may be used as
a point of entry for working with the clients initially, depending on the
clients’ central concerns.

With the internal family system’s metaframework, it is assumed that
each person has a central self and an internal family system composed
of various introjects or “parts’. This self has the potential to coordinate
the activities and influence of these “parts’ on an individual’s experience
and behaviour within the external family system. Problems may be main-
tained by conflict or disorganisation among ‘parts’ of the individual, or
where the ‘self’ is not taking a leadership role in coordinating and orga-
nising the influence that the ‘parts’ have on experience and behaviour. For
example, angry, sad, frightened, dismissive or oppressive parts within the
internal family system may have a primary influence on an individual’s
experience and behaviour. This in turn may lead to problem-maintaining
interaction patterns within the external family system. Intervention based
on internal family systems hypotheses involve helping individuals under-
stand and modify the organisation of their internal family system, so the
self adopts a leadership role over the parts. The internal family systems
metaframework draws on Schwartz’s (1995) model by the same name, but
also has roots in Satir’s (Satir et al.,, 1991) experiential model and object-
relations family therapy (Savage-Scharf & Scharf, 2003).

With the sequences metaframework, it is assumed that, in any fam-
ily, clinically useful distinctions may be made between four classes of
sequences or patterns of interaction. The first class (S1) includes brief se-
quences of face-to-face interaction, such as those directly observed in a
therapy session. The second class of sequences (S2) includes family rou-
tines that may span periods from a day to a week. The third class (S3) in-
cludes sequences such as those involved in the development, resolution
and relapse of a problem, which may span periods from a few weeks to
a year. The fourth class (54) includes transgenerational sequences, where
events in the family of origin are repeated in the current family of pro-
creation. Any problem a family brings to therapy may be conceptualised
as occurring within the context of one or more of these four classes of
sequences, which maintain the problem and place constraints on the
family resolving the problem. For example, a woman may show sadness
and withdrawal each time her husband criticises her (S1), and this may
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typically happen when he comes home late from work (S2), although
not during the summer months (S3), a pattern that was common in both
of their families of origin (54). Interventions based on the sequences
metaframework aim to disrupt problem-maintaining sequences of inter-
action, starting with the most salient or most accessible. The sequences
metaframework draws on a range of models including MRI (Segal, 1991),
strategic (Madanes, 1991), structural (Fishman and Fishman, 2003) and
transgenerational (Kerr, 2003).

With the organisation metaframework, it is assumed that for optimal
family functioning the family must be organised so that it has clear effec-
tive leadership, a balance of power and a degree of cooperative harmony
among members. Problems may arise when there is an absence of effective
leadership, power imbalances and conflictual disharmony. Interventions
based on the organisation metaframework involve collaborating with the
family to identify and remove constraints that prevent leadership, balance
and harmony. The organisation framework draws on Minuchin’s struc-
tural family therapy (Fishman and Fishman, 2003) and Haley’s strategic
family therapy (Madanes, 1991).

With the developmental framework, it is assumed that family develop-
ment over the lifecycle involves development at the biological, individual,
relational and family levels in a way that is consistent with societal norms
and values about development. In adaptive families, development at each
level fosters development at other levels. Difficulties making developmen-
tal transitions at one level, however, may lead to disruption at other levels.
Interventions based on the developmental metaframwork involve helping
families successfully make individual, relational and family developmen-
tal transitions and adapt to biological constraints (such as disabilities) that
impede development. The developmental metaframework draws on the
work of family lifecycle theorists such as Carter and McGoldrick (1999)
and also on developmental psychology.

With the multicultural framework, it is assumed that optimal family
adjustment occurs when there is good fit between the ethnic culture of
the family and the predominant culture of the community and society
in which the family resides. Difficulties occur when there are significant
discrepancies between the cultural norms, values and practices of main-
stream society and a family from an ethnic minority. Interventions based
on the multicultural metaframework involve helping families, especially
those from ethnic minorities, successfully adapt to mainstream culture,
while still retaining their unique ethnic minority cultural identity. The
multicultural framework draws on a wide range of multicultural influ-
ences within family therapy (McGoldrick, 2002).

With the gender metaframework, it is assumed that optimal function-
ing occurs when power is fairly balanced within a family and members of
both genders adopt flexible roles. Problems arise when narrowly defined
traditional gender roles create a power imbalance between males and
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females within a family. Families vary in the degree to which their mem-
bers adhere to traditional dominant male breadwinning and submissive
female caregiving roles. Interventions based on the gender metaframe-
work help families move along the continuum from traditional towards
more egalitarian gender roles. The gender metaframework draws on the
feminist critique of family therapy (Leupnitz, 1988).

The six metaframeworks in this integrative model are linked. In any
family, all members have internal family systems of ‘parts’ that affect the
sorts of sequences of interaction in which families engage. Internal fam-
ily systems and external sequences of interaction affect family organisa-
tion and development. Sequences of interaction, family organisation and
family development are affected by gender and culture-based norms and
values. The metaframeworks model therefore provides a rich and com-
plex way for hypothesising about client problems and planning interven-
tions at multiple levels. Much of the therapy with complex cases involves
modifying constraints that prevent families resolving their difficulties.
These constraints typically occur at the multiple levels defined by the
metaframeworks model (internal family systems, sequences of interac-
tion, family disorganisation, developmental issues multicultural issues
and gender issues).

INTEGRATIVE PROBLEM-CENTRED THERAPY

The integrative problem-centred therapy (IPCT) model was developed by
William Pinsof (1995, 2005). The aim of the model is to integrate a range
of therapeutic approaches and provide therapists with a framework for
interrelating family, individual and biological approaches to treatment,
particularly when working with complex cases that do not respond to
routine family therapy.

In IPCT, it is assumed that the patient system includes all those in-
volved in maintaining the presenting problem and those who could
potentially be involved in its resolution. A distinction is made between
the direct patient system with whom the therapist has face-to-face contact
(for example, a couple), and the indirect patient system with whom the
therapist does not have contact, but who nevertheless influence the main-
tenance or resolution of the problems (for example, a couple’s parents).
The therapy system includes all those providing therapy (the therapist,
colleagues, supervisors and other professionals involved in treating the
patient). Fragmentation in the patient system or the therapist system may
prevent problem resolution. So a key intervention in IPCT is facilitating
the development of good working alliances within the patient system and
the therapist system.

It is also assumed that in addition to presenting problems (for exam-
ple, panic attacks), typically in complex cases there are non-presenting
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problems (for example, infidelity or work difficulties), which often play a
role in maintaining the presenting problem. Within IPCT, therapists fo-
cus exclusively on the resolution of the presenting problem, unless the
non-presenting problem is clearly linked to the presenting problem or en-
dangers the safety of someone. Thus, a second important intervention in
IPCT is helping members of the patient system understand links between
the presenting problems and the non-presenting problems that may be
maintaining them.

Within IPCT, the therapist also invites clients to describe an adap-
tive solution to the presenting problem that specifies in detail the ac-
tions members of the patient system would need to take to resolve the
presenting problem. The role of the therapist is to coach members of the
patient system to enact the adaptive solution. The ease or difficulty with
which adaptive solutions can be implemented is in part determined by
problem-maintenance structures. These include the set of constraints that
prevent members of the patient system from implementing the adaptive
solution. Within IPCT it is assumed that these constraints are organ-
ised into six levels: (1) social organisational factors, such as family rules;
(2) biological constraints, such as disabilities, illnesses and genetic vul-
nerabilities; (3) meaning constraints, such as problematic belief systems;
(4) transgenerational constraints, such as family-of-origin legacies that
influence functioning in the current family of procreation; (5) object re-
lations constraints, including problematic internal representations of the
self and significant attachment figures; and (6) self-constraints arising
from the failure of attachment figures to meet patients’ needs in early life.
Within any problem-maintenance structure, the number of constraints
and the power of these is determined in IPCT by attempting to facilitate
clients” implementation of their adaptive solutions. Thus, assessment and
intervention are ongoing inseparable processes.

Within IPCT distinctions are made between three therapeutic modali-
ties: (1) individual therapy; (2) couples therapy; and (3) family or com-
munity therapy. Distinctions are also made between six therapeutic
orientations, which correspond to the six levels of constraints listed above:
(1) behavioural; (2) biobehavioural; (3) experiential; (4) family of origin;
(5) psychodynamic; and (6) self-psychology. These three modalities and
six orientations form a 3 X 6 matrix. They are presented in Figure 6.1 in
the order in which IPCT recommends they first be used from left to right
and top to bottom. The big arrow in the matrix indicates the way in which
modalities and orientations are most commonly blended. For example,
the behavioural orientation is most commonly blended with the family
modality. The self-psychology orientation is most commonly used with
the individual therapy modality.

The behavioural orientation assumes behavioural constraints main-
tain problems and so problems can be resolved by helping clients to be-
have differently. This orientation subsumes behavioural (Epstein, 2003),
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Orientations Modalities

Family / Community Couple Individual

Behavioural

Biobehavioural

Experiential

Family of origin

Psychodynamic

Self-psychology

Source: Adapted from Pinsof (2005). Integrative problem-centred therapy. In J. Norcross
& M. Goldfried (Eds.), Handbook’ of Psychotherapy Integration (Second Edition, p. 389.). New
York: Oxford University Press.

Figure 6.1 Problem-centred orientation-modality matrix

structural (Fishman & Fishman, 2003), strategic (Madanes, 1991), and
solution-focused (Miller et al., 1996) approaches to family therapy. The
biobehavioural orientation assumes that biological constraints such as
disability, illness and genetic vulnerability play a central role in problem
maintenance and effective treatment must address these constraints. In-
terventions within this orientation include medication, psychoeducation
(McFarlane, 1991), meditation and massage. The experiental orientation
assumes that cognitive and emotional constraints maintain problems
and, hence, addressing belief systems and emotions is central to problem
resolution. This orientation subsumes cognitive therapy (Epstein, 2003),
narrative therapy (Freedman & Combs, 1996), post-modern approaches
to therapy (Anderson, 2003) and emotionally-focused couple therapy
(Johnson, 2003a). The family-of-origin orientation assumes that con-
straints from the family of origin maintain problems in the current family
of procreation, and so these constraints must be addressed for the pre-
senting problem to be resolved. This orientation subsumes Bowen’s (1978)
transgenerational therapy and Boszormenyi-Nagy’s contextual therapy
(Ducommun-Nagy & Schwoeri, 2003). The psychodynamic orientation
assumes that problematic internal representations of the self and signifi-
cant attachment figures, and the dysfunctional defence mechanisms as-
sociated with these constrain problem resolution and so these must be
addressed for the adaptive solution to be implemented (Savage-Scharf &
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Scharf, 2003). Psychodynamic psychotherapy is the principal intervention
in this orientation. The self-psychology orientation assumes that prob-
lems are maintained by constraints arising from failure of attachment fig-
ures to meet patients’ needs in early life. Psychotherapy based on Kohut’s
(1984) work is the main intervention associated with this orientation.

The IPCT matrix in Figure 6.1 lets the therapist know what category of
intervention to use if the current category is not working, by moving down
and right in the matrix, as indicated by the big downward pointing arrow.
For example, if work involving a behavioural or biobehavioural orienta-
tion with the whole family is not working, then it may be useful to try ex-
periential work with couples. If this does not work, the next intervention
may be individual family of origin or psychodynamic work. The small
upward pointing arrow indicates that at regular intervals, when working
with clients in the lower, righ-hand part of the matrix, it is important to
test their readiness to engage in constrained behaviours with members of
the patient system that would lead to adaptive solutions. This overall ap-
proach involves therapists assuming that the problem-maintenance struc-
ture is simple until proved complex and that it is more cost effective to do
therapy within an interpersonal than an individual modality.

Within IPCT, the therapeutic alliance is essential for effective therapy. It
is conceptualised as involving tasks, goals and bonds. Alliances are con-
ceptualised as being formed with individuals, family subsystems, whole
family systems and within the family system. Family, couple, individual
and therapy alliance scales, and revised versions of them, have been de-
veloped (Pinsof, 1994; Pinsof & Catherall, 1986). Pinsof et al. (2004a) have
also developed the Systemic Therapy Inventory of Change to assess fam-
ily functioning and progress through therapy. It assesses adult symptoms
and well-being, child symptoms and well-being, adult family-of-origin
experiences, current marital functioning and current family functioning.
The Integrative Therapy Session Report (Pinsof et al., 2004a) has been de-
veloped to assess the major clinical foci and therapeutic techniques that
therapists have used during each session.

BRIEF INTEGRATIVE MARITAL THERAPY

Alan Gurman’s (2002) brief integrative marital therapy (BIMT) involves an
integration of behavioural (Atkins et al.,, 2003), psychodynamic (Savage-
Scharff & Bagini, 2002) and systemic (Keim & Lappin, 2002; Shoham
& Rohbaugh, 2002) models. He has most recently referred to it as a
depth-behavioural approach because of its explanation of marital distress
in terms of behavioural patterns of interaction, on the one hand, and the
psychodynamic factors that subserve these, on the other.

Within BIMT, it is assumed that distressed couples have essentially be-
havioural difficulties. These difficulties include communication, problem
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solving, engaging in positive exchanges, making positive attributions for
their partner’s behaviour, repairing conversational ruptures and staying
calm when discussing differences. These problems arise not because cou-
ples have ‘skills deficits” but because they find it challenging to use their
relationship skills within their marriage.

Couples have difficulties using their relationship skills within their
marriage because they experience their marital relationship as funda-
mentally unfair. They experience the basic systemic rule essential for a
fair marriage as being violated. For couples to feel that their marriage is
fair there must be an equitable marital quid pro quo governing the mari-
tal system (Jackson, 1965). This is not a conscious tit-for-tat bargain. It is an
unconscious arrangement (in that it occurs outside awareness) where both
partners conduct themselves in ways that allow them to be confident that
they are equals and equally valued by each other as loveable people.

The reason couples do not maintain a fair marital quid pro quo is be-
cause they no longer see each other as they actually are, for reasons that
may be explained psychodynamically. Partners view each other in dis-
torted ways and as possessing negative attributes, such as being needy
and likely to ask for too much, or angry and likely to abandon the mar-
riage. This distorted image of partners occurs because individuals proj-
ect aspects of themselves that they find unacceptable onto their partners.
They do this because in infancy and early childhood, through neglectful
or punitive parenting they learned that certain aspects of the self, such as
neediness or anger, were unacceptable to the parent. They split off these
aspects of the self to make themselves acceptable to their parents.

Within most distressed marriages, both partners are involved in a col-
lusive arrangement where each projects negative split-off aspects of the
self onto the other and responds to this distorted image of the partner
negatively, but usually neither partner is conscious of this mutual projec-
tive system and so it cannot be modified by open discussion. This collu-
sion usually involves individuals inadvertently eliciting and reinforcing
the very behaviours in their partners, about which they complain, for ex-
ample pursuer—distancer exchanges or escalating aggressive interactions.
Also, within distressed marriages, splitting, projection and expressing
hostility or fear are reinforced because these defences allow partners to
avoid having to accept unacceptable aspects of the self, which would en-
tail the anxiety-provoking expectation of punishment, abandonment or
other catastrophes.

Marital distress is precipitated by violations of the unconscious mari-
tal quid pro quo rules, which exceed individuals’ tolerance, as well as by
explicit violations of marital agreements (e.g. infidelity) and life stresses
(e.g. work-related stress). Individuals who have had more problematic
early attachments and who are more vulnerable to splitting and projec-
tion probably have lower tolerance for violations of marital quid pro quo
rules. There are also certain normative violations of such rules which may
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sow the seeds of marital distress. These include discovering that the real-
ity of one’s partner falls far short of the idealised version experienced dur-
ing infatuation; realising that one’s partner cannot meet all one’s needs;
observing a decrease in those attributes that initially made one’s partner
attractive; and finding that previously unknown and unacceptable aspects
of oneself are elicited by one’s partner.

Within BIMT hypotheses about the behavioural patterns associated
with martial distress, the quid pro quo systemic rule violations, the under-
lying mutual projective system, and salient predisposing and precipitat-
ing factors are formed during the assessment phase. Treatment typically
spans about 15 sessions. Within conjoint sessions, the therapists adopts
three roles: (1) fostering systemic awareness of how partners behaviour
is interconnected; (2) coaching couples in the use of relationships skills;
and (3) challenging dysfunctional relationship rules. The three main cat-
egories or interventions are: (1) linking individual experience to relational
experience; (2) setting therapeutic tasks; and (3) interrupting and modify-
ing collusive processes. These three categories of interventions may in-
clude specific techniques drawn from many models of couples and family
therapy.

PLURALISTIC COUPLES THERAPY

Douglas Snyder’s approach to couples therapy (Snyder & Schneider, 2002)
involves an integration of a wide range of different approaches including
psychodynamic (Savage-Scharff & Bagini, 2002), systemic (Keim & Lappin,
2002; Shoham & Rohbaugh, 2002) and cognitive-behavioural (Atkins et al.,
2003) models. It has previously been referred to as insight-oriented mar-
ital therapy (Snyder & Wills 1989; Snyder, Wills & Grady-Fletcher 1991)
and most recently as affective reconstruction: a pluralistic developmental
approach (Snyder & Schneider, 2002).

These different names reflect aspects of the central assumptions on which
Snyder’s approach rests. Snyder assumes that marital distress is maintained
by alack of emotional intimacy arising from the use of defensive strategies.
These are employed to deal with interpersonal vulnerabilities that have
their historic roots in early-life parent—child relationship injuries. A second
assumption is that interpreting the persistent use of maladaptive defences
and problem-maintaining interactional behaviour patterns, as arising from
challenging developmental experiences, leads to both insight and affective
reconstruction. A third assumption is that when distressed couples come
to therapy, their immediate crises, relationship skills deficits and defensive
postures prevent them from engaging in interpretative therapy. Because of
this, insight-oriented techniques are offered strategically within a hierar-
chical, pluralistic model incorporating structural, behavioural and cogni-
tive interventions earlier in the therapy process.
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Within Snyder’s hierarchical model for a pluralistic approach to couples
therapy there are six levels. For each level there are therapeutic tasks that
must be completed before progressing to the next level. At the first level,
the therapist develops a collaborative alliance within which relation-
ship distress can be safely discussed, develops a formulation and offers
a treatment contract. At the second level, the therapist contains disabling
relationship crises. This is done by facilitating more adaptive attribu-
tions and promoting intermediate solutions. It may also involve devel-
oping no-harm contracts where domestic violence has occurred. In some
instances it may be necessary to facilitate the management of psychopa-
thology and substance abuse. Interventions at this level draw on cogni-
tive-behavioural and structural-strategic interventions. At the third level,
the therapist helps couples to re-establish regular positive exchanges by
setting positive-behavioural exchange contracts. Positive exchanges have
typically become eroded through marital distress and crises. Behavioural
marital therapy procedures are used here and at the fourth level, where
the therapist promotes the development of relevant relationship skills.
These include problem-solving and communication skills, but also par-
enting, financial management and time management skills where the lack
of such skills are preventing the resolution of relationship distress. At the
fifth level, the therapist challenges cognitive components of relationship
distress, especially negative attributions and misconceptions, using the
techniques of cognitive therapy. At the sixth level, the therapist explores
and interprets the developmental sources of relationship distress. This
process of affective reconstruction involves exploring how current prob-
lematic relationship themes and coping strategies have their roots in part-
ners’ family-of-origin experiences and early attachments. Strategies for
emotional gratification and anxiety containment in current marital and
past early-attachment relationships are explored. Strategies that may have
been appropriate in early attachment relationships, but which are inap-
propriate in current marital relationship, are identified and alternatives
explored.

Snyder has developed the revised Marital Satisfaction Inventory
(MSI-R, Snyder, 1997), which is used along with clinical interview-
ing for couple assessment. This 150-item self-report measure of marital
satisfaction yields scores for affective communication, role orientation,
problem-solving communication, aggression, family history of distress,
time together, dissatisfaction with children, disagreement about finances,
conflict over child rearing, sexual dissatisfaction and global distress.

Snyder’s approach to marital therapy has been shown in one treatment
outcome study to be as effective as behavioural marital therapy at six-
months follow-up and to be significantly more effective at four-years fol-
low-up. Four years after treatment only 3% of couples in insight-oriented
couples therapy had divorced compared with 38% of those in behavioural
couples therapy (Snyder & Wills, 1989; Snyder et al., 1991).
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INTEGRATIVE APPLICATIONS WITHIN SPECIFIC
PROFESSIONS

Family therapy ideas have been ‘packaged’ for accessibility to specific pro-
fessional groups including physicians, psychiatrists, psychologists, social
workers and multidisciplinary groups. In these types of ‘packages’, ideas
from multiple schools of family therapy are presented in a way that is tai-
lored to the conceptual and practical needs of specific professionals.

Medicine

In medical family therapy, systemic ideas and practices are applied to
the treatment of distress and adjustment problems that occur when fam-
ily members have significant medical problems or illnesses (McDaniel,
Hepworth & Doherty, 1992). Medical family therapy rests on a biopsy-
chosocial model of illness and a family approach to medical care. Fam-
ily therapy in this context aims to help families understand and adjust
to the stresses of chronic illness and related medical regimes in a way
that optimises quality of life. It does this by changing destructive trans-
actional behaviour patterns, modifying unhelpful beliefs and narratives,
and addressing significant contextual factors that underpin such beliefs
and behaviour patterns. While medical family therapy evolved in North
America as a service offered by specialist therapists in specialist settings,
in the UK some family physicians are now offering medical family ther-
apy, using a 10-minute consultation model in primary care settings (Asen,
Tomson, Young & Tomson, 2004).

Psychiatry

Integrative family therapy textbooks have been written by psychiatrists
for psychiatrists in training as the target market (Barker, 1998; Sholevar,
2003). In such texts a general overview of multiple models is given along
with an integrative or eclectic approach to practice. This is coupled with
an emphasis on conducting marital and family therapy with families con-
taining members with specific psychiatric diagnoses.

Clinical Psychology

Family therapy textbooks written by clinical psychologists for clinical
psychologists in training have also been produced in the UK (Vetere &
Dallos, 2003) and the USA (Mikesell, Lusterman & McDaniel, 1995). These
volumes are distinctly integrative in their approach. They also have a dis-
tinctive focus on assessment and evaluation, consistent with the ethos of
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clinical psychology. For example, Vetere & Dallos (2003) place a strong
emphasis on linking intervention to preliminary formulation and on eval-
uating the effects of interventions.

Social Work

In the UK, some of the most widely-used basic family therapy texts, which
adopt broad integrative approaches, while not exclusively for social work-
ers, are written by leading family therapists with a primary training in
social work (Burnham, 1986; Gorrell-Barnes, 2004).

Multidisciplinary — Multiple Family Therapy

Multiple family therapy is a systemic practice in which a number of fami-
lies are concurrently treated, often within the context of intensive multi-
disciplinary day-hospital programmes (Asen, Dawson & McHugh, 2001).
Typically these programmes are offered to multiproblem families, such as
those in which child abuse or drug and alcohol abuse has occurred, or to
families in which a member has suffered chronic debilitating conditions,
such as psychosis or an eating disorder. These programmes involve mul-
tiple family group meetings; meetings exclusively for parents; meetings
exclusively for symptomatic children; and meetings exclusively for sib-
lings. These relatively large meetings are usually convened by multidisci-
plinary teams of co-therapists. Often the meetings involve an integration
of systemic practices with therapeutic activities, such as art, life skills,
parent craft, academic work, psychoeducation, and so forth. For example,
parents may attend a session where the focus is on psychoeducation about
the key problem of the child; youngsters with anorexia may attend occupa-
tional therapy sessions on buying and cooking food for normal meals; and
siblings may concurrently attend art classes focusing on the experience of
family living and sibling starvation. Multiple family therapy programmes
are carefully designed and tailored to the needs of the clients they aim to
help, so activities from occupational therapy, psychiatry, speech and lan-
guage therapy, and so forth, are integrated within the context of an overall
systemic plan. In multiple family therapy programmes, families benefit
from the mutual support and learning that occurs between families.

CLOSING COMMENTS

The models reviewed in Chapters 3 to 5 represent some of the most influ-
ential ‘pure’ clinical traditions within the field of family therapy. These tra-
ditions were grouped with respect to their focus on problem-maintaining
interaction patterns; subserving belief systems; and underlying predis-
posing factors. Each of the integrative models reviewed in this chapter
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spanned all three of these categories (patterns, beliefs and contexts) and
attempted to bring together three or more ‘pure’ models in a coherent
way. (Blends involving two models and less sophisticated eclectic models
where theories are not coherently synthesised have not been addressed.)

The four integrative models reviewed in this chapter are leading exam-
ples of how insights from a number of simpler models may be coherently
synthesised into a new model that is more than the sum of its parts. On the
positive side, such integrative models allow therapists a far greater degree
of flexibility in dealing with complex cases. However, they also involve a
cost. Highly detailed comprehensive integrative models are difficult for
therapists to keep in mind when conducting therapy in complex cases.

Integrative family therapy texts have been produced for specific pro-
fessional groups including physicians, psychiatrists, psychologists, so-
cial workers and multidisciplinary groups. In these, ideas from multiple
schools of family therapy are presented in a way that is tailored to the
conceptual and practical needs of specific professionals.

In the remainder of this book an integrative approach will be presented
which attempts to synthesise insights and clinical techniques from the
many different models presented in Part I, but which I hope is not too
complex to keep in mind when conducting therapy.

At the heart of this approach is a three-column formulation model. The
formulation model allows clients’ problems (and exceptions to these) to be
conceptualised as being embedded within behaviour patterns, subserved
by belief systems or narratives, and underpinned by broad contextual
factors. This three-column model also allows clinicians to bring insights
from all models described in Part I of this volume to bear on their clinical
work.

GLOSSARY

Eclecticism. The selection of concepts or interventions from a range of
theories based on clinical judgment without attempting to provide an co-
herent integrative overarching theoretical framework to explain or guide
the selection of concepts or interventions.

Integration. The development of a broad overarching theoretical frame-
work to explain and guide the selection of concepts and interventions
from a range of less complex theories.
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Part II

PROCESSES IN FAMILY THERAPY







Chapter 7

THE STAGES OF FAMILY THERAPY

The framework, set out in Figure 7.1. outlines the stages of family therapy
from the initial receiving of a referral letter to the point where the case
is closed. In the first stage, a plan for conducting the intake interview is
made. The second stage is concerned with engagement and contracting
for assessment; assessment and formulation; and alliance building. In the
third stage, the focus is on setting goals, forming a therapeutic contract,
and the management of resistance. In the final stage, disengagement or
recontracting for further intervention occurs. In this chapter, principles of
good clinical practice for each of these stages will be given.

At each developmental stage, key tasks must be completed before pro-
gressing to the next stage. Failure to complete the tasks of a given stage
before progressing to the next stage may jeopardise the consultation
process. For example, attempting to conduct an assessment without first
contracting for assessment may lead to cooperation difficulties if family
members find the assessment procedures arduous or threatening. Therapy
is a recursive process insofar as it is possible to move from the final stage
of one episode to the first stage of the next. What follows is a description
of the stages of therapy and the tasks entailed by each, a description that
builds on past descriptions of this approach (Carr, 1995, 1997, 2000d; Carr
& McNulty, In Press, a).

STAGE 1 - PLANNING

In the first stage of therapy the main tasks are to plan who to invite to the
first session, or series of sessions, and what to ask them. If there is confu-
sion about who to invite, a network analysis may be conducted. In plan-
ning an agenda, a routine intake interview may be supplemented with
lines of questioning that take account of the specific features of the case
and hypotheses developed about these.
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STAGE 1
PLANNING
1.1 Planning who to invite
1.2. Planning the agenda

\

STAGE 2
ASSESSMENT
2.1. Contracting for assessment
2.2. Managing engagement challenges
2.3. Completing the assessment and
formulation
2.4. Alliance building
2.5. Formulation and feedback

\

STAGE 3
TREATMENT
3.1. Setting goals and contracting for
treatment
3.2. Participating in treatment
3.3. Managing resistance

\

STAGE 4
DISENGAGEMENT OR
RECONTRACTING
4.1. Fading out sessions
4.2. Discussing permanence and the
change process
4.3. Relapse management
4.4. Framing disengagement as an
episode in a relationship
4.5. Recontracting

Figure 7.1 Stages of family therapy

Planning Who to Invite: Network Analysis

To make a plan about who to invite to the sessions, the therapist must find
out from the referral letter or through telephone contact with the refer-
rer who is involved with the problem and tentatively establish what roles
they play with respect to it. With some cases this will be straightforward.
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For example, where parents are concerned about a child’s sleep, bedwet-
ting, mood or behaviour, it may be sufficient to invite the child and the
parents. In other cases, where probation, school, hospital or social services
personnel are most concerned about the case, the decision about who to
invite to the first interview is less straightforward. In complex cases, it is
particularly important to analyse network roles accurately before decid-
ing who to invite to the first session. Most network members fall into one
or more of the following categories:

e The referrer, to whom correspondence about the case should be sent.

e The customer, who is most concerned that the referral be made.

e The identified patient, who is viewed by the customer as the problem
person.

e The legally responsible person, or people. In child-focused cases, this is
usually the parents but may be a social worker or other representa-
tive of the state where referred children are in care. In adult-focused
cases, usually clients are responsible for themselves unless they are
involuntarily detained under mental health legislation. With older
adults, their middle-aged children may have power of attorney over
their parents’ estates.

e The primary supportive figures in the immediate social network. With
children these are usually the parents but may be foster parents, resi-
dential childcare staff or nursing staff. With adults, typically partners
fill this role.

e The social control agents. These are professionals with statutory powers
who act as representatives of the state, such as social workers or pro-
bation officers. In some cases they may be already involved, while in
others there may be a possibility of them becoming involved if clients
do not engage in treatment.

e Other involved professionals. These may include school staff, medical
professionals, social service professionals, law enforcement profes-
sionals, and so forth.

e Change promoters. Any members of the referred person’s immediate
family or wider social network may be potential change promoters
insofar as they may be able to contribute to resolving the presenting
problems.

e Change preventers. Any members of the referred person’s immediate
family or wider social network may be potential change preventers
insofar as they may adopt positions that maintain the presenting
problems.

Certain key network members constitute the minimum sufficient network
necessary for effective therapy. These include the customer, the legally
responsible persons, the primary supportive figures and the identified
patient. It is difficult for family therapists to work effectively without
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engaging with these key network members. Ideally, all members of the
minimum sufficient network and the household (which often includes im-
portant change promoters and preventers) should be invited to an intake
meeting. If there are reasons to believe that this may be problematic it is
good practice to suggest that the referrer or customer ask the key people
to attend an initial appointment to give the therapist the benefit of their
views on how they think the problem may best be solved and what they
see as the main obstacles to this. If the customer or referrer cannot use this
type of invitation to engage key network members effectively in therapy,
then individual meetings or telephone calls may be used to connect with
these key members of the network. Alternatively, the initial sessions may
be used to help those family members who attend take steps to engage
other significant network members in the therapy process. Other engage-
ment difficulties will be dealt with below.

Planning What to Ask: Agenda Setting

Planning what questions to ask in a first session will depend on the prob-
lem posed in the referring letter, the preliminary hypothesis that the ther-
apist or therapy team have about the case and the routine interviewing
procedures typically used for such cases.

If the referrer’s concerns are vague, much time may be saved by phon-
ing the referrer and requesting clarification. In short, by asking

What is the main problem that needs to be solved, who is involved, and who is most
concerned that the problem be addressed now?

Family therapists have a responsibility to educate those that use their ser-
vices about types of cases that may be referred to them and the types of
assessment, therapy and consultation services that they offer. Clarifying
referral questions is one way of educating referrers about these issues.

It is important to acknowledge that family therapists do not typically
begin intake interviews with a completely open mind about the present-
ing problems. The referrer’s question along with the information provided
by the referrer will give rise to certain hunches or hypotheses. These are
typically informed by experience with similar cases and a knowledge of
the relevant literature. The more explicit these hypotheses are made, the
better, since these hypotheses will inform some of the lines of questioning
followed in a preliminary interview.

For any problem, an initial hypothesis may be constructed using ideas
from the many schools of family therapy reviewed in Chapters 1 to 6,
in which the pattern of family interaction that maintains the problem
is specified; the constraining beliefs and narratives that underpin each
family member’s role in this pattern are outlined; and the historical and
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contextual factors that underpin these belief systems and narratives are
specified. In Chapter 8 a method for generating such hypotheses about
both problems and exceptional circumstance in which problems do not
occur is outlined, and methods for interviewing families to check out
these hypotheses are given. However, in addition to specific lines of ques-
tioning that follow from hypotheses, therapists may also have a routine
set of enquiries that elicit information about problems and the contexts
within which they occur. Some such routine assessment procedures will
be outlined below.

STAGE 2 - ASSESSMENT
In the second stage of the therapeutic process there are three main tasks:

e engagement and establishing a contract for assessment
e completing the assessment and formulation
¢ building a therapeutic alliance.

Contracting for Assessment

Contracting for assessment involves the therapist and clients clarifying
expectations and reaching an agreement to work together. The first task is
to explain the route of referral. For example:

Hello, I'm XYZ. You're very welcome. I thought to start I would explain my
understanding of how you were referred here and check if that fits with your
understanding. Dr PQR wrote to me and said that you were all concerned about ABC.
She took the view that everyone in the family was affected by this and might be able
to help with solving this problem so she referred you here. Is that your understanding
of how the referral came about?

The next priority is to outline what the assessment involves and offer rel-
evant members of the network a chance to accept or reject the opportu-
nity to complete the assessment. The way in which the interviews will be
conducted, their duration, and the roles of the team (if a team is involved)
should be explained. For example:

What we had in mind for today was to invite each of you to give your views on the
problem: how you see it; what you think makes it worse or better; who is most affected
by it; how you think it might be solved. When each of you has given your view, we
will take a break. During the break, I will take some time to think about all that you
have said (or to talk with the team about their views of the situation) and then we can
finish up by discussing what to do next. That is, I will be in a position to tell you if you
have the type of problem with which we can help you and if so how we think it would
be best to proceed. These meetings usually take about two hours altogether. Can 1
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check with each of you if you wish to have this meeting right now and if you wish give
your views on the problems that led to you coming here today?

If a team is involved in the assessment process, their roles need to be clari-
fied. Also, if a one-way screen is being used, it is important to mention its
function. For example:

In our clinic we have found that it’s useful in helping families solve problems if
more than one therapist is involved. But it can be distracting if more than one of us
is here in the interviewing room. So our practice is to work in teams, and for the
rest of the team to watch the interview silently from the other side of that screen.
It looks like a mirror, but the team can see us from the other room. Their job is to
keep track of each person’s different view of the situation and think about how best
to solve the problem. Some members of the team are very experienced and some (like
me) are in training. I will introduce you to them after the break (or now) if that’s
OK with you?

If videotaping is used, a written consent form should be signed by
family members. It may also be useful to give a verbal explanation. For
example,

In our clinic we have found that we can get a clearer understanding of each person’s
different view of the situation if we video each session and then review it later. This is
a bit like using an X-ray to see how badly a bone is broken or how well it is healing. To
get this service, you must sign a consent form. The form simply says that you want
the video-review service and understand that the video is confidential and will not be
shown to anyone except the clinical team here in the Family Centre.

If after a course of therapy, a therapist wants to use a tape for training pur-
poses, then it is good practice to request written consent specifically for
this. The audience to which the tape will be shown must be specified on
the consent form, with reference to local, national or international train-
ing events.

It is important, in the contracting meeting, to highlight the voluntary
nature of the assessment. It is also important to clarify the limits of confi-
dentiality. Normally, the contents of sessions are confidential unless there
is evidence that a family member is a serious threat to themselves or to
others. For example, where there is evidence of suicidal intent or child
abuse, confidentiality may be breached.

With children and teenagers, in the contracting stage of the first session
misconceptions need to be dispelled. Some children come to their first
family therapy session believing that they will be involuntarily admit-
ted to hospital, placed in a detention centre, or subjected to a variety of
other coercive procedures. It is important to say that at the end of the first
session a decision about whether to meet again for one or more times will
be made and that these session do not involve coercion.
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Aninformationand consent form, which covers most of these contracting
points, is given in Figure 7.2. Literate families may be sent an information
and consent form like this before the first session. Non-literate families
may be invited to sign the form at the first session after the therapist has
read it to them.

SERVICE INFORMATION & CONSENT FORM

Please read the information below and then sign the form to indicate that you consent to
these conditions of service.

Voluntary attendance. Our clinic offers help to families with problems of living.
Attendance at this clinic is voluntary. You may attend if you wish.

Qualifications of therapists. All of our senior staff and supervisors are qualified marital
and family therapists, and some have other additional qualifications. Details of these are
available at reception. Other therapists on the staff are in professional training and work
on teams under the supervision of senior staff.

If the main problem involves your children parents are invited. We find that it is most
helpful if the young person with the problem and both parents attend the first
appointment. Fathers (or step-fathers) have a particularly important contribution to make
to our understanding of young people’s problems and to their resolution.

If the main problem involves an adult in the family or if there are marital difficulties it
is most helpful if both partners attend the first appointment.

First appointments. Your first appointment will last about 2 hours. During this meeting
family members will be invited to give their view of the problem, the things that you have
tried to do in the past to solve it, and information about family development. You may
also be invited to fill out a questionnaire.

Other appointments. At the end of the first appointment we will let you know if our
service can offer you help with the problem of living that led you to visit us. We will offer
you further appointments at times that are convenient to you at that point. If we offer you
a service, it is only fair to let you know that marital and family therapy is only effective in
about two out of three cases. Most families know after about six sessions if therapy is
helping. About 1 in 10 families find therapy makes their difficulties worse. If the service
you are offered does not help you, please let your therapist know this and if you require
a referral elsewhere please request this.

Fees and cancellations. Fees are payable at each session. There is no fee for
cancelled appointments provided you cancel the appointment at least two days before
the appointment so we can book in another client.

Confidentiality. In our clinic all staff work as part of team. The team includes
experienced senior staff and in some cases staff in training who work under the
supervision of senior staff. Everything that you say to your therapist is confidential to
your team.

The only circumstances under which we are obliged to give information to other people
about your case is where there is a risk that a member of your family may cause
themselves or others serious harm.

We will not give information about your case to others, such as the young person’s
school or your family doctor, without your consent.

(Continued on next page)
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The team and screen. As a routine part of our service, one member of your team will
interview you and the other members of the team including the supervisor will view the
therapy sessions from another room through a viewing screen. The therapist will
occasionally consult with the team to give your family the benefit of their expertise. You
will be introduced to the other team members if you wish.

Routine videotaping of therapy sessions. All therapy sessions are routinely
videotaped and reviewed by therapists and their supervisors to ensure that you are
provided with a high-quality service. Reviewing tapes of sessions also helps with
therapist training. All videotapes are confidential to your team.

Annonymised case reports. As a routine part of staff training, therapists are required
to write case reports for examination at the institute or university where they are training.
All identifying details of your family will be omitted from such reports.

Professional reports. If you would like a professional report sent to your family doctor
or to some other professional, discuss this with your therapist. There is a fee for such
reports.

Crises and emergencies. If a crisis occurs while you are attending our service, please
contact us in the first instance and we may be able to offer an appointment on short
notice. If this is not possible, we will advise you, in the event of an emergency,

to contact your family doctor or the accident and emergency department of the general
hospital in your catchment area.

Questions. If you have questions about any of the points made in this box, please ask
your therapist who will be happy to answer them.

Please sign the next line to indicate that you consent to the conditions of service
outlined in this box.

Signature of parent/Partner

Signature of parent/Partner

Signature of young person

Signature of young person

Signature of young person

Signature of young person

Figure 7.2 Service information and consent form

Managing Engagement Challenges

The process of contracting for assessment does not always run smoothly.
Engagement challenges are to be expected. The issue of partial family at-
tendance has been mentioned already. Refusal to participate in assessment,
non-attendance and receiving grossly inaccurate referral information are
some of the more important obstacles to engagement and establishing a
contract for assessment.
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In some instances, where the whole family attend for an intake inter-
view, children may not wish to complete the assessment, but their parents
may be insistent. One strategy for managing this is to invite the parents to
participate and the children to watch but not participate in the process. At
various junctures the therapist can invite the parents to speculate about
their children’s views, while respecting the children’s right not to partici-
pate in the assessment. For example:

My and Mrs XYZ, your understanding of this problem is very clear now and it does
suggest a number of possible solutions such as ABC. We must respect the right of
your children not to give us their views until they are ready. In the meantime, it
would be unfair to completely disregard their positions. So, one option is for you both
to quess or speculate about what you believe they would say about the problem and its
solution if they were ready to discuss it. What do you think your son would say?

Sometimes, when parents respond to invitations like these, their children
spontaneously join in the conversation to agree or disagree with their
parents speculations.

In some instances, the family may attend for assessment but the par-
ents may not wish to cooperate with the assessment interview. At the
same time, they may also not wish to earn the reputation of being a non-
attender because of possible negative consequences of doing so, such as
violating a probation order or risking having children taken into care.
In these cases, the main customer for treatment is usually a professional
such as a probation officer, social worker or physician who has forcefully
recommend attendance. In such situations, the therapist should include
the referring agent or professional most concerned about the case (i.e. the
customer) in the contracting session.

When none of the people invited to the intake interview attend, the
referrer should be contacted immediately to clarify why the family have
not shown up. Non-attendance, in our experience, may be due to fail-
ure to identify the true customer or to practical difficulties. Where non-
attendance is due to failure to identify the main customer, a meeting with
the referrer may be arranged to clarify who the primary customer is. Non-
attendance due to practical problems occurs most frequently with chaotic
families invited to attend a public clinic. In these instances, intake inter-
views may best be conducted in clients’ homes.

Sometimes, the information contained in the referral letter, or indeed
through a referral phone call, is wildly inaccurate. For example, a child-
focused referral problem may be a red flag to mark a profound adult-focused
or marital difficulty. Itis good practice to acknowledge the validity of clients
using a small child-focused problem as a way of checking out the therapist’s
trustworthiness before mentioning more profound difficulties with which
they want assistance. Recontracting for personal or marital work is usually
deferred until after the child-focused problems have been dealt with.
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The contracting for assessment is complete when family members have
been adequately informed about the process and have agreed to complete
the assessment. Cooperation problems or resistance may occur when ther-
apists proceed to conduct an assessment interview without first establish-
ing a contract for assessment.

Completing the Assessment 1. Enquiring about the Presenting
Problem

Once a contract for assessment has been established, each person may
be invited to give their view of the presenting problem. This typically
involves questions about the nature, frequency and intensity of the prob-
lems; previous successful and unsuccessful solutions to these problems;
and family members’ views on the causes of these problems and possible
solutions that they suspect may be fruitful to explore in future. In lis-
tening to replies to these enquires and requesting elaboration about the
social context within which the problems have been occurring, particular
attention should be paid to possible problem-maintaining interaction pat-
terns. Account may be taken of the list of common problem-maintaining
factors discussed in Chapter 8. Here are some questions that may be use-
ful when enquiring about the presenting problem.

Everybody has their own view of the problem. What we are interested in finding out
is each person’s view. These may all be quite different. That’s, OK. We are not looking
for the right answer or the absolute truth, just each person’s view of the problem. So,
ABC, can you tell us how you see it?

How did it start?

How is it now?

Can you describe in detail a specific episode of the problem?
What has made it better or worse?

What different things have been tried to solve it and what were the effects of these
attempts to solve it?

How do you think the problem will be in a year if you keep going as you have been?

Just say the problem got solved in the next few months, and I met you in a year’s time
and asked you what exactly had happened, what story would you tell me?

Completing the Assessment 2. Constructing a Genogram

The genogram is a family tree that contains clinical information about
the people in a family and their pattern of organisation. The process
of genogram construction may be routinely incorporated into initial
family assessment sessions. Genogram symbols are given in Figure 7.3
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and a checklist of areas to cover in genogram construction is given in

Table 7.1.

It is useful to construct a genogram in a way that allows all family
members to see it as it is drawn. A flip-chart or whiteboard may be used
to facilitate this. Here is one way to introduce the genogram, after each
person has given their views on the presenting problem.

You have each mentioned other family members, friends, teachers and professionals
who are affected by the problem or who have tried to help solve it. It would help us
to understand the roles of everyone involved, if we drew a family tree. Let’s start by
drawing a map of who is here today.

RIP
B. 1960 23y 1990
Female born in 23 year old Female problem Male problem Female who died Pregnancy
1960 male person person in 1990
M 1980 1992

Couple who married in 1980

/—

Estranged relationship

Close relationship

A family with two parents,
a son and a daughter

1999

Divorced in 1999

AVAN

Conflictual relationship

A family with two parents,
and twin daughters

Figure 7.3 Genogram symbols

Couple cohabiting since 1992

: : 1995

Separated in 1995

e

Close conflictual relationsh

ip

O

A family with two parents,
a daughter and a fosterson
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Table 7.1 Information to include in genograms

People

Patterns

Demographics

Transitions

Strengths

Vulnerabilities

Dyadic

Triadic

Complex

Name
Age
Occupation

Births

Deaths

Marriages, cohabiting relationships
Changing households

Leaving home

Foster care

Anniversaries of transitions

Examples of having coped well with
problems in the past

Work and school performance

Making and maintaining friendships

Sports and leisure

Special personal achievements

Illnesses and hospitalizations
Psychological adjustment problems
Substance abuse

Anger control, violence and abuse
Criminality

Supportive alliances and coalitions
Stressful conflicts

Triangulation where a child is required to
take sides with one of two other family
members (usually the parents)

Pathological triangles with denied cross-
generational coalitions

Detouring-attacking triads where the
parents express joint anger at the child,
associated with conduct problems

Detouring-protecting triads where parents
express joint concern about the child
who presents with a psychosomatic or
emotional complaint

Multigenerational dyadic patterns (e.g.
mothers and daughters are close in
three generations)

Multigenerational triadic patterns (e.g.
triangulation occurs in two generations)
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It may be explained that squares stand for males and circles for females.
The names and ages go inside these symbols. Sketch the nuclear family
and invite family members to extend the genogram upwards by filling in
the grandparents, and outwards by filling in aunts and uncles. From time
to time, families will need more rules to help them code information on the
genogram. Most of the genogram rules are contained in Figures 7.3. Once
the genogram contains all important family members along with their
names, ages and occupations, invite family members to include other im-
portant details following the checklist in Table 7.1.

When constructing a genogram, there are three common pitfalls. The
first is to ask too many questions about negative or trivial details. The sec-
ond is to miss the opportunity to use genogram construction as a chance
to label family members’ strengths. The third is not to ask enough ques-
tions about significant family patterns. If family members can not remem-
ber ages, dates, occupations or details about other problems, unless you
have reason to believe that these omissions have a particular significance
that is relevant to the presenting problem and their way of coping with it,
ignore the omissions.

Genogram construction is a good opportunity to pinpoint and label
family members’ strengths. When asking about strengths, focus largely
on the family members in the session and invite them to identify and
label their own and each other’s positive attributes. This often has the
impact of raising morale, diminishing hopelessness and allowing fami-
lies to develop more hopeful narratives about themselves. Here are some
examples of how to enquire about and label strengths:

Can you describe the last time you noticed your sonfdaughter/mother/father doing X
effectively? Would you agree that doing X well is one of their strengths?

Does your son or daughter go to school regularly? If so, would you say that being
conscientious and reliable is one of their strengths?

Does you husband/wife work hard on some occasions? If so, would you say that being
hardworking is one of their strengths?

Does your husband/wife/son/daughter help at home from time to time? If so, would
you say that being kind and helpful are two of their strengths?

Has your husband/wife[son/daughter ot a friend that they see from time to time. If
so, would you say that they are a loyal friend?

How long have you been in this family? How many times have you run away or felt
like running away but not done so? Does this mean that you are loyal to your family,
that family loyalty is one of your strengths?

You have lived with this problem a long time but you still get up every day and keep
going. Does this mean that that you have great stamina, like a long distance runner?

This problem would have caused other families to break up, but you are still together.
Does this mean that you are a strong united family?
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While it is useful to spend a lot of time asking questions which lead to
strengths being labelled, when asking about vulnerabilities, illnesses,
adjustment problems, it is less demoralising if these enquires are brief.
One way of keeping such enquiries brief is to ask the question about
each generation or the family as a whole, rather than each individual. For
example:

Has anyone in this generation had a serious illness or been hospitalised (pointing to
the grandparents’ generation)?

Do you know if anyone in this generation had bad nerves or a problem with drink?
Has anyone in the family got a really short fuse?

Has anyone in the family been in serious trouble with the police?

Triangles and complex multigenerational patterns may be identified by
first asking questions about alliances. Each family member may be asked
to point out on the nuclear family part of the genogram:

Which member of the family is closest to which other member?
and

Which family member is in disagreement with which other member?

Multigenerational patterns may be identified by asking about similarities
between relationships. For example:

What relationship in the wider family is most like the relationship between the father
and son in your own household?

It looks like sometimes a triangle happened in your house with A and B joining forces
against C. If we go back a generation or across to the households of aunts and uncles,
is there anywhere else that this triangle pattern happens?

Significant supportive or stressful members of the family’s social network
should be identified and included on the genogram. In the following ques-
tion, the term ‘family map’ is used for this type of extended genogram:

Outside of the family are there any close friends (neighbours/doctors/ teachers etc.)
that are important because they are very helpful to you and so should be on the family
map?

Are there any people that are important because they cause your family a lot of hassle
and so should be on the map?

To explore the amount of support or stress associated extrafamilial rela-
tionships some questions are useful in keeping this process brief:
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Which people in the family or wider network do you see on a daily basis and which do
you see infrequently, like just at Christmas and Easter?

Are these contacts a hassle or are they something you look forward to?

If some family members look forward to these contacts more than others,
each family member may be asked of these contacts:

Who looks forward to them the most ?
Who looks forward to them the least?

The management of developmental issues at an individual and family level
may be enquired about with reference to the developmental frameworks
outlined in Chapter 1. Questions may focus on how well individuals and
the family as a whole managed particular lifecycle stages and transitions
from one stage to the next. Once again, enquiring about individual and
family development offers an opportunity to pinpoint and label strengths.
For example:

When X was a preschooler[preadolescent/adolescent/young adult/middle aged/a
mature adult, how well did he/she manage the tasks of that life stage? Does this mean
that he/she was a competent person at that time?

When you were a family with no children/young children/preadolescents/ adolescents/
young adults how well did you manage the tasks of that life stage? Does this mean
that you were a competent couple/family at that time?

When you were a family with no children/young children/ preadolescents/ adolescents/
young adults how supportive were you of each other at that life stage? Does this mean
that you were a close supportive family/family that cared about each other at that
time?

Genograms may be used to engage family members who have found it
difficult to become involved in the earlier part of the interview. For ex-
ample, children and teenagers who have had little to say in the early part
of the interview may be given the task of drawing the genogram after the
rules for using the symbols have been explained to them. The therapist
may invite the youngster to write in specific details as they emerge in the
interview.

An example of a genogram for the Byrnes is presented in Figure 7.4. The
Byrnes were referred because Miles, aged 9 years, was having multiple
problems. From this genogram, it is apparent that Miles is soiling, has
literacy difficulties and tantrums. He is a middle child living with his
mother, father and siblings. His father, like Miles has a history of literacy
problems. Miles’ tantrums date back two years to the birth of his brother
and his soiling dates back a year to his older sister’s departure to boarding
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school. This event was a major loss for Miles because he has a close rela-
tionship with his sister. Miles has a close conflictual relationship with
his mother and a distant relationship with his father (a pattern that com-
monly maintains rather than resolves child behaviour problems) and
these relationships between Miles and his parents resemble the types of
relationships that the parents had in their families of origin. Overall, the
Byrnes have experienced a considerable build-up of life stress in the four
years prior to the referral. There have been two bereavements in father’s
family of origin, the birth of a difficult temperament child and the older
daughter’s departure to boarding school. The stresses may have par-
tially compromised the parents’ capacity to manage Miles” difficulties.
However, the family have a number of very significant strengths, which
suggest that Byrnes would be able to benefit from family therapy. First,
despite their multiple difficulties they continue to fulfil their duties, with
both parents holding down good jobs, running a busy household and the
two older children attending school regularly. Second, they are extremely
loyal to each other, and have a track record of being a strong united fam-
ily. Third, there has never been a challenge that they had to face in the past
that they did not manage through their own determination and efforts.
Finally, all five members of the nuclear family want to use therapy as a
way of resolving their difficulties and are committed to attending therapy
for up to 10 sessions over a six-month period.

This example, and narrative summary, illustrates the way genograms
may offer a pictorial summary of significant individual developmental
and family factors in complex cases.

A complete exploration of the use of the genogram in family assessment
is given in McGoldrick, Gerson and Shellenberger’s (1999) text. Numerous
interesting examples, including the genograms of Sigmund Freud, Carl
Jung and Gregory Bateson are included in this text. Web-based resources
for drawing genograms are given in Chapter 16.

Questionnaires and Rating Scales

Questionnaires and rating scales, like genograms, provide a way of rou-
tinely surveying family strengths and weaknesses. The Global Assess-
ment of Relational Functioning (American Psychiatric Association, 2000),
presented in Figure 7.5 is a particularly useful rating scale for assessing
families’ overall functioning before and after treatment. Well a designed
and standardised questionnaires and rating scales have been developed
for a number of models of family functioning that fall broadly within the
structural family therapy tradition. These models include the Beavers
Family Systems Model (Beavers & Hampson, 2000), the Circumplex Model
(Olson, 2000), the McMaster Model (Miller, Ryan, Keitner, Bishop & Epstein
2000b), the Family Process Model (Skinner, Steinhauer & Sitarenios, 2000),
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and the Darlington Family Assessment System (Wilkinson, 1998). In each
of these models, family functioning is conceptualised as varying along
a limited number of dimensions, such as cohesion, communication or
problem-solving skill, and the questionnaires and rating scales for each
model allow clinicians to find out where families stand on these dimen-
sions. Information on where to obtain these and other rating scales are

81-100 Overall Functioning. The family is functioning satisfactorily from clients’

61-80

41-60

self-reports and from the perspective of observers.

Problem solving and communication. Agreed routines exist that help meet
the needs of the family. There is flexibility for change in response to unusual
demands or events. Occasional conflicts and stressful transitions are resolved
through effective problem solving and communication.

Organisation. There is a shared understanding and agreement about roles
and tasks. Decision-making is established for each functional area. There is
recognition or the unique characteristics and merits of each partner.

Emotional Climate. There is a situationally appropriate optimistic
atmosphere. A wide range of feelings is freely expressed and managed.
There is a general atmosphere of warmth, caring and sharing values. Sexual
relations are satisfactory.

Overall Functioning. The functioning of the family is somewhat
unsatisfactory. Over a period of time many, but not all difficulties are resolved
without complaints.

Problem solving and communication. Daily routines that help meet the
needs of the family are present. There is some difficulty in responding to
unusual demands or events. Some conflicts remain unresolved but do not
disrupt the functioning of the family.

Organisation. Decision-making is usually competent, but efforts to control one
another quite often are greater than necessary or are ineffective. There is not
always recognition of the unique characteristics and merits of each partner and
sometimes blaming or scapegoating occurs.

Emotional Climate. A range of feelings is expressed, but instances of
emotional blocking and tension are evident. Warmth and caring are present but
are marred by irritability and frustration. Sexual relations are reduced or
problematic.

Overall Functioning. The family have occasional times of satisfying and
competent functioning together, but clearly dysfunctional, unsatisfying
relationships tend to predominate.

Problem solving and communication. Communication is frequently inhibited
by unresolved conflicts that often interfere with daily routines. There is
significant difficulty in adapting to family stresses and transitional change.
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Organisation. Decision-making is only intermittently competent and effective.
Either excessive rigidity or significant lack of structure is evident at these
times. Individual needs are often submerged by one family member’s
demands.

Emotional Climate. Pain or ineffective anger or emotional deadness
interferes with family enjoyment. Although there is some warmth and support
between partners, it is usually unequally distributed. Troublesome sexual
difficulties are often present.

21-40 Overall Functioning. The family is obviously and seriously dysfunctional.
Forms and time periods of satisfactory relating are rare.

Problem solving and communication. Family’s routines do not meet family
members’ needs.

They are grimly adhered to or blithely ignored. Lifecycle changes generate
painful conflict and obviously frustrating failures in problem-solving.

Organisation. Decision-making is tyrannical or quite ineffective. Family
members’ unique characteristics are unappreciated or ignored.

Emotional Climate. There are infrequent periods of enjoyment of life
together. Frequent distancing or open hostility reflects significant conflicts
that remain unresolved and quite painful. Sexual dysfunction is commonplace.

1-20  Overall. Functioning. The family has become too dysfunctional to retain
continuity of contact and attachment.

Problem solving and communication. Family routines for eating, sleeping,
entering and leaving the home etc are negligible. Family members do not
know each other’s schedules. There is little effective communication among
family members.

Organisation. Family members are not organised to respect personal
boundaries or accept personal responsibilities within the family. Family
members may be physically endangered, injured or sexually assaulted.

Emotional Climate. Despair and cynicism are pervasive. There is little
attention to the emotional needs of others.

There is almost no sense of
attachment, commitment or concern for family members’ welfare.

Source: Based on American Psychiatric Association (2000). [Diagnostic and Statistical Manual
of the Mental Disorders, 4th edn. Revision, DSM-IV-TR, pp. 814-816. Washington, DC: APA ]

Figure 7.5 Global Assessment of Relational Functioning Scale

contained in the list of resources in Chapter 19. A summary of research on
empirical approaches to family assessment is contained in Carr (2000c).

Alliance Building

In addition to providing information, the process of assessment also
serves as a way for the therapist and members of the family to build
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a working alliance. Building a strong working alliance is essential for
valid assessment and effective therapy. All other features of the consultation
process should be subordinate to the working alliance, since without it clients
drop out of assessment and therapy or fail to make progress (Carr, 2005).
The only exception to this rule is where the safety of child or family
member is at risk and, in such cases, protection takes priority over alli-
ance building.

Research on common factors that contribute to a positive therapeu-
tic outcome and ethical principles of good practice point to a number of
guidelines that therapists should employ in developing a working alli-
ance (Sprenkle & Blow, 2004). Warmth, empathy and genuineness should
characterise the therapist’s communication style. The therapist should
form a collaborative partnership in which family members are experts
on the specific features of their own family, and therapists are experts
on general scientific and clinical information relevant to family develop-
ment and the broad class of problems of which the presenting problem is
a specific instance.

Assessment should be conducted from a position of respectful curios-
ity in which the therapist continually strives to uncover new information
about the problem and potential solutions and invites the family to con-
sider the implications of viewing their difficulties from multiple different
perspectives (Cecchin, 1987).

An invitational approach should be adopted in which family mem-
bers are invited (not directed) to participate in assessment and treatment
(Kelly, 1955).

There should be a balanced focus on individual and family strengths
and resilience on the one hand and on problems and constraints on the
other. A focus on strengths promotes hope and mobilises clients to use
their own resources to solve their problems (Miller et al., 1996). However,
a focus on understanding why the problem persists and the factors that
maintain it is also important, since this information informs more effi-
cient problem solving.

There should be an attempt to match the way therapy is conducted to
the clients’ readiness to change, since to do otherwise may jeopardise the
therapeutic alliance (Prochaska, 1999). For example, if a therapist focuses
on offering technical assistance with problem solving to clients who are
still only contemplating change and needing help exploring the pros and
cons of change, conflict will arise because the clients will feel coerced into
action by the therapist and probably not follow through on therapeutic
tasks, and the therapist may feel disappointed that the clients are showing
resistance.

There should be an acknowledgement that clients and therapists inad-
vertently bring to the working alliance attitudes, expectations, emotional
responses and interactional routines from early significant caregiving and
care-receiving relationships. These transference and countertransference
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reactions, if unrecognised, may compromise therapeutic progress and so
should be openly and skilfully addressed when resistance to therapeutic
change occurs. Methods for troubleshooting resistance will be discussed
below.

Formulation and Feedback

The assessment is complete when the presenting problem is clarified and
the context within which it occurs has been understood; a formulation of
the main problem and family strengths has been constructed following
the guidelines set out in Chapter 7; and these have been discussed with
the family. Detailed guidelines for presenting formulations to clients will
be described in Chapter 8. Three broad principles deserve mention at this
stage. First, formulations should open-up new possibilities for solving
the presenting problem. Second, formulations should be complex enough
to take account of important problem-maintaining behaviour patterns,
beliefs and significant predisposing factors, but simple enough to be
easily understood by the family. Third, formulations should fit with the
information the family have discussed in the sessions, but offer a different
framing of this material. The framing should be different, but not too
different, from their current position. If formulations are no different
from client’s current position, little change will occur because there is no
new information in the system. If formulations are extremely different
from the family’s position, then they will be rejected and so the status quo
will be maintained.

STAGE 3 - TREATMENT

Once a formulation has been constructed, the family may be invited to
agree a contract for treatment, or it may be clear that treatment is unnec-
essary. In some cases, the process of assessment and formulation leads to
problem resolution. Two patterns of assessment-based problem resolu-
tion are common. In the first, the problem is reframed so that the family
no longer see it as a problem. For example, the problem is redefined as
a normal reaction, a developmental phase or an unfortunate but tran-
sient incident. In the second, the process of assessment releases family
members’ natural problem-solving skills and they resolve the problem
themselves. For example, many parents, once they discuss their anxiety
about handling their child in a productive way during a family assess-
ment interview, feel released to do so. In other cases, assessment leads
on to contracting for an episode of treatment. Treatment rarely runs a
smooth and predictable course, and the management of resistance, dif-
ficulties and impasses that develop in the midphase of treatment require
troubleshooting skills.
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Setting Goals and Contracting for Therapy

The contracting process involves establishing clearly defined and realis-
tic goals and outlining a plan to work towards those goals in light of the
formulation presented at the end of the assessment stage. Clear, realistic,
visualised goals that are fully accepted by all family members and that are
perceived to be moderately challenging are crucial for effective therapy.
Asking clients to visualise in concrete detail precisely how they would go
about their day-to-day activities if the problem were solved is a particu-
larly effective way of helping clients to articulate therapeutic goals. For
example:

Imagine, it'’s a year from now and the problem is solved. It’s a Monday morning
at your house. What is happening? Give me a blow-by-blow description of what
everyone is doing?

Suppose your difficulties were sorted out and someone sneaked into your house and
made a video of you all going about your business as usual. What would we all see if
we watched this videotape?

If there were a miracle tomorrow and your problem was solved, what would be
happening in your life?

This last question, which owes its origin to Milton Erickson, plays a cen-
tral role in deShazer’s (1988) solution-focused approach to therapy. He re-
fers to it as the ‘miracle question’.

Questions that ask the client to visualise some intermediate step along
the road to problem resolution may help clients to elaborate intermediate
goals or to clarify the endpoint at which they are aiming. Here are some
questions that fall into this category:

Just say this problem was half-way better. What would you notice different about the
way your mother/father/brother/sister talked to each other?

What would be the difference between the way you argue now and the way you would
argue if you were half~way down the road to solving this difficulty?

The following goal-setting questions involve asking clients about the
minimum degree of change that would need to occur for them to believe
that they had begun the journey down the road to problem resolution:

What is the first thing I would notice if I walked into your house if things were just
beginning to change for the better?

What is the smallest thing that would have to change for you to know you were

moving in the right direction to solve this difficult problem?

The MRI group ask clients to set these minimal changes as their thera-
peutic goals. They believe that once these small changes occur and are
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perceived, a snowball effect takes place, and the positive changes become
more and more amplified without further therapeutic intervention
(Segal, 1991).

Ideally progress towards goals should be assessed in an observable or
quantitative way. For many problems, progress may be assessed using
frequency counts, for example, the number of fights, the number of wet
beds, the number of compliments, or the number of successes. Ratings of
internal states, moods and beliefs are useful ways of quantifying prog-
ress towards less observable goals. Here are some examples of scaling
questions:

You say that on a scale of 1-10 your mood is now about 3. How many points would it
have to go up the scale for you to know you were beginning to recover?

If you were recovered, where would your mood be on a 10-point scale most days?

Look at this line. One end stands for how you felt after the car accident. The other, for
the feeling of elation you had when you were told about your promotion.

Low mood High mood
after car after
accident promotion

Can you show me where you are on that line now and where you want to be when you
have found a way to deal with your condition?

Last week on a scale of 1-10 you said your belief in XYZ was 4. How strongly do you
believe XYZ now?

Goal setting takes time and patience. Different family members may have
different priorities when it comes to goal setting and negotiation about
this is essential. This negotiation must take account of the costs and ben-
efits of each goal for each family member. The costs and benefits of these
may usefully be explored using questions like these:

What would each person in the family lose if you successfully achieved that goal?
What would each person in the family gain if you successfully achieved that goal?

Who would lose the most and who would gain the most if you successfully achieved
that goal?

One of the major challenges in family therapy is to evolve a construction
of the presenting problems that opens up possibilities where each family
member’s wishes and needs may be respected, when these different needs
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and wishes are apparently conflicting. Helping family members to articu-
late the differences and similarities between their positions in consider-
able detail, and inviting them to explore goals to which they can both
agree, first, is a useful method of practice here.

Polly, a 15-year-old girl referred because of school difficulties, said that
she wanted to be independent. Her parents wanted her to be obedient.
Both wanted to be able to live together without continuous hassle. De-
tailed questioning about what would be happening if Polly were to be in-
dependent and obedient revealed that both Polly and her parents wanted
her to be able, among other things, to speak French fluently. This would
help Polly achieve her personal goal of working in France as an au pair and
would satisfy the parents’ goal of her obediently doing school work. Get-
ting a passing grade in French in the term exam was set as a therapy goal.
It reflected the family goal of reducing hassle and the individual goals of
Polly and her parents.

After a detailed exploration of the costs and benefits of various goals,
clients” acceptance of one set of goals and their commitment to them
needs to be clarified. It is important to postpone any discussion of ways
of reaching goals until it is clear that clients accept and are committed to
them. Two key direct questions may be asked to check for acceptance and
commitment.

Do you want to work towards these goals?

Are you prepared to accept the losses and hassles that go with accepting and working
towards these goals?

When setting goals and checking out clients’ commitment to them, it is
important to give clients clear information about research on the costs
and benefits of family interventions and the overall results of outcome
studies (Carr, 2000a, 2000b; Sprenkle, 2002). Broadly speaking, most
effective psychological interventions for families are effective in only
66-75% of cases and about 10% of cases deteriorate as a result of therapy.
The more strengths a family has, the more likely it is that therapy will
be effective. If therapy is going to be effective, most of the gains are
made in the first 6-10 sessions. Relapses are inevitable for many types
of problems and periodic booster sessions may be necessary to help
families handle relapse situations. With chronic problems and disabili-
ties, further episodes of intervention are typically offered at lifecycle
transitions.

The contracting session is complete when family members agree to be
involved in an episode of therapy to achieve specific goals. In these cost-
conscious times, in public services or managed care services, therapeutic
episodes should be time-limited to between six and ten sessions, since
most therapeutic change appears to happen within this time frame.
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Participating in Treatment

When therapeutic goals have been set, and a contract to work towards
them has been established, it is appropriate to start treatment. Treatment
may involve interventions that aim to alter problem-maintaining behav-
iour patterns; interventions that focus on the development of new narra-
tives and belief-systems that open up possibilities for problem resolution;
and interventions that focus on historical, contextual or constitutional
predisposing factors. Detailed guidelines for these three classes of in-
terventions are given in Chapter 9. As a broad principle of practice, it is
probably most efficient to begin with interventions that aim to alter prob-
lem-maintaining behaviour patterns and the belief systems that under-
pin these, unless there is good reason to believe that such interventions
will be ineffective because of the influence of historical family of origin
issues, broader contextual factors or constitutional vulnerabilities. Only if
interventions that focus on problem-maintaining behaviour patterns and
belief systems are ineffective is it efficient to move towards interventions
that target historical, contextual or constitutional factors. Of course, there
are exceptions to this rule, but it is a useful broad principle for integrative
family therapy practice (Pinsof, 1995).

Troubleshooting Resistance

It is one of the extraordinary paradoxes of family therapy, that clients go
to considerable lengths to seek professional guidance on how to manage
their difficulties but often do not follow therapeutic advice that would
help them solve their problems. This type of behaviour has traditionally
been referred to as resistance. Accepting the inevitability of resistance as
part of the therapist—client relationship and developing skills for manag-
ing it, can contribute to the effective practice of family therapy (Anderson
& Stewart, 1983). However, before discussing the management of resis-
tance, the avoidance of therapist—client cooperation difficulties deserves
mention.

In many instances resistance may be avoided if therapists attempt
to match the way therapy is conducted to clients’ readiness to change
(Prochaska, 1999; deShazer, 1988). In solving any problem, clients
move through a series of stages from denial of the problem, through
contemplating solving the problem, to being committed to taking active
steps to solve the problem, and planning and executing these steps. Later,
they enter a stage where productive changes require maintenance. During
the early stages of denial and contemplation, the clients’ main require-
ment in therapy is to be given support while considering the possibility
that they may have a previously unrecognised problem. Such clients are
often coerced into therapy by other family members or statutory agencies.
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When clients accept that they have problems and begin to contemplate the
possibility of solving these, they need an opportunity to explore beliefs
and narratives about their difficulties and to look at the pros and cons of
change. The ambivalence of such clients may derive from demoralisation,
exhaustion or fear of change. Later, during the planning and action phases
of change, clients need therapists to brainstorm problem-solving strategies
with them and offer technical help and support as they try to put their plan
into action. Once they have made productive changes, clients may require
infrequent contact to maintain these changes. If therapists do not match
interventions to clients’ readiness to change then resistance will arise
in the therapeutic relationship. For example, if therapists offer technical
assistance with problem solving to clients who are still only contemplating
change and need help exploring the pros and cons of change, resistance
will arise because clients will feel coerced into action by their therapists.
They will probably not follow through on therapeutic tasks. In response,
therapists may feel disappointed that clients are showing resistance. This
disappointment may have a negative impact on the quality of the thera-
peutic alliance and the overall long-term effectiveness of therapy.

Despite our best efforts to match our therapeutic approach to clients’
readiness to change, resistance often occurs. Resistance may occur in a
wide variety of ways. Resistance may take the form of clients not com-
pleting tasks between sessions, not attending sessions, or refusing to
terminate the therapy process. It may also involve not cooperating dur-
ing therapy sessions. For clients to make progress with the resolution of
their difficulties, the therapist must have some systematic way of dealing
with resistance. Here is one system for trouble-shooting resistance. First,
describe the discrepancy between what clients agreed to do and what
they actually did. Second, ask about the difference between situations
where clients managed to follow through on an agreed course of action
and those where they did not. Third, ask what they believed blocked them
from making progress. Fourth, ask if these blocks can be overcome. Fifth,
ask about strategies for getting around the blocks. Sixth, ask about the
pros and cons of these courses of action. Seventh, frame a therapeutic
dilemma that outlines the costs of maintaining the status quo and the
costs of circumventing the blocks.

When resistance is questioned, factors that underpin it are uncovered.
In some instances unforeseen events — Acts of God — hinder progress.
In others, the problem is that the clients lack the skills and abilities that
underpin resistance. Where a poor therapy contract has been formed,
resistance is usually due to a lack of commitment to the therapeutic pro-
cess. Specific convictions that form part of clients” individual, family or
culturally based belief systems may also contribute to resistance, where
the clients’ values prevent them from following through on therapeutic
tasks. The wish to avoid emotional pain is a further factor that commonly
underpins resistance.
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Client transference and therapist countertransference may also contrib-
ute to resistance. In some instances, clients have difficulty cooperating
with therapy because they transfer, onto the therapist, relationship ex-
pectations that they had as infants of parents whom they experienced as
either extremely nurturing or extremely neglectful. Karpman’s triangle
(1968), which is set out in Figure 7.6, is a useful framework for understand-
ing transference reactions. Clients may treat the therapist as a nurturent
parent who will rescue them from psychological pain caused by some
named or unnamed persecutor, without requiring them to take respon-
sibility for solving the presenting problems. For example, a demoralised
parent may look to the therapist to rescue them from what they perceive
to be a persecuting child who is aggressive and has poor sleeping habits.
Alternatively, clients may treat the therapist as a neglectful parent who
wants to punish them and so they refuse to follow therapeutic advice.
For example, a father may drop out of therapy if he views the therapist
as persecuting him by undermining his values or authority within the
family. In some instances, clients alternate between these extreme trans-
ference positions. When parents develop these transference reactions, it
is important to recognise them and discuss once again with clients, their
goals and the responsibilities of the therapist and family members within
the assessment or treatment contract. In other instances, it may be appro-
priate to interpret transference by pointing out the parallels between cli-
ents’ current relationships with the therapist and their past relationships
with their parents. However, such interpretations can only be offered in
instances where a strong therapeutic alliance has developed and where
clients are psychologically minded.

Questioning resistance is only helpful if a good therapeutic alliance has
been built. If clients feel that they are being blamed for not making prog-
ress, then they will usually respond by pleading helplessness, blaming
the therapist or someone else for the resistance, or distracting the focus of
therapy away from the problem of resistance into less painful areas. Blam-
ing, distraction or pleading helplessness often elicit countertransference

Rescuer Persecutor

Victim

Figure 7.6 Karpman’s triangle
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reactions on the therapist’s part, which compound rather than resolve the
therapeutic impasse.

Most therapists experience some disappointment or frustration when
faced with these client reactions and with resistance. These negative
emotions are experienced whether the cooperation problems are due
to transference or other factors. In those instances where therapists’
negative reactions to cooperation problems are out of proportion to the
clients” actual behaviour, they are probably experiencing countertrans-
ference. That is, they are transferring relationship-expectations based
on early life experience onto current relationships with clients. As with
transference reactions, Karpman'’s triangle (set out in Figure 7.6) offers
a valuable framework for interpreting countertransference reactions.
Inside many therapists there is a rescuer, who derives self-esteem from
saving the client/victim from some persecuting person or force. Thus, in
situations where a child is perceived as the victim and the parent fails
to bring the child for an appointment, a countertransference reaction,
which I have termed ‘rescuing the child’, may be experienced. With
multiproblem families, in which all family members are viewed as
victims, there may be a preliminary countertransference reaction of
‘rescuing the family’ (from a persecuting social system). If the fam-
ily does not cooperate with therapy or insists on prolonging therapy
without making progress, the countertransference reaction of rescuing
the family may be replaced by one of ‘persecuting the family’. When
this countertransference reaction occurs repeatedly, burn-out occurs
(Carr, 1997).

When therapists find themselves experiencing strong countertransfer-
ence reactions and they act on these without reflection and supervision,
they may become involved in behaviour patterns with family members
that replicate problematic and problem-maintaining family behav-
iour patterns. For example, with chaotic families where child abuse or
delinquency is the presenting problem, the countertransference reac-
tion of persecuting the family can lead therapists to become involved
in punitive behaviour patterns with clients. These may replicate the
punitive family behaviour patterns that maintain the child abuse or
delinquency.

STAGE 4 - DISENGAGING OR RECONTRACTING

In the final stage of therapy the main tasks are to fade out the frequency
of sessions; help the family understand the change process; facilitate the
development of relapse management plans; and frame the process of dis-
engagement as the conclusion of an episode in an ongoing relationship
rather than the end of the relationship.
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Fading Out Sessions

The process of disengagement begins once improvement is noticed. The
interval between sessions is increased at this point. This sends clients the
message that you are developing confidence in their ability to manage
their difficulties without sustained professional help. Here are some ex-
amples of how increasing the intersession interval may be framed so as to
promote positive change:

From what you've said today, it sounds like things are beginning to improve. It would
be useful to know how you would sustain this sort of improvement over a period
longer than a fortnight. So let’s leave the gap between this session and the next a bit
longer, say three weeks or a month?

It seems that you've got a way of handling this thing fairly independently now. 1
suggest that we meet again in a month, rather than a week, and then discuss how you
went about managing things independently over a four-week period. How does that
sound to you?

Discussing Permanence and the Change Process

The degree to which goals have been met is reviewed when the session
contract is complete or before this, if improvement is obvious. If goals
have been achieved, the family’s beliefs about the permanence of this
change is established with questions like this:

Do you think that ABC’s improvement is a permanent thing or just a flash in the
pan?

How would you know if the improvement was not just a flash in the pan?

What do you think your dad/mumjfwife/husbandfwould have to see happening in
order to be convinced that these changes were here to stay?

Then the therapist helps the family construct an understanding of the
change process by reviewing with them the problem, the formulation,
their progress through the treatment programme and the concurrent im-
provement in the problem.

Relapse Management

In relapse management planning, family members are helped to forecast
the types of stressful situations in which relapses may occur; their probable
negative reactions to relapses; and the ways in which they can use the
lessons learned in therapy to cope with these relapses in a productive
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way. Here is an example of how the idea of relapse management may be
introduced in a case where Barry, the son, successfully learned from his
father, Danny, how to manage explosive temper tantrums. The following
excerpt is addressed to Barry’s mother.

You said to me that you are convinced now that Barry has control over his temper...
that he has served an apprenticeship to his Dad in learning how to manage this fierce
anger that he sometimes feels. OK... ? It looks like the change is here to stay also...
that’s what you believe. That’s what I believe. But there may be some exceptions to
this rule. Maybe on certain occasions he may slip... and have a big tantrum... Like
when you gave up cigarettes, Danny, and then had one at Christmas in the pub...
a relapse... It may be that Barry will have a temper relapse. Let’s talk about how to
handle relapses.

Many relatively simple behavioural problems may be used as analogies
to introduce the idea of relapse. Smoking, drinking, nail-biting, thumb-
sucking and accidentally sleeping late in the morning are among some
of the more useful options to consider. Once all family members have
accepted the concept of relapse, then the therapist asks how such events
might be predicted or anticipated.

If that were going to happen in what sort of situations do you think it would be most
likely to occur?

What signs would you look for, if you were going to predict a relapse?

From what you know about the way the problem started this time, how would you be
able to tell that a relapse was about to happen?

Often relapses are triggered by similar factors to those that precipi-
tated the original problem. Sometimes relapses occur as an anniversary
reaction. This is often the case in situations where a loss has occurred and
where the loss or the bereavement precipitated the original referral. More
generally, relapses seem to be associated with a build-up of stressful life
events. These factors include family transitions, such as: members leaving
or joining the family system; family transformation through divorce or
remarriage; family illness; changes in children’s school situation; changes
in parents’ work situation; or changes in the financial status of the family.
Finally, relapses may be associated with the interaction between physi-
cal environmental factors and constitutional vulnerabilities. For example,
people diagnosed as having seasonal affective disorder are particularly
prone to relapse in early winter and youngsters with asthma may be
prone to relapse in the spring.

Once family members have considered events that might precipitate a
relapse, enquires may be made about the way in which these events will
be translated into a full-blown relapse:
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Sometimes, when a relapse occurs, people do things without thinking and this makes
things worse. Like with cigarettes... if you nag someone that has relapsed, they will
probably smoke more to deal with the hassle of being nagged!! Just say a relapse
happened with Barry, what would each of you do. ... if you acted without thinking...
that would make things worse?

This is often a very humorous part of the consultation process, where
the therapist can encourage clients to exaggerate what they believe their
own and other family members’ automatic reactions would be and how
these would lead to an escalation of the problem. The final set of enquiries
about relapse management focuses on the family’s plans for handling the
relapse. Here are a couple of examples.

Just say a relapse happened, what do you think each person in the family should do?

You found a solution to the problem this time round. Say a relapse happened, how
would you use the same solution again?

Framing Disengagement as an Episode in a Relationship

Disengagement is constructed as an episodic event rather than as the end
of a relationship. This is particularly important when working with fami-
lies where members have chronic problems. Providing clients with a way
of construing disengagement as the end of an episode of contact rather
than as the end of a relationship is a useful way to avoid engendering
feelings of abandonment. Three strategies may be used to achieve this.
First, a distant follow-up appointment may be scheduled. Second, families
may be told that they have a session in the bank, which they can make use
of whenever they need it without having to take their turn on the wait-
ing list again. Third, telephone back-up may be offered to help the family
manage relapses. In all three instances, families may disengage from the
regular process of consultations, while at the same time remaining con-
nected to the therapeutic system.

Recontracting

In some instances, the end of one therapeutic contract will lead imme-
diately to the beginning of a further contract. For example, following an
episode of treatment for child-focused problems, a subsequent contract
may focus on marital difficulties, or individual work for the adults in the
family. Here is an example of a contract for marital work being offered to
a violent family who originally came to the clinic because their son was
soiling.
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The main problem you wanted help with... when you first came... was Mike’s
soiling. And we agreed to work on that... I thought I could help you with that
one. But now I know that I can’t... You see... the way you describe things... with
the fighting and the hitting at home... that even if you follow through on trying
to manage Mike differently... he will still soil. He soils when he sees mum and
dad hitting each other... But we have no agreement to discuss this issue... the
violence... the hitting. This is true? But I am willing to discuss an agreement with
you now, if you would like that. This agreement is a marital issue. So if you want
to discuss it with me I suggest we deal with this without Mike and the girls? Just
take a minute to think about that now and tell me if this is something you want or
not?

Failure Analysis

If goals are not reached, it is in the clients” best interests to avoid doing
more of the same (Segal, 1991). Rather, therapeutic failures should be ana-
lysed in a systematic way. The understanding that emerges from this is
useful both for the clients and for the therapist. From the clients’ perspec-
tive, they avoid becoming trapped in a consultation process that main-
tains rather than resolves the problem. From the therapists’ viewpoint, it
provides a mechanism for coping with burn-out that occurs when mul-
tiple therapeutic failures occur.

Failures may occur for a number of reasons (Carr, 1995). First, they may
occur because of the engagement difficulties. The correct members of the
network may not have been engaged. For example, with child-focused
problems, where fathers are not engaged in the therapy process, drop out
is more likely. The construction of a formulation of the presenting prob-
lem that does not open up possibilities for change or which does not fit
with the family’s belief systems is a second possible reason for failure. A
third reason why failure occurs may be that therapy did not focus on the
appropriate behaviour patterns belief systems or predisposing factors, the
therapeutic alliance was poorly built, or the therapist had difficulties in
offering the family invitations to complete the therapeutic tasks. Problems
with handling families’ reservations about change, and the resistance that
this may give rise to, is a fourth and further source of failure. Disengaging
without empowering the family to handle relapses is a fifth possible factor
contributing to therapeutic failure. A sixth factor is countertransference.
Where countertransference reactions seriously compromise therapist
neutrality and the capacity to join in an empathic way with each member
of the problem system, therapeutic failure may occur. Finally, failure may
occur because the goals set did not take account of the constraints within
which family members were operating. These constraints include: histori-
cal factors within the parents’ families of origin; contextual factors in the
wider social system, such as poverty; and constitutional factors, such as
vulnerability to illness or disability. The analysis of treatment failure is
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an important way to develop therapeutic skill. Supervision for managing
loss experiences associated with disengaging from both successful and
unsuccessful cases is a common requirement for family therapists. Where
therapy has been unsuccessful, disengagement may lead to a sense of
loss of professional expertise. Loss of an important source of professional
affirmation and friendship are often experienced when therapists disen-
gage from successful cases.

SUMMARY

Family therapy may be conceptualised as a developmental and recur-
sive process involving the stages of planning, assessment, treatment and
disengagement or recontracting. In the planning stage, network analysis
provides guidance on who to invite to the intake interview. The mini-
mum sufficient network necessary for an assessment to be completed
includes the customer, the person legally responsible for the problem
person, the person who has a primary supportive relationship with the
referred person and the referred individual. In planning an agenda, a rou-
tine interview may be supplemented by lines of questioning, which take
account of hypotheses about the specific features of the case. Establish-
ing a contract for assessment; working through the assessment agenda;
dealing with engagement problems; building a therapeutic alliance and
giving feedback are the more important features of the assessment stage,
which may span a number of sessions. All other features of the consultation
process should be subordinate to the working alliance, since without it clients
drop out of the consultation process. The working alliance should be a
collaborative partnership characterised by warmth, empathy and genu-
ineness, respectful curiosity and an invitational approach. There should
be an attempt to match the therapeutic approach to the clients’ readi-
ness to change. The inevitability of transference and countertransference
reactions within the therapeutic relationship should be acknowledged.
Towards the end of the assessment phase, a formulation is constructed
and fed back to the family as a basis for a therapeutic contract. Inevita-
bly, cooperation difficulties occur during therapy and case management.
These may be due to a lack of skills on the client’s part or to complex
factors that impinge on clients” motivation to resolve their difficulties. A
systematic method for analysing resistance and resolving it is required
to complete case management plans. Disengagement is considered when
the end of the therapeutic contract is reached. If goals have not been
achieved, this should be acknowledged and referral to another agency
considered. Where goals have been reached, relapse management and
the options for future booster sessions are considered. In cases where
further problems have emerged, a new contract for work on these issues
may be offered.
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Chapter 8

FORMULATING PROBLEMS AND
EXCEPTIONS

In Chapters 3, 4 and 5, we saw that the many family therapy schools
and traditions may be classified in terms of their central focus of thera-
peutic concern and in particular with respect to their emphasis on: (1)
repetitive problem-maintaining behaviour patterns; (2) constraining be-
lief systems and narratives that subserve these behaviour patterns; and
(3) historical, contextual or constitutional factors that predispose fam-
ily members to adopt particular belief systems and engage in particular
problem-maintaining behaviour patterns. In the same vein, hypotheses
and formulations about family problems and family strengths may be
conceptualised in terms of these three domains.

For any problem, an initial hypothesis and later formulation may be
constructed using ideas from many schools of family therapy in which the
pattern of family interaction that maintains the problem is specified; the
constraining beliefs and narratives that underpin each family member’s
role in this pattern are outlined; and the historical, contextual and con-
stitutional factors that underpin these belief systems and narratives are
specified. For example, Charlie, aged 9, was referred because of aggres-
sion towards his siblings at home and peers at school, which had evolved
over a number of years. We hypothesised that his aggression was main-
tained by coercive behaviour patterns with his parents and lack of coor-
dination among parents and teachers. We hypothesised also that parents’
beliefs about discipline; about parent-teacher relations; and about per-
sonal competence to deal with aggression underpinned the parents’ role
in the behaviour pattern. Finally, we hypothesised that family-of-origin
experiences, current life stresses and lack of supports probably predis-
posed parents to hold these beliefs and to participate in coercive problem-
maintaining behaviour. These hypotheses were checked out with lines of
circular questions in the initial interview and the information obtained
allowed us to make a more detailed and accurate formulation. A diagram
of this formulation is presented in Figure 8.1.

For any case, a family’s strengths may be conceptualised as involving
exceptional interaction patterns within which the problem does not occur;
empowering belief systems and narratives that inform family members’
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Figure 8.1 Three-column formulation of Maura and Charlie’s problem
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roles within these interaction patterns; and historical and contextual fac-
tors that underpin these competency-oriented belief systems and nar-
ratives and that provide a foundation for family resilience. In Charlie’s
case, we suspected that exceptional behaviour patterns existed in which
the problem behaviour did not occur when it would have been expected.
We suspected that these might be characterised by some of the follow-
ing: consistent parenting; emotional connectedness between Charlie and
his parents; good cooperation between parents and teachers; and clear
communication among system members. We hypothesised that impor-
tant beliefs about parenting underpinned these exceptional events and
that these exceptions probably had their roots in positive socialisation ex-
periences; the availability of additional support; or a reduction in family
stress. These hypotheses about strengths were checked out with lines of
circular questions in the initial interview and the information obtained
allowed us to make a more detailed and accurate formulation of family
strengths. A diagram of this formulation is given in Figure 8.2.

In light of formulations of a family’s problem and strengths, a range
of interventions that address interaction patterns, belief systems, broader
contextual factors or constitutional vulnerabilities may be considered and
those which fit best for the family and make best use of their strengths
may be selected. Some interventions aim primarily to disrupt problem-
maintaining interaction patterns and build on exceptional interactional
patterns within which the problem does not occur. Others aim to help
family members re-author their constraining narratives and evolve more
liberating and flexible belief systems, often by drawing on empowering
but subjugated personal and family narratives. Still others aim to modify
the negative impact of historical, contextual or constitutional factors and
build on contextual strengths.

In the case of Charlie, his mother Maura was a single parent with three
children and she was involved in coercive behaviour patterns with all of
them. These behaviour patterns were subserved by a sense of helplessness
on Maura’s part: a belief that much of the time her children were actively
persecuting her, as, also, she believed was the school. These beliefs were
underpinned by her own problematic family-of-origin experiences and
negative experiences in school. The children believed that much of the
time their mother was angry at them because they were inferior and this
belief was subserved by repeated experiences of criticism and withdrawal
by Maura.

On the positive side, during the times when her children were in classes
in which they felt understood by their teacher, the children saw them-
selves as more competent and cooperated with both the teacher at school
and Maura when they returned home. Maura tended to be more support-
ive of the children when they cooperated with her, and this behaviour was
underpinned by a view herself as a more effective parent when this oc-
curred. These more positive beliefs led her to deal with her children more
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consistently. Intervention, in this case, built on the family’s strengths. It
focused on promoting greater cooperation between Maura and her three
children’s teachers, helping her to see her children’s behaviour as situ-
ationally determined rather than due to intrinsic malice, and coaching her
in the use of reward systems to reinforce positive behaviour and time-out
to reduce the children’s aggressive and uncooperative behaviour.

In this chapter, a three-column framework for formulating family prob-
lems and strengths will be described. In the next chapter, a three-column
approach to conceptualising intervention options will be given.

THE THREE-COLUMN PROBLEM FORMULATION MODEL

To aid the processes of hypothesising about family problems and for-
mulating these, ideas from many schools of family therapy have been
integrated into a three-column problem formulation model, which is pre-
sented in Table 8.1.

Problem-maintaining Behaviour Patterns

Formulations and hypotheses in this style of practice must always in-
clude a detailed description of the problem and the pattern of behaviour
in which it is embedded. This is placed in the right-hand column of a
three-column formulation. The problem-maintaining behaviour pattern
includes a description of what happened before, during and after the
problem in a typical episode. Commonly, the pattern will also include
positive and negative feelings. It is useful to include these emotions in
the behaviour pattern since these offer a clue as to why the pattern is
rigid and repeats recursively. For example, Charlie, in the previous ex-
ample, when describing a typical problem behaviour pattern, said that
he shouted louder when reprimanded because it made him feel better to
know that eventually his mother would stop nagging him.

In making hypotheses and formulations about behaviour patterns, it
is useful to draw on the wealth of theoretical ideas and research find-
ings from the many traditions of family therapy reviewed in Chapters
1-6, and particularly those outlined in Chapter 3, concerning problematic
behavioural patterns of family interaction. Some of the more important
of these are listed in the right-hand column of Table 8.1. Problems may be
maintained by behaviour patterns involving ineffective attempted solu-
tions. A minor problem, such as children not doing their homework, may
become a major problem, such as persistent truancy, because of the way a
family tries to repeatedly solve this difficulty using ineffective solutions,
such as severe punishment. Confused communication may also maintain
problem behaviour, often because it leads to a lack of clarity about fam-
ily members’ positions, wishes, feeling and expectations. Symmetrical
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Table 8.1 Three-column problem formulation model

Contexts Belief systems Behaviour patterns
Historical Denial of the problem  The problem person’s
Major family-of-origin Rejection of a systemic symptoms e}llnd'
stresses framing of the problem behaviour
L Bereave.ments problem in favour The sequence
2. Separatlons of an individualistic of events that
3. Chl}d ak?use framing typically precede
4. Social disadvantage o ) and follow an
5. Institutional upbringing Constraining beliefs

Family-of-origin parent-

child problems
Insecure attachment
Authoritarian parenting
Permissive parenting
Neglectful parenting
Inconsistent parental
discipline

6. Lack of stimulation

7. Scapegoating

8. Triangulation

Ol PN

Family of origin parental

problems
1. Parental psychological
problems
2. Parental drug or alcohol
abuse

3. Parental criminality

4. Marital discord or
violence

5. Family disorganisation

Contextual

Constraining cultural
norms and values

Current lifecycle transitions

Home-work role strain

Lack of social support

Recent loss experiences

Bereavement

Parental separation

Recent illness or injury

Unemployment

Moving house or schools

Recent bullying

Recent child abuse

and narratives about
personal competence
to solve the problem

Constraining beliefs
about problems and
solutions relevant
to the presenting
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Constraining beliefs
and narratives
about the negative
consequences of
change and the
negative events that
may be avoided by
maintaining the
status quo

Constraining beliefs
and narratives about
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and other family
relationships

Constraining beliefs
and narratives about
the characteristics or
intentions of other
family members or
network members

Constraining
attributional style
(internal, global,
stable, attributions
for problem
behaviour)

episode of the
symptoms or
problem behaviour

The feelings and
emotions that
accompany these
behaviours,
particularly
positive feelings or
pay-offs

Patterns involving
ineffective
attempted solutions

Patterns involving
confused
communication

Symmetrical and
complementary
behaviour patterns

Enmeshed and
disengaged
behaviour patterns

Rigid and chaotic
behaviour patterns

Authoritarian
and permissive
parenting patterns

Neglectful and
punitive parenting
patterns

Inconsistent parenting
patterns

Coercive interaction
patterns
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Contexts Belief systems Behaviour patterns
Poverty Constraining cognitive Patterns involving
Secret romantic affairs distortions inadvertent

Constitutional 1. Maximising reinforcement
Genetic vulnerabilities negatives Pathological triangles
Debilitating somatic states 2. Minimising and triangulation
Early 1.11nes§ or 1r11]ury positives Patterns involving
Le'zar' ning difficulty Constraining defence lack of marital
Difficult temperament mechanisms intimacy

1. Denial Patterns involving a
2. DPassive aggression significant marital
3. Rationalisation power imbalance

4. Rgactlon formation  p_iiarns includin g

5. Dliplz.acement lack of coordination
6. Sp %ttlr}g among involved

7. Projection

professionals and
family members

interaction patterns in which, for example, aggression from one family
member is responded to with aggression from another family member; or
complementary behaviour patterns where, for example, increasing depen-
dence or illness in one family member is met with increasing caretaking
by another family member may also characterise problem-maintaining
behaviour patterns.

Problems may be maintained by enmeshed, over-involved relationships
and also by distant, disengaged relationships. Rigid repetitive interactions
or chaotic unpredictable interactions may also maintain problems. Prob-
lem-maintaining behaviour patterns may involve highly authoritarian and
directive parenting in which children are allowed little autonomy or by per-
missive parenting patterns in which children are given too much autonomy.
Neglectful or punitive parenting in which the child’s needs for warmth and
acceptance are not met and inconsistent parenting where the child’s needs
for consistent routines are frustrated may maintain problem behaviour.

Coercive interaction patterns where parents and children or marital
partners repeatedly engage in escalating aggressive exchanges, which
conclude with withdrawal and a sense of relief for all involved, may lead
to escalations in family aggression. Problems may also be maintained
when other family members inadvertently reinforce problem behaviour.

Another problem-maintaining pattern, the pathological triangle, is
characterised by a cross-generational coalition between a parent and a
child to which the other parent is hierarchically subordinate. The pattern
of alliances is covert or denied, and lip-service is paid to a strong parental
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coalition to which the child is hierarchically subordinate. Problems may
be maintained by triangulation in which the triangulated individual
(usually a child) is required to take sides with one of two other family
members (usually the parents). Triangulation may occur when parental
conflict is detoured through the child to avoid overt interparental conflict.
In a detouring-attacking triad, the parents express joint anger at the child
and this is associated with conduct problems. In a detouring-protecting
triad, parents express joint concern about the child, who may present with
a psychosomatic complaint.

Within couples, interaction patterns characterised by a lack of intimacy
or asignificantimbalance of power may maintain problems such as marital
dissatisfaction or psychosexual problems. A lack of coordination among
involved professionals including teachers, social service professional and
mental health professionals may also maintain problematic behaviour.

Problem-maintaining Belief Systems

Problem-maintaining behaviour patterns may be subserved by a wide
variety of constraining personal and family narratives and belief sys-
tems. Some of these, drawn from the many traditions of family therapy
reviewed in Chapters 1-6 and in particular from Chapter 4, are listed in
the central column of Table 8.1.

Problem-maintaining behaviour patterns may persist because family
members deny the existence of the problem. For example, alcohol or drug
problems may persist because the person with the problem does not accept
that there is a difficulty. Problem-maintaining behaviour patterns may
persist because family members reject a systemic framing of the problem
and so deny their role in either maintaining the problem or contributing
to its resolution. For example, parents with anorexic teenagers may re-
ject the idea that their difficulty in cooperating so as to arrange for their
youngster to eat may maintain the eating disorder. Problem-maintaining
behaviour patterns may persist because family members believe that they
are not competent to solve the problem. In the case of Charlie mentioned
earlier, the mother Maura believed she was helpless. Problem-maintaining
behaviour patterns may persist because family members have theories
about the cause of the problem and the appropriate way to solve it that are
not particularly useful. For example, parents who deal with school-refusal
as either a reflection of defiance or serious physical illness are unlikely to
help their child resolve the difficulty, because they view the appropriate
solutions as being punishment or medical treatment rather than the care-
ful management of separation anxiety.

Beliefs about the negative consequences of change and the nega-
tive events that may be avoided by supporting the status quo may also
underpin problem-maintaining behaviour. For example, a husband in a
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discordant marriage may persist in limiting his partner’s freedom because
he may believe that to treat her as an equal would involve him accepting a
lower status and ultimately this would lead his wife to leave him.

There are many beliefs about marital, parental and other family rela-
tionships that can maintain problem behaviour and these beliefs often
take the form:

A good husband/wife[mother{father/sonfdaughter always does X in this type of
situation.

If X does Y in a family then A should do B because its right, fair, or feels like the right
thing to do.

Where family members attribute negative characteristics or intentions
to each other, these attributions may lead them to persist in problem-
maintaining behaviour and elicit problem-maintaining behaviour in oth-
ers. Such attributions include defining a family member as bad, sad, sick
or mad, although often more sophisticated labels than these are used. For
example, marital partners may accuse each other of being intentionally
hurtful or vindictive (i.e. bad) and this can subserve coercive interaction
patterns characterised by low intimacy and power imbalance, which
maintains marital discord.

An attributional style where internal, global, stable, attributions are made
for problem behaviour and external, specific unstable situational attribu-
tions are made for good behaviour can subserve problem-maintaining inter-
action patterns. For example, if parents attribute their child’s misbehaviour
to the fact that the child is intrinsically bad and attribute any productive
behaviour he shows to the fact that it occurred in a particular situation, then
these attributions may lead the parent and child to persist in a hostile, puni-
tive interaction pattern that maintains the child’s misbehaviour.

A belief system characterised by cognitive distortions, such as maxi-
mising negatives and minimising positives, may also subserve problem-
maintaining interaction patterns. For example, a depressed husband who
sees every glass as half empty rather than half full and every silver lining
as part of a dark rain cloud, may find that this style of thinking leads him
to behave in ways that prevent him from receiving the support he needs
from his partner to break out of his depression.

Certain problematic defence mechanisms may be central to belief sys-
tems that maintain problematic behaviour patterns. Defence mechanisms
are used to regulate anxiety that accompanies conflict due to a desire to
pursue one course of action while fearing the consequences of doing so.
Problematic defence mechanisms include denial as has already been men-
tioned and also, passive aggression, rationalisation, reaction formation,
displacement, splitting and projection. With passive aggression, rather
than openly talking about a conflict of interests within the family, one
member passively avoids cooperating with others. With rationalisation,
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family members construct rational arguments to justify destructive be-
haviour. For example, a parent may justify beating a child by rational-
ising that it will prevent further misbehaviour. With reaction formation
and displacement, rather than openly talking about a conflict of interests
within the family, one family member treats those with whom he or she
disagrees as if they were strongly admired and liked, but anger towards
the true target of aggression may be displaced onto another family mem-
ber or the same family member at a later time. For example, a mother who
covertly disapproves of her teenager daughter’s promiscuity may overtly
permit the girl to sleep with her boyfriend, but later displace the aggres-
sion by arguing with her husband or picking a fight with the teenager
for coming home 10 minutes late. From this example, it may be seen that
with displacement, strong negative feelings about one family member are
directed towards another. With splitting and projection, the individual
views other family members in black and white terms. Some family mem-
bers are seen as completely good and others as wholly bad. Good quali-
ties and intentions are projected onto the former while bad qualities and
negative intentions are projected onto the latter. Family members defined
as good are cherished and those defined as bad are scapegoated.

Problem-maintaining Contextual Factors

Problem-maintaining behaviour patterns and the belief systems and nar-
ratives that subserve these may arise from predisposing factors. These pre-
disposing factors may be rooted in historical family-of-origin experiences
of parents or spouses; the current broader context within which the family
finds itself; or constitutional vulnerabilities of individual family members.
Some important factors in each of these domains are listed in the left-hand
column of Table 8.1. These factors are based on theoretical insights and
empirical findings from the wide variety of family therapy traditions cov-
ered in Chapters 1-6, but especially those reviewed in Chapter 5.

Major family-of-origin stresses that may predispose family members to
hold problematic belief systems and fall into problem-maintaining behav-
iour patterns include: bereavement, particularly death of a parent; sep-
arations from parents in childhood through illness or parental divorce;
physical, emotional or sexual child abuse or neglect; social disadvantage
and poverty; and being brought up in an institution or in multiple foster
care placements. Individuals who have experienced these stresses early
in life may develop personal narratives and belief systems that privilege
the use of aggression, excessive interpersonal distancing, excessive inter-
personal closeness or a chaotic unpredictable relational style in solving
family problems.

Family-of-origin parent-child socialisation experiences that may pre-
dispose individuals to hold problematic belief systems and engage in
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problem-maintaining behaviour patterns include insecure attachment and
authoritarian, permissive, neglectful or inconsistent parenting. Included
here also are parenting styles that involve little parent-child interaction
and intellectual situation and family styles that involve scapegoating. All
of these non-optimal socialisation experiences may give rise to the devel-
opment of belief systems that in later life lead individuals to repeat these
types of problematic relationships with their spouses and children.

Family-of-origin parental problems that may predispose individuals
to hold problematic belief systems and engage in problem-maintaining
behaviour patterns include: parental psychological problems, such as
depression; parental drug or alcohol abuse; parental criminality; marital
discord or violence; and general family disorganisation. All of these prob-
lematic family of origin experiences may give rise to the development of
belief systems that in later life lead individuals to repeat these types of
difficulties in their families of procreation.

Cultural norms and values, such as extreme patriarchy or a commit-
ment to the use of domestic violence or corporal punishment to solve fam-
ily problems, may underlie personal narratives and belief systems that
subserve problem-maintaining behaviour patterns.

Lifecycle transitions, home-work role strain and a lack of social support
may activate belief systems that subserve problem-maintaining behaviour
patterns. Problem-maintaining belief systems may also be activated by
recent loss experiences, such as bereavement, parental separation, illness,
injury, unemployment, moving house or moving schools. Recent bullying
or child abuse have the potential to impact on individual and family be-
lief systems in problem maintaining ways. In families where a parent or
spouse is having an ongoing secret romantic affair, the confusion caused
by this may also activate belief systems that subserve problem-maintaining
behaviour patterns.

Family members may be predisposed to engage in problem-maintaining
behaviour patterns and the belief systems that subserve these as a result
of certain constitutional vulnerabilities. Common examples of such con-
stitutional vulnerabilities encountered in the practice of family therapy
are the vulnerability to schizophrenia; the presence of diabetes, asthma
or epilepsy; or disabilities arising from head injury or diseases such as
AIDS. Individuals with vulnerabilities, such as difficult temperaments
or learning difficulties, may also be predisposed to developing problem-
maintaining beliefs and behaviour patterns. Because of the importance of
child temperament in affecting both family interaction and the long-term
outcome for children, a few comments on this factor will be made.

Children’s temperament, and the extent to which children’s temperamen-
tal characteristics fit with the parental expectations, have been found to
have far-reaching effects on later adjustment. Temperament refers to those
characteristic styles of responding with which a child is endowed at birth.
Chess and Thomas (1995) identified three distinct and relatively common
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temperamental profiles. Easy temperament children have regular eating, sleep-
ing and toileting habits. They approach new situations rather than avoid
them and adapt to new situations easily. Their moods are predominantly
positive and of low intensity. Easy temperament children have a good prog-
nosis. They attract adults and peers to form a supportive network around
them. Difficult temperament children have irregular eating, sleeping and
toileting habits. They avoid new situations and are slow to adapt to them.
Their moods are predominantly negative and of high intensity. Difficult
temperament children are at risk for developing later adjustment problems.
They have more conflict with parents, peers and teachers. They do better
when there is a goodness-of-fit between their temperament and the parental
expectations. Difficult temperament children need tolerant, responsive par-
ents. Slow-to-warm-up children have moderately irregular eating, sleeping
and eliminating habits. They are slow to adapt to new situations.

Their moods are predominantly negative but of low intensity. Children
who are slow-to-warm-up require more tolerant parents than do easy
temperament children. Their prognosis is more variable than those of
children with the other two temperamental styles.

THE THREE-COLUMN EXCEPTION FORMULATION
MODEL

To aid the processes of hypothesising about exceptions and formulat-
ing these, ideas from many schools of family therapy and findings from
studies of resilience (e.g. Carr, 2004; Rutter, 1999; Walsh, 2003b) have been
integrated into a three-column exception formulation model, which is
presented in Table 8.2.

Exceptional Behaviour Patterns

Formulations and hypotheses about exceptions in the style of practice
advocated in this text must always include a detailed description of the
exception and the pattern of behaviour in which it is embedded, and this
is placed in the right-hand column of a three-column exception formula-
tion. The exceptional behaviour pattern includes a description of what
happened before, during and after the problem was expected to occur
but did not in a typical exceptional episode. Commonly, the exceptional
pattern will also include positive and possibly negative feelings. It is use-
ful to include these emotions in the behaviour pattern since these offer
clues as to how the exceptional pattern may be strengthened. For exam-
ple, Charlie, in the previous example, tended to be less aggressive at home
when he was getting on well in school.

In making hypotheses and formulations about exceptional behaviour
patterns, it is useful to draw on the wealth of theoretical ideas and research
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Table 8.2 Three-column exception formulation model

Contexts

Belief systems

Behaviour patterns

Historical

Positive family-of-
origin experiences

Positive family-of-
origin parent—child
relationships

Secure attachment

Authoritative
parenting

Clear communication

Flexible family
organisation

Good parental
adjustment

Parents had
good marital
relationship

Successful
experiences of
coping with
problems

Contextual

Empowering cultural
norms and values

Good social support
network

Low family stress

Positive educational
placement

Balanced home and
work roles

High socioeconomic
status

Constitutional
Physical health
High IQ

Easy temperament

Acceptance of the problem

Acceptance of a systemic
framing of the problem

Commitment to resolving
the problem

Empowering beliefs
and narratives about
personal competence to
solve the problem

Empowering beliefs
and narratives about
problems and solutions
relevant to the
presenting problem

Beliefs and narratives
about the advantages
of problem resolution
outweigh beliefs
about the negative
consequences of change
and the negative events
that may be avoided by
maintaining the status
quo

Empowering beliefs and
narratives about marital,
parental and other
family relationships,
particularly loyalty

Benign beliefs and
narratives about the
characteristics or
intentions of other
family members or
network members

Optimistic attributional
style (internal, global,
stable, attributions for
productive behaviour
and situational
attributions for problem
behaviour)

The sequence of
events that occurs
in those exceptional
circumstances where
the problem does not
occur

The feelings and
emotions that
accompany these
behaviours,
particularly positive
feelings or pay-offs

Patterns involving
effective solutions and
good problem-solving
skills

Patterns involving clear
communication

Emotionally connected
behaviour patterns
involving family
loyalty

Flexible behaviour
patterns

Authoritative, consistent,
cooperative parenting
patterns

Intimate, egalitarian
marital interaction
patterns

Patterns including good
coordination among
involved professionals
and family members

(Continued on next page)
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Table 8.2 (Continued)

Contexts Belief systems Behaviour patterns

Healthy defence
mechanisms

Self-observation
Humour
Self-assertion
Sublimation

LN

findings from the many traditions of family therapy reviewed in Chapters
1-6, concerning resilience. Some of the more important of these are listed
in the right-hand column of Table 8.2. Exceptions that involve effective
problem-solving are often embedded in behaviour patterns characterised
by clear communication and emotionally supportive relationships where
there is flexibility about family rules, roles and routines. Parent-child inter-
actions tend to be characterised by authoritative, consistent and coopera-
tive parenting. Couples’ relationships, when exceptions to problems occur,
tend to involve intimacy and greater balance in the distribution of power
(within the cultural constraints of the family’s ethnic reference group).
Exceptions tend to occur more commonly when there is good interprofes-
sional coordination and cooperation between families and professionals.

Exceptional Belief Systems

Exceptional non-problematic behaviour patterns may be subserved by a
wide variety of belief systems and narratives. Some of these, drawn from
the many traditions of family therapy reviewed in Chapters 1-6, are listed
in the central column of Table 8.2.

Exceptional behaviour patterns may occur because family members ac-
ceptrather than deny the existence of the problem and accept responsibility
for their role in contributing to its resolution. Exceptional non-problematic
behaviour patterns may occur when family members become, for a time,
committed to the resolution of the problem and experience themselves as
competent to resolve their difficulties. When family members hold useful
and empowering beliefs about the nature of the problem and its resolu-
tion, exceptions may also occur.

The occurrence of exceptions may be associated with the development
of the belief that the advantages of resolving the problem outweigh the
costs of change. Clients may construct personal or family narratives in
which once-feared consequences associated with problem come to be
seen as not so dreadful after all.

Exceptions may occur when family members construct positive and
empowering beliefs and narratives about family relationships, about
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parenting, about marriage and about their roles in the family. This may
include a realisation of how important it is to be a good mother, father,
son or daughter; to be loyal to one’s family; to show solidarity through
thick and thin; to realise how much family members care for each other
and so forth.

Exceptions may also occur when family members develop benign be-
liefs and narratives about the intentions and characteristics of other fam-
ily members, and come to view them as good people who are doing their
best in a tough situation, rather than vindictive people who are out to
persecute them. An optimistic attributional style may also underpin ex-
ceptional, non-problematic behaviour patterns. Here, productive behav-
iour of all family members is attributed to their inherent goodness and
problematic behaviour is attributed to situational factors.

When exceptional behaviour patterns occur, sometimes they are asso-
ciated with the use of healthy defence mechanisms to manage anxiety
arising from conflicting desires to follow a course of action but also avoid
rejection or attack from others. Healthy defence mechanisms include self-
observation, looking at the humorous side of the situation, being assertive
about having one’s needs met, and sublimation of unacceptable desires
into socially acceptable channels, such as work, art or sport.

Contextual Factors Associated with Resilience

Exceptional behaviour patterns and the productive belief systems and
narratives that subserve these arise from factors which foster resilience
(Carr, 2004; Rutter, 1999; Walsh, 2003b). These protective factors may be
rooted in the historical family-of-origin experiences of parents or spouses;
the current broader context within which the family finds itself; or the
characteristics of individual family members. Some important factors in
each of these domains are listed in the left-hand column of Table 8.2. These
factors are based on theoretical insights and empirical findings from the
wide variety of family therapy traditions covered in Chapters 1-6 and
research in developmental psychology.

Good parent—child relationships characterised by secure attachment,
authoritative parenting and clear communication in the family of ori-
gin foster later resilience in the face of adversity and empower people to
manage problems well in their families of procreation. Successful experi-
ences of coping with problems in the family of origin, flexible organisation
in the family of origin, good parental adjustment and a positive relationship
between parents in the family of origin may also engender later resilience.

A good social support network including friends and members of the
extended family and low extrafamilial stress enhance a family’s chances
of resolving the problems they bring to therapy. Where children have
suitable and properly resourced educational placements and parents have
well-balanced home and work roles, these enhance the family resilience.
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High socioeconomic status and empowering cultural norms and values
also contribute to family resilience in the face of adversity.

Important personal characteristics that contribute to family resilience
are physical health, high intelligence and easy temperament.

QUESTIONS TO ASK WHEN CONSTRUCTING THREE-
COLUMN FOMULATIONS

The general assessment goals for checking out specific hypotheses about
problems and exceptions using the three-column formulation models set
out in Table 8.1. and 8.2, are given in Table 8.3. Hypotheses and lines of
questioning to check these out and achieve the general assessment goals
are planned during stage 1 of the family therapy process described in
Chapter 7 and presented in Figure 7.1. In conducting a first assessment ses-
sion (during stage 2 of the family therapy process illustrated in Figure 7.1),
broad questions about the problem and its development along with geno-
gram construction described in Chapter 7 may throw light on hypotheses
about problems and exceptions. However, certain question formats are
particularly useful in checking out three-column hypotheses about prob-
lems and exceptions. Some of these are outlined below.

Questions About Problems

Questions about problems (as distinct from those about exceptions) in-
clude those about problem-maintaining behaviour patterns; problem-
maintaining belief systems; and predisposing historical, contextual and
constitutional factors.

Questions about Problem-maintaining Behaviour Patterns

The following are useful formats for questions to ask when interviewing
about problem-maintaining behaviour patterns. They tap into the com-
mon problem-maintaining behaviour patterns listed in the right-hand
column of the problem formulation model set out in Table 8.1.

Tell me, in detail, about the last time the problem occurred?

If I was watching a video of the last time the problem happened, what would I see in
the lead up to it, during it and after it?

You said XYZ happened, what happened next?

You said XYZ happened, what happened just before that?

Before/during/after XYZ happened, what was each person in the family doing?
Before/during/after XYZ happened, what was each person in the family feeling?
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Table 8.3 Assessment goals when conducting three-column problem and
exception formulations

Contexts Belief systems Behaviour patterns
Problem Explore the Identify narratives  Describe in detail
formulation family-of-origin and beliefs that everyone’s
experiences that constrain people behaviour
gave rise to the to participate during a problem
constraining in the problem- episode and
narratives and maintaining the ineffective
belief systems interaction solutions
Explore the current  pattern Describe in detail
life contextual Identify the roles taken by
factors that constraining all involved
underpin beliefs and Describe the
constraining narratives about positive and
narratives and the problem and negative feelings
belief systems its solution of those involved
Identify the Identify
constitutional constraining
characteristics of beliefs and
family members narratives about
that contribute families and
to them holding the roles people
constraining should take
narratives
and beliefs
or engaging
in episodes
of problem
behaviour
Exception Explore the Construct Describe in detail
formulation family-of-origin narratives everyone’s

experiences that
gave rise to the
empowering
narratives and
belief systems
Explore the current
life contextual
factors that
underpin
empowering
narratives and
belief systems
Speculate about the
constitutional

and beliefs
that empower
people to avoid
the problem-
maintaining
interaction
pattern
Construct
liberating
narratives and
beliefs about the
problem and its
solution

behaviour during
an exceptional
episode when
good problem
solving occurs
Describe in detail
the roles taken by
all involved
Describe the
positive and
negative feelings
of those involved

(Continued on next page)
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Table 8.3 (Continued)

Contexts Belief systems Behaviour patterns

characteristics of Construct

family members liberating

that contribute narratives and
to them holding beliefs about
empowering families and
narratives the roles people
and beliefs or should take
engaging in

exceptional

non-problematic

behaviour

How have you tried to solve this problem?

Which solutions have worked in the past and which have not?

Which solution do you keep trying again and again?

In your recent/previous attempts to solve this problem, when A said B did you
understand what he or she meant?

In your recent/previous attempts to solve this problem, when XYZ happened did you
feel close to or distant from your husband/wife/mother/father/brother/sister?

In your recent/previous attempts to solve this problem, when XYZ happened did you
feel like you had more power or less power than your husbandfwife/mother/father/
brother/sister?

In your recent/previous attempts to solve this problem, when XYZ happened, did you
know what was going to happen next?

In your recent/previous attempts to solve this problem, when XYZ happened, was
the outcome a good thing or a bad thing for you or your husbandfwife/mother/father/
brother/sister?

In your recent/previous attempts to solve this problem, when XYZ happened, who
was on your team in the family?

In your recent/previous attempts to solve this problem, when XYZ happened, who
was on your or your husband/fwife/mother/father/brother/sister’s team?

In your recent/previous attempts to solve this problem, was it clear to you what the
plan was for yourself, the social worker, the doctor and the teacher? How have you
tried to get a joint plan working?

Questions about Problem-maintaining Belief Systems

What follows are some useful formats for questions to ask when interview-
ing about belief systems that subserve problem-maintaining behaviour
patterns. They tap into the common problem-maintaining belief systems
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and narratives listed in the middle column of the problem formulation
model set out in Table 8.1.

Is there agreement within the family that there is a problem that requires a
resolution?

Who holds the view most strongly that there is a problem?

Who thinks that there is no problem at all?

What explanation do you or others give for this problem?

What sort of solution goes with your explanation of the problem?
Is the problem more to do with the person or the situation?

Has the problem got worse or better since you made your appointment to come here?
What explanation do you offer for this improvement, deterioration or stability?

In the past has the problem been constant or fluctuating?

How do you or others explain this stability or fluctuation?

In the future will you expect the problem to improve, deteriorate or remain stable?
What explanation do you or others give for this expected change or stability?

How does your explanation of the problem differ from that of your husbandfwife/
mother/father/brother/sister, etc?

If this problem were improving, what would everybody in the family be doing
differently?

If this problem were getting worse, what would everybody in the family be doing
differently?

If your mother/father/grandmother/grandfather[priest/rabbi, etc. were here with us,
what advice would they give us about managing this problem?

What roles should mothers/fathers/husbands/wives/doctors/social workers, etc. take
in dealing with problems like these according to your mother/father/grandparents/
religionfethnic group?

There is a downside to everything. What would be the downside to solving this
problem? What would you lose?

We often do one thing to avoid another. Just say you or your mother|/father/brother/
sister/husband/wife were dealing with this problem as you have been doing to avoid
some other worse situation. What is it you (or they) are avoiding?

To what extent do you believe that you can control this problem and to what extent do
you believe it is out of your control?

To what extent do you believe that your husband/wife/mother/father/brother/sister
can control this problem and to what extent do you believe it is out of their control?

Questions about Predisposing Contextual Factors

What follows are some useful formats for questions to ask parents and
spouses when interviewing about predisposing factors that may underpin
problematic belief systems and problem-maintaining behaviour patterns.
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They tap into the factors listed in the left-hand column of the problem
formulation model set out in Table 8.1.

How would this type of situation have been handled in your family of origin?
Can you describe how a comparable situation was handled in your family of origin?

Do you believe that any of the challenges or difficulties you faced as a youngster have
affected your capacity to cope with the present problem?

How would you describe your mother/father/carer’s relationship with you during
your childhood and adolescence?

How would you describe your mother’s and father’s relationship with each other
during your childhood and adolescence?

How would you describe your mother/father’s way of managing their lives during
your childhood and adolescence?

How would you describe family life (rules, role and routines) during your childhood
and adolescence?

Ovwer the past year, what have been the main changes that have occurred for yourself and
the rest of the family, that may have affected your capacity to cope with this problem?

Ower the past year, what have been the main changes that have occurred for yourself
and the rest of the family?

Over the past year, what have been the main pressures on you at homefwork/school?

Ower the past year, who has been most supportive of you and how have they shown
this?

How have you juggled the demands of work and home life over the past year?

How has your health and that of other family members been over the past year?
How satisfied are you and other family members with X's school placement?

What personal characteristics of X have prevented you from resolving this problem?

Different children have different temperaments. Is your child reqular and easy in
his/her ways or difficult to get into a routine and difficult?

Questions about Exceptions

Questions about exceptionsinclude those about: exceptional circumstances
within which the problem does not occur; empowering belief systems and
narratives that underpin these exceptions; and historical, contextual and
constitutional factors, which are the foundation of family resilience.

Questions about Exceptional Behaviour Patterns

The following are useful formats for questions to ask when interviewing
about exceptional behaviour patterns. They tap into the common excep-
tional behaviour patterns listed in the right-hand column of the exception
formulation model set out in Table 8.2.
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Tell me about an exceptional situation in which the problem was expected to occur
but didn't?

If I was watching a video of this exception what would I see in the lead up to it, during
it and after it?

You said XYZ happened, what happened next?

You said XYZ happened, what happened just before that?

Before/during/after XYZ happened, what was each person in the family doing?
Before/during/after XYZ happened, what was each person in the family feeling?

Was there a turning point during this successful exception, in which you knew that
you were going to manage the problem well?

During this successful exception in which you managed the problem well, when A
said B did you understand what he or she meant?

During this successful exception in which you managed the problem well, when
XYZ happened did you feel close to or distant from your husband/wife/mother/father/
brother/sister?

During this successful exception in which you managed the problem well, when XYZ
happened did you feel like you have more power or less power than your husband/
wife/mother/father/brother/sister?

During this successful exception in which you managed the problem well, when XYZ
happened, did you know what was going to happen next?

During this successful exception in which you managed the problem well, was the
outcome a good thing or a bad thing for you or your husband/wife[mother/father/
brother/sister?

During this successful exception in which you managed the problem well, when XYZ
happened, who was on your team in the family?

During this successful exception in which you managed the problem well, when XYZ
happened, who was on your or your husband/wife/mother/father/brother/sister’s team?
During this successful exception in which you managed the problem well, was it clear
to you what the plan was for yourself, the social worker, the doctor and the teacher?
How did you all get a joint plan working?

Questions about Empowering Belief Systems and Narratives

What follows are some useful formats for questions to ask when inter-
viewing about empowering narratives and belief systems that under-
pin exceptional non-problematic behaviour patterns. They tap into the
common empowering beliefs and narratives listed in the central column
of the exception formulation model set out in Table 8.2.

What is your explanation for this successful exception in which you managed the
problem well?

Was your success more to do with your efforts, the efforts of other family members
or the situation?
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To what extent do you believe that you can make these exceptions happen again and
to what extent do you believe this is out of your control?

To what extent do you believe that your husband/wife/mother|father/brother/sister
can control these exceptions and to what extent do you believe that they are out of
their control?

Can you give other examples from the past to show that you or your husband/wife/
mother|father/brother/sister were the main factor in managing this problem?

In the future, if you wanted to create another exceptional event in which yourself and
the other family member managed the problem well, what would everyone have to do?

Questions about Predisposing Protective Factors and Resilience

What follows are some useful formats for questions to ask parents and
spouses when interviewing about protective predisposing factors that un-
derpin exceptional non-problematic behaviour patterns. They tap into the
factors listed in the left-hand column of the exception formulation model
set out in Table 8.2.

Can you describe a comparable situation in your family of origin. A situation where
a problem was unresolved for a long time and then was managed successfully on one
occasion?

If your mother/father/grandmother/grandfather[priest/rabbi, etc. were here with us,
what advice would they give us about making these exceptions occur again?

What roles should mothers/fathers/husbands/wives/doctors/social workers, etc. take in
making these exceptions happen again according to your mother/father/grandparents/
religionfethnic group?

What challenges or difficulties did you face as a youngster that empowered you so
that you could manage the present problem so well in this exceptional situation?

If I were watching a video of your earlier life what do you think I would see that would
explain how you managed to handle the problem so well in this exceptional situation?

RECURSIVE REFORMULATION

The assessment phase of the overall therapy process involves interviewing
to check out the accuracy of hypotheses made during the planning phase
and modifying these in the light of the information gained in the inter-
view. In practice, the first round of interviewing may not only lead to a
modification of the preliminary hypothesis but may raise further hypoth-
eses that need to be checked out through further interviewing. This recur-
sive process, which characterises the assessment stage (listed Figure 7.1), is
illustrated in Figure 8.3. The process comes to an end when a formulation
has been constructed that fits with significant aspects of the presenting
problems; with network member’s experiences of the these problems; and
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Make hypothesis or modify
formulation

v

Plan and interview to
check accuracy
of hypothesis or formulation

v

Conduct interview

Figure 8.3 Process of recursive reformulation

with available knowledge about similar problems described in the litera-
ture. This formulation should point to a number of options for treatment.

A problem formulation is a mini-theory that explains why the present-
ing problems developed and why they persist. An exception or family
strengths formulation, in contrast, is a mini-theory which explains why
the problem does not occur in certain circumstances in which it would be
expected to occur. Abstracting, classifying and combining salient points
from the genogram, the history of the problem and information arising
from lines of questioning based on hypotheses into coherent formulations
is a demanding process, which requires both clinical acumen and a good
knowledge of the literature.

The importance of formulation cannot be overemphasised. The process
of constructing a formulation is the process of linking academic knowl-
edge of theory and research to clinical practice. If the working alliance is
the engine that drives the therapeutic process, formulation is the map that
provides guidance on what direction to take.

Once a formulation, has been constructed, feedback is given to the fam-
ily about the formulation, and options for the future management of the
case are considered. The level of detail used in giving feedback needs to
be matched to the family’s cognitive ability to comprehend it and their
emotional readiness to accept it. As part of the alliance-building process,
it is usually easiest for families if the exception formulation is given first
and the problem formulation second. This process of presenting the excep-
tion formulation first, highlights family strengths and generates a sense of
hope. 1t is also important to empathise with each person’s position when
outlining the way in which the problem appears to have evolved. Usu-
ally family members are well intentioned but under stress, and without
adequate information they inadvertently contribute to problem develop-
ment or maintenance. In the process of feeding back some or all of the
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formulation to family members, in order to maintain a good working al-
liance it is useful to regularly check that the family have understood and
accepted the formulation so far. Once the family have understood and
accepted the formulation, broad options for treatment may be outlined.
It is futile to discuss treatment options if those legally responsible for the
identified client (such as parents or adults with difficulties who are legally
responsible for themselves) deny the problem or refuse to accept even part
of the formulation.

SUMMARY

For any problem, an initial hypothesis and later formulation may be
constructed using ideas from many schools of family therapy in which the
pattern of family interaction that maintains the problem is specified; the
constraining beliefs and narratives that underpin each family member’s
role in this pattern are outlined; and the historical and contextual factors
that underpin these belief systems and narratives are specified. Similarly,
for any case, a family’s strengths may be conceptualised as involving
exceptional interaction patterns within which the problem does not occur;
empowering belief systems and narratives that inform family members’
roles within these interaction patterns; and historical, contextual and
constitutional factors that underpin these competency-oriented belief
systems and narratives and that provide a foundation for family resilience.
Specific types of questions may be used to help families construct
three-column formulations of problems and exceptions. In light of such
formulations, a range of interventions, which address interaction patterns,
belief systems, broader contextual factors or constitutional vulnerabilities,
may be considered, and those which fit best for the family and make
best use of their strengths may be selected. Some interventions aim
primarily to disrupt problem-maintaining interaction patterns and build
on exceptional interactional patterns within which the problem does not
occur. Others aim to help family members re-author their constraining
narratives and evolve more liberating and flexible belief systems, often by
drawing on empowering but subjugated personal and family narratives.
Still others aim to modify the negative impact of historical, contextual
or constitutional factors and build on contextual strengths. These three
classes of interventions will be considered in Chapter 9.
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Chapter 9

INTERVENTIONS FOR BEHAVIOUR,
BELIEFS AND CONTEXTS

In Chapter 7 (Figure 7.1), we saw that treatment is the third stage of the
family therapy process and is preceded by planning and assessment.
Within the treatment stage clients are invited to set goals, make a contract
for treatment and participate in this process. It was also noted that during
treatment, cooperation difficulties (often termed ‘resistance’) may occur
and these require careful management. Treatment goals, contracts and
plans — in the integrative model of practice presented here — arise out of
a clear formulation of clients’ problems and strengths. The three-column
models for formulating problems and exceptions to these were presented
in Chapter 8. In the present chapter, the focus will be on interventions.

Interventions may be classified in terms of the particular domain they
target within the three-column formulation models. Some interventions
aim to directly disrupt problem-maintaining behaviour patterns or re-
place these with exceptional non-problematic behaviour patterns. Others
aim to transform the belief systems and narratives that subserve these
behaviour patterns so that clients develop more empowering narratives
about themselves and their competence to manage problems. Finally,
some interventions aim to modify the impact of historical, contextual and
constitutional predisposing factors or mobilise protective factors or fam-
ily strengths within these domains. The three-column framework given
in Table 9.1 organises some of the more important therapeutic interven-
tions from the many schools of family therapy reviewed in Chapters 3-6
in ways that facilitates integrative practice.

CRITERIA FOR SELECTING INTERVENTIONS

A number of criteria may be used in selecting interventions for particular
cases. It is best to select interventions that have been shown to be effec-
tive in research studies for the type of problems with which the family
presents. Some of the available evidence for the effectiveness of marital
and family therapy is reviewed in the Chapter 18. It is clear from this
chapter that results of research studies give little guidance on the fine
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Table 9.1 Interventions to address factors within three-column formulations

Contexts

Belief systems

Behaviour patterns

Addressing family-of-origin

issues

Facilitating exploration
of transgenerational
patterns, scripts
myths and
relationship habits

Facilitating re-
experiencing,
expressing and
integrating emotions

from family-of-origin

experiences that

underpin destructive

relationship habits
Coaching clients to

reconnect with cut-

off parental figures

Addressing contextual

issues

Changing roles

Building support

Rituals for mourning
losses

Home-school liaison
meetings

Network meetings

Child protection

Advocacy

Exploring secrets

Addressing constitutional
factors
Psychoeducation about

condition
Facilitating adherence

to medication regime
Referral for medical

consultation

Supporting appropriate

educational

placement if required

for individuals with
learning difficulties

Addressing ambivalence

Exploring ambivalence,
beliefs about pros and
cons of change, and the
dilemma of change

Exploring beliefs about
catastrophes associated
with change

Exploring beliefs about
powerlessness and
change

Highlighting strengths

Relabelling individual
actions and attributes
in positive non-
blaming terms

Pinpointing
frequently used but
unacknowledged
individual and family
strengths

Reframing problems
Framing problems in
interactional terms
Framing problems in

solvable terms
Framing intentions in

positive terms

Presenting multiple
perspectives

Split messages

Reflecting team practice

Externalising problems and
building on exceptions
Separate the problem
from the person

Identify and amplify
exceptions including
pre-therapy
improvements

Involve network members

Link the current life
exceptions to the past
and future

Creating a therapeutic

context

Contracting

Laying ground
rules

Facilitating turn
taking

Managing time and
space

Changing behaviour
patterns in sessions
Enactment
Coaching
Unbalancing
Boundary marking

Tasks to change
behaviour patterns
between sessions
Symptom

monitoring
Encouraging

restraint
Practicing

symptoms
Graded challenges

Skills training

Communication
skills training
Problem-solving
skills training

Changing behavioural
consequences
Reward systems
Behaviour control
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tuning and subtleties of clinical practice. So other criteria are required
when choosing interventions in particular cases. Select interventions
that fit with the three-column formulations of the family’s problem and
exceptional circumstances in which the problem does not occur. Select
interventions that are compatible with the family’s readiness to change.
Where clients are ambivalent or uncommitted, then these issues rather
than action planning should be the focus of treatment. Interventions that
are compatible with the family’s rules, roles, routines, belief systems and
culture are probable preferable to those that are incompatible. Interven-
tions that make best use of family strengths are probably better than
those that do not fully exploit the family’s own problem-solving and self-
healing resources to the full. It is also preferable to select interventions
that make best use of the therapist’s or team’s skills in helping the helping
clients solve their problems.

There are a number of common problems in selecting interventions in
particular cases. Sometimes interventions are selected because they are
the current fad or fashion within the field despite a lack of evidence for
their effectiveness or a rationale for their suitability for the current client.
In these situations, the challenge is to develop a clear formulation and
establish if the formulation provides a rationale for experimenting with
a new type of intervention. In other instances, unacknowledged counter-
transference reactions inform the selection of interventions. Therapists
drift into inadvertently rescuing or persecuting family members and in
doing so maintain the family’s problems rather than contribute to their
resolution. In these situations, exploring the counter-transference reac-
tions and their impact on problem maintenance in supervision is essential
for good practice.

A final difficulty in this area is where marital or family therapy is not
the appropriate intervention for the clients’” problem, but is offered (usu-
ally with good-will) because the therapist referred the case is a family
therapist. In such cases, it is important to consider the appropriateness of
the referral and explore the possibility of referral to a more appropriate
service. In cases of sensory, physical, linguistic or intellectual disabilities
multidisciplinary assessment is vital. Referrals to medicine, physiother-
apy, speech and language therapy, occupational therapy, social work, au-
diology should all be considered. A referral to medicine is critical to con-
sider if there is a suspicion that psychological symptoms may reflect an
underlying organic condition, such as thyrotoxicosis (which may present
as an anxiety like disorder). A referral to psychiatry is critical to consider
in cases where: psychotic or hypomanic features are central to the pre-
sentation; a hospital admission may be required in cases of self-harm; or
detoxification following substance abuse is required. In cases where child
abuse has occurred or is suspected, national policy and local guidelines
concerning interagency cooperation and reporting such cases to the statu-
tory authorities should be followed.
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BEHAVIOUR-FOCUSED INTERVENTIONS

Interventions that aim to directly disrupt or replace problem-maintaining
behaviour patterns include the following:

e creating a therapeutic context as an exception to problem maintaining
patterns

e changing problem-maintaining patterns in sessions using enact-
ments

* using tasks between sessions

e skills training

e changing behavioural consequences.

Creating a Therapeutic Context

In every session the process of creating a context for therapeutic work is
an intervention which disrupts, initially only temporarily, problem-main-
taining behaviour patterns. In creating a therapeutic context, in every
session the contract for therapeutic work and the ground rules govern-
ing this work are re-established either implicitly or explicitly. Through
this process, turn taking in speaking and listening is practiced, and the
therapist in collaboration with the family and the agency arranges for the
session to take place for a period of uninterrupted time in an appropriate
space to achieve agreed goals. However, in the first session these issues
are addressed very explicitly as described in Chapter 6 in the section on
contracting for assessment.

In later sessions, however, it is important to pay regular attention to
creating a therapeutic context by structuring the sessions in a way that
promotes collaborative problem solving and that maintains a sense of
fairness. A useful structure is to open each session by inviting partici-
pants first to say how they are ‘right now” and then to give a brief ac-
count of progress from their perspective. It is important for clients to say
how they are ‘right now’, so their mood state is not misinterpreted by
other family members or the therapist. For example, if a family member
has just had a stressful day at school, received a parking ticket, lost their
handbag, won the lottery or found out they passed their exams, all these
things may cause significant mood alterations. It is important for every-
one in the session to know that these sort of events have happened and
that they are affecting family members’ mood states. When each family
member gives a brief account of progress since the last session, specific
issues to be discussed in the heart of the session may be noted during
this review. The heart of the session may be used for specific in-session
interventions (such as those described in later sections of this chapter)
focusing on behaviour, beliefs or predisposing factors. Sometimes it is
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helpful to take a break before concluding the session to plan how the
session might most usefully be concluded. Sessions may be concluded
by simply inviting participants to continue the in-session conversation
in the next session. In other instances, the strengths and commitment
clients have shown during the session may be highlighted. Sometimes
it is useful to conclude sessions by reframing clients’ problems or high-
lighting multiple different perspectives. In still other instances, sessions
may conclude by inviting clients to complete specific tasks for specific
reasons before the next session. Specific questions and statement formats
that may be used to conclude sessions in these ways are given in later
sections of this chapter. Here are some questions and statements that
are useful in creating a therapeutic context in the opening and middle
sections of therapy sessions.

Can we open by checking how everyone is right now. What sort of a day have you had
ABC. Have you been under pressure or won the lotto, or is it just a normal day?

I'm interested in what each of you remember about the last session and what has
happened since then. Different people sometimes remember different things. Everyone
will get a turn. Who would like to start?

One of the things about these meetings is that they have to be fair. Everybody has to
get their fair say. To get their own turn so they can give their view. So let’s try to all
be fair and give each person a few minutes to say their piece. I will keep an eye on the
clock so each person gets a fair slice of this hour. Is that OK with you?

You have a long story to tell about ABC. Lets write that down on our list of things to
discuss today. We will all note that you want to tell us about that, but you have not
enough time during your turn to tell us. We will come back to it when each person
has had their fair turn. Is that OK with you?

There are some things you wanted to talk about today but we have run out of time.
Will we put these on the list for the next day?

There are important issues and concerns that you wanted to discuss today but we
have run out of time. Would you like to take some time between now and our next
meeting to write them out and then read them to us all in the next session?

For this issue, my view is that it does not concern everyone in the family. May I
suggest that you (to those it does not concern) take a day off therapy next week and
that we (to those it does concern) meet together to talk about this specific issue?

Changing Behaviour Patterns within Sessions

Within sessions, families may be invited to try to solve their problem or
some aspect of it in their usual way. Once the invitation is offered, the
therapist stops talking and leaves time and space for the family to enact
their usual routine for trying to solve the problem. By observing these
enactments, the therapist may see first-hand an example of part or all of



278 PROCESSES IN FAMILY THERAPY

the behaviour pattern that maintains the problem, since often problems
are maintained by ineffective attempts at their resolution. This interven-
tion, known as enactment, is central to the practice of structural family
therapy. Here is a typical invitation to engage in an enactment:

It sounds like this is a tough problem. But I am still not clear how it is that that you
keep getting stuck when you try to solve it. I would understand this better if, right
now, you tried to reach an agreement on what to do. I will sit over here and listen to
how you go about this. OK start anytime your ready.

If anyone in the family speaks directly to the therapist to try to include
him or her in the family discussion, the therapist says:

We can talk about this later. Right now I'm just trying to watch and listen so I can
understand what happens when you do this at home.

Once the family become stuck and find that they cannot make any further
progress, the therapist may then intervene in a way that frees up the family
to make further progress. For example, with families containing anorexic
girls, Minuchin would invite the family to enact their usual attempts to help
the anorexic girl eat during a family lunch session (Minuchin et al., 1978).
When the anorexic girl refused to eat despite parental requests, he would
unbalance the family by siding with the parents against the girl. He would
insist that they had a duty to work together to prevent their daughter’s
starvation. At other times, once the girl showed some recovery, he would
side with her against the parents in her battle for autonomy. During enact-
ments, directives may be given to family members to try more effective
ways of solving problems, in the same way that a coach would instruct an
athlete to alter his or her technique after observing the athlete’s perfor-
mance. For example, in families where all the members talk at the same
time and no one listens, each member may be coached to take turns at
listening and then talking when trying to solve a family problem. Facili-
tating enactments is central to the practice of structural family therapy,
an approach that assumes that clear intergenerational boundaries are
central to effective family problem solving. It is therefore not surprising
that boundary marking, that is, supporting the maintenance of clear in-
tergenerational boundaries, is a common aspect of coaching families who
are involved in enactments. For example, parents may be invited to jointly
discuss a problem and the therapist may actively prevent the children
from becoming involved in this conversation.

I can see you are trying to be helpful by making suggestions to your parents. But,
right now I want to find out what happens if just the two of them work on this
problem. Can both of you ask your son to give you space until you reach an agreement
on what to do?
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This boundary-marking intervention prevents a cross-generation alliance
between one parent and a child from developing within the enactment.
At the end of an unsuccessful enactment that did not lead to joint problem
solving, the fact that it gave new information may be highlighted as a
positive achievement.

Let’s stop there. This has been really helpful. You have shown me how you try to solve
this problem exactly where you usually get stuck. This is very important information.
Thank you.

At the end of an enactment that led to joint problem solving, the mastery
that occurred may be highlighted.

Let’s stop there. You have shown me that you know how to solve these sorts of
problems. This seems to be one of your strengths, this way that you work together as
team and make difficult decisions together.

Tasks between Sessions

Families may be invited to complete tasks between sessions that aim to
disrupt or replace problem-maintaining behaviour patterns. Among the
more widely used are the following:

* symptom monitoring
® encouraging restraint
® practicing symptoms
e graded challenges.
Symptom Monitoring

For many difficulties, it is useful to invite clients to regularly record infor-
mation about the main presenting problems, the circumstances surround-
ing their occurrence and the degree to which family members complete
therapeutic homework tasks or adhere to treatment regimes if they have
a primary biomedical vulnerability, such as diabetes or schizophrenia. In-
tensity ratings, frequency counts, durations and other features of problems
or symptoms may be recorded regularly. Intrapsychic and interpersonal
events that happen before, during and after problems may also be noted.
When inviting clients to use a monitoring system, the chances of them coop-
erating is better if a simple and structured system is given, such as the form
presented in Figure 9.1. Here is one way to introduce a monitoring task:

You have mentioned that the problem is better sometimes than others. To help us all
understand this a bit better, I'm inviting you to keep a record of each time the problem
happens between now and the next session. On this form (Figure 9.1) you can write
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down the time the problem happens here (in the left-hand column). Then a note of
what exactly happened. If anything significant happened just before or just after the
problem, there’s a space for that too (pointing to columns 3 and 4). Earlier we were
talking about rating the problem on a 10-point scale where 10 is the worst it's ever
been and 1 is when there is no problem. You can write in your rating each time on a
10-point scale just here (pointing to column 5). Let me just check that you understand
this. Can you go over the routine with me again?

NOTE EACH TIME OCCURS
Write down what happened before and afterwards

Give the event a rating on a scale of 1 to 10 where

1 means

and

10 means

Dayand gyent Before After Rating
time

Figure 9.1 Event monitoring form
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Information from monitoring charts should be reviewed regularly and
family members may be invited to speculate on the reasons for changes
in problems and related events. Solution-focused therapists have high-
lighted that it is useful to phrase questions routinely about changes in
positive terms (Miller et al., 1996). Here are some examples:

It looks like the problem went from 9 to 8 on the 10-point scale. What is it you were
doing that made the problem improve?

The problem stayed constant at 9 all week. How did you prevent it from getting
worse?

The problem went from 7 to 9 over the last week. You mentioned that in the past it
has been as high as 10. How did you prevent things from completely deteriorating
this past week?

Where monitoring charts show that specific factors are associated with
problems, ways of eliminating these may be examined. For example, in the
case of asthma, the level of dust in a child’s environment may be reduced.
If eliminating these factors is not possible, ways of helping clients cope
with these factors may be explored. Where clear family interaction pat-
terns are associated with problems, family members may be invited to
brainstorm ways of altering these interpersonal sequences.

Encouraging Restraint

The MRI school have shown that clients” unsuccessful attempted solu-
tions may maintain their problems (Segal, 1991). Such problem-maintain-
ing interaction patterns may be disrupted by inviting them to stop trying
to solve their problems in the way that they have been doing and post-
pone any new attempt at problem solving until they have thought things
through carefully.

This is a complex problem. There is a danger that if you try to change things before
we fully understand the problem, then it may get worse. So I am inviting you to be
patient and try not to make any major changes until we have a clearer understanding
of this complex problem. Is that OK with you?

Practising Symptoms

With some problems, such as children’s involuntary tics, or anxious cli-
ents’ tendency to ruminate, clients may be invited to practise the symp-
toms so as to gain control over them. The process of practice (especially
if other family members support the person doing the practice) reduces
anxiety about the symptoms and helps the person with the symptom be-
gin to control them. Here is and example of how to offer such a task:
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These tics seem to be completely outside your control at present and to be interfering
with your life. To get control over them, I'm inviting you to take 10 minutes each day
to practise doing them so that you can learn how to be in charge of them. It would
be important for your Father/Mother to be with you during these practice sessions to
give you support. Is this an invitation that you could accept?

Graded Challenges

In cases where clients’ fear and anxiety lead them to avoid particular situ-
ations, it may be appropriate to invite them to work towards facing the
situation they fear most by gradually facing increasingly threatening situ-
ations. This type of intervention is appropriate where the fear is related
to going out of the house, going to school, having sex, public speaking,
going on airplanes, and so forth. For example, in families where a mem-
ber has agoraphobia and panic attacks, it may be appropriate to invite
the family to escort the person with agoraphobia on increasingly longer
outings to learn how to cope with such challenges in a supportive context.
For example:

You have mentioned that you find these situations very threatening. One way to
learn how to cope with these is to start with the situations that are least threatening.
To go into these with someone who you trust and you know will support you and
then hang in there until your anxiety subsides. I'm wondering if that is something
you would be willing to do?

Where families contain a member who has become inactive, perhaps due
to depression or schizophrenia, it may be appropriate to invite the family
to engage the depressed person in increasingly more demanding pleasant
activities. For example:

One way to improve your mood and sense of well-being is to become more active. But
that’s a big step to take all in one go. Some people find its easier to plan to do just one
small activity each day, and when they have done this for a week, plan to do a slightly
bigger activity each day and so on. This works best if someone in the family does these
activities with you, so you have some support and company. Is this something you
would like to consider?

Skills Training

Clients may have difficulties communicating clearly and solving prob-
lems because they lack the skills or because intoxication, negative mood
states or other factors interfere with the use of well-developed skills.
Where such factors are present, therapy should focus on removing these
obstacles to effective communication and problem solving. Where fami-
lies have poorly developed communication and problem-solving skills,
and their poorly developed skills either maintain the problem or prevent
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its resolution, skills training in these two areas may be appropriate. Com-
munication and problem-solving skills training is central to the practice
of behavioural family therapy (Epstein, 2003).

Communication Skills Training

Communication skills may be artificially subdivided into those used for
listening and those used for telling somebody something. These skills are
listed in Table 9.2. Clients need, first, to be given an intellectual under-
standing of these skills. Then the therapist should model the skills for the
clients. Clients should at this point be invited to try using the skills to dis-
cuss a neutral topic in the session. Let the episode of communication run
for 5-10 minutes, and take notes of various difficulties that occur. Then
give positive feedback on those skills that were effectively used and, in
the light of this, ask clients to complete the episode again.

Typical mistakes include: interrupting before the other person has fin-
ished; failing to summarise what the other person said accurately; attrib-
uting negative malicious intentions to the other person when they have
not communicated that they hold such intentions; failing to check that
the message was accurately sent; failing to check that the message has
been accurately received; blaming; and sulking. The challenge in effective
communication skills training is to help the clients avoid these mistakes,
by praising them for gradual approximations to good communication.
Criticising clients for making mistakes tends to threaten the integrity of
the therapeutic alliance and has little impact on skill refinement.

Table 9.2 Guidelines for listening and communications skills

Specific guidelines General guidelines
Listening skills Make a time and place for clear

Listen without interruption communication

Summarise key points Remove distractions and turn off the TV

Check that you have understood Discuss one problem at a time

accurately Try to listen with the intention of

Reply accurately remembering what was said

Communication skills Try to listen without judging what is being

said
Avoid negative mind-reading
State your points without attacking the

Decide on specific key points
Organise them logically

Say them clearly

Check you have been other person . .
understood Avoid blaming, sulking or abusing

Allow space for a reply Avoid interruptions

Take turns fairly
Be brief
Make congruent ‘I statements’
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Once clients can use the skills to exchange views on a neutral
topic, they may then be invited to use the skills to exchange views on
emotionally-loaded issues, first in the session and then later at home.
Communication homework assignments should be highly specific, to
prevent clients from lapsing into poor communication habits. Thus,
specific members of a family should be invited to find out the other
person’s views on a specific topic. A time and place free of distractions
should be agreed and a time limit of no more than 20 minutes set for ini-
tial communication assignments and 40 minutes when skills are better
developed.

Here are two useful questions to check that clients have an intellectual
appreciation of the essential features of both sets of skills.

Let me check if we share the same understanding of communication skills? When you
want to tell ABC something really important, first you decide what points you want
to make. Then you put them in some kind of logical order and mentally rehearse them.
Then you tell her what you just rehearsed and check that she has understood you.
Does that sort of framework make sense to you?

Let’s talk about listening skills. We hear people saying things all the time but when we
really want to listen what do we do? Like, if I really want to listen to you, I hear you
out, without interruption. I summarise the main points that you've made and check
that is what you meant. Then, when I'm sure I've received your message accurately,
I reply with what I think about it. Can you accept that sort of breakdown of listening
skills? Hear the person out. Summarise. Check. Then reply?

Here is a question that can be asked to find out if clients are prepared to
use communication skills at the appropriate times to break the cycle of
interaction around the presenting problem, and what they perceive as the
main factors that would prevent them from doing so:

I'm wondering what you see as the main things that would stop you from using these
skills when you see things beginning to go wrong and you know you need to make
space to discuss it?

To identify barriers to using communication skills with a particular dyad,
ask them to find out what opinions they hold in common and on what
points they differ in relation to a topic relevant to the presenting prob-
lem. Here is a typical invitation to complete such a task in the therapy
session:

You both seem to have a good grasp of what it takes to communicate clearly. So I
don’t fully understand why this does not happen when you sit down to discuss this
problem. Show me how you do it. I'm asking you to find out on which three or four
points you agree and on which points you disagree when it comes to dealing with
these difficulties. Go ahead.
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Problem-solving Skills

In problem-solving training, the sequence of stages described for commu-
nication training should be followed with a progression from an explana-
tion of the skills listed in Table 9.3 to modelling, to rehearsal in the session
with the focus on a neutral topic. Positive feedback for successive approxi-
mations to good problem solving should be given during rehearsal until
the skills are well developed. Criticism for mistakes should be avoided.
Then clients may be invited to use the skills to solve emotionally-laden
problems. When families are observed trying to solve emotionally-laden
problems, often the first pitfalls they slide into is that of problem defini-
tion. Many clients need to be coached in how to translate a big vague
problem into a few small, specific problems. A second pitfall involves try-
ing to solve more than one problem at a time. A third area of difficulty
is helping clients to hold off on evaluating the pros and cons of any one
solution until as many solutions as possible have been listed. This is im-
portant, since premature evaluating can stifle the production of creative
solutions. Often families need to be coached out of bad communication
habits in problem-solving training, such as negative mind reading where
they attribute negative thoughts or feelings to others, blaming, sulking
and abusing others. Where families with chronic problems successfully
resolve a difficulty, a vital part of the coaching process is to help them
celebrate this victory.

Table 9.3 Guidelines for problem-solving skills

Specific guidelines General guidelines

Define the problem Make a time and place for clear
Brainstorm options communication

Explore pros and cons Remove distractions and turn off the
Agree on a joint action plan vV

Implement the plan Discuss one problem at a time
Review progress Divide one big problem into a few
Revise the original plan small problems

Tackle problems one at a time

Avoid vague problem definitions

Define problems briefly

Show that the problem (not the person)
makes you feel bad

Acknowledge your share of the
responsibility in causing the
problem

Do not explore pros and cons until you
have finished brainstorming

Celebrate success
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Here is a useful question to introduce problem-solving skills:

Tricky problems need a systematic approach. You can divide up problem solving into
steps. First, state the problem specifically. Next, think about lots of different ways to
solve it. It doesn’t matter if some of these options are strange or unusual. Just get as
many options out in the open as possible. Then look at the pros and cons of each and
finally select the one that suits everybody best. So that’s it. Define the problem, list
the options, weigh up the pros and cons and then select the best one. I suppose some
of the time you'd do something like this?

In order to check what prevents clients from using their problem-solving
skills and to coach them in how to manage these resistances and block-
ages, the following questions may be asked:

You sometimes use a fairly systematic method for solving problems like dealing with
a power cut or cooking Christmas dinner. Now the big question is, what gets in the
way of you using these systematic problem-solving skills when you try to sort out
this problem here?

When you ask clients to take 10 minutes to show you how they use their
problem-solving skills by addressing some aspect of the presenting prob-
lem, many of the blockages and resistances will become apparent. Here
is an example of the type of question that may be used to invite clients to
do this:

One problem you face is finding a way to support each other so you don’t get stressed
out by this whole thing. Take about 10 minutes now to show me how you tackle this
problem systematically and come up with a concrete plan that you can both follow
through on. A plan that will provide both of you with a sense of being supported. Go
ahead now.

Changing Behavioural Consequences

When families’ main difficulties are child-focused behavioural or emo-
tional problems, using reward systems and behaviour control routines are
particularly useful interventions. They provide families with alternative
routines to the problem-maintaining behaviour patterns in which they
have become embroiled, insofar as they alter the typical consequences of
the child’s behaviour. Both of these interventions derive from the behav-
ioural family therapy tradition (Epstein, 2003).

Reward Systems

Guidelines for using rewards systems are presented in Table 9.4. It is criti-
cal that the target behaviour is clearly defined, is monitored regularly,
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Table 9.4 Guidelines for reward systems

Specific guidelines General guidelines
Define the target behaviour clearly Present the reward systemto your child
Decide when and where the as a way of helping him or her learn
monitoring will occur grown-up habits
Make a smiling-face chart or points All parental figures in the child’s
chart network should understand and
Explain to the child that they can win agree to using the system
points or smiling faces by carrying  Use a chart that is age-appropriate.
out the target behaviour Smiling faces or stars are good for
Ask the child to list a set of prizes that children and points may be used for
they would like to be able to buy adolescents
with their points or smiling faces The sooner points are given after
Agree on how many points or faces are completing the target behaviour, the
necessary to buy each prize quicker the child will learn
Follow through on the plan and review Highly valued prizes lead to faster
it for effectiveness learning

Try to fine tune the system so that
successes are maximised

If prizes are not being won, make
the target behaviour smaller and
clearer, or the cost of prizes lower,
and make sure that all parent figures
understand and are committed to
using the system

If the system is not working, do not
criticise the child

Always keep the number of target
behaviours below five

rewarded promptly, using a symbolic system of points, tokens or stars that
is age appropriate and acceptable to the child. The symbolic reward system
must be backed by tangible rewards or prizes that are highly valued, so that
the child may buy these with points or tokens after they have accumulated a
sufficient number. When points systems are ineffective, it may be that some
adult in the child’s environment, such as a non-custodial parent in the case
of children from separated families, is not committed to implementing the
system. In other instances, the target behaviours may be ambiguous or the
number of points required to win a prize too high. Trouble-shooting these
difficulties is a routine part of coaching families in using reward systems.

Behavioural Control Skills

Guidelines for a behavioural control programme are set out in Table 9.5.
The programme should be framed as a way for helping the child to
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Table 9.5 Guidelines for behaviour-control programmes

Specific guidelines General guidelines

Behaviour Control Programme Set out with the expectation that you
Agree on a few clear rules can teach your child one good habit
Set clear consequences at a time
Follow through Build in episodes of unconditional
Reward good behaviour special time into behavioural control
Use time-out or loss of privileges for programme

rule breaking Frame the programme as learning self-

Monitor change visibly control

Involve the child in filling in,
designing and using the monitoring
chart or system

Monitor increases in positive
behaviour as well as decreases in
negative behaviour

Do not hold grudges after episodes of
negative behaviour

Avoid negative mind reading

Avoid blaming, sulking or abusing

Ask for spouse support when you feel
bad about the programme

Celebrate success

Time-out

Give two warnings

Bring the child to time-out without
negative emotion

After five minutes engage the child
in a positive activity and praise
him for temper control

If rule-breaking continues, return
child to time-out until 30 seconds
of quietness occurs

Engage in positive activity with
child and praise for temper control

develop self-control skills. Specific negative or aggressive behaviours are
defined as targets for which time-out from reinforcement is given. When
these behaviours occur, the parent gives a command to the child to stop
and this may be followed up by two warnings. If children comply they
are praised. If not they are brought to time-out without any display of
anger or any reasoned explanation being given at that time. The time for
reasoned explanation is at the outset of the programme or when it is being
reviewed, not following misbehaviour. During time-out, the child sits on
a chair in the corner of the kitchen, the hall or their bedroom away from
family activities and interesting or reinforcing events or toys. Following a
period of 2-5 minutes (depending on the child’s age), the child is invited
to rejoin family activities and is engaged in a stimulating and rewarding
exchange with the parent. If children misbehave or protest aggressively
while in time-out, they remain there until they have been compliant and
quiet for 30 seconds before rejoining family activities and engaging in a
stimulating interaction with the parent. Running a behavioural control
programme for the first two weeks is very stressful for most families. The
normal pattern is for the time-out period to increase in length gradually
and then eventually to begin to diminish. During this escalation period
when the child is testing out the parents’ resolve and having a last binge
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of self-indulgence before learning self-control, it is important to help fami-
lies maintain the unconditionally supportive aspect of family life. There
are two important interventions that may be useful here. First, spouses
may be invited to set aside special time where the focus is on mutual mar-
ital support. Second, parents may plan episodes of supportive play with
the children. The important feature of spouse support is that the couple
set aside time to spend together without the children to talk to each other
about issues unrelated to the children. In single-parent families, parents
may be helped to explore ways of obtaining support from their network
of friends and members of the extended family.

Clients’ intellectual understanding of the skills necessary to teach chil-
dren self-control may be checked with the following type of question:

Let’s just think about how we go about teaching children to control their tempers or
how to follow rules. Everybody has strong opinions about this so I'll just talk about
what scientists have found out about it when they have talked to thousands of families
in different countries and followed them up over a number of years. Children learn
self-control best when the rules about what they can and can’t do are clear, when
it’s clear what will happen to them if they do or don't follow the rules, when parents
always follow through and reward good behaviour but don’t reward bad behaviour
and when improvements in self-control over time are talked about regularly. Does
that fit with what you have seen with your own children?

The following question throws light on factors that block parents’
attempts to help their children internalise rules and develop a sense of
self-control:

When ABC has a tantrum or breaks his sister’s toys you say you sometimes scream at
him or spank him and other times you ignore him and occasionally you try to reason
with him. Do you think that if you made a plan to do the same sort of thing each time
— say like putting him in his room until he controls his temper — that you would
be able to follow through...(after answer)...What would prevent you from following
through?

Many parents who have, in their opinion, tried everything and failed to
teach their children self-control, feel powerless and have lost faith in any
method for helping their youngsters control their tempers and other im-
pulses. They usually express this sense of personal helplessness by blam-
ing the child or the method. So, they say their child would not respond
because he is intrinsically bad or because the method is useless. Other
parents will admit that they would be unable to contain their own anger
and frustration and would give vent to this by screaming or hitting. A
vital part of dealing with these resistances is empathising with the par-
ents’ sense of exasperation and defeat without agreeing that behavioural
control programmes are ineffective. Here is an example of how this was
put to one parent:
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It sounds like you've tried everything and got nowhere. You feel like he will never
learn how to control his temper. You doubt that anything will work. I know that the
programme we use here works. It takes time. It takes energy. Your boy will really test
you out for a while when you try this programme so things will get worse before they
get better. But in the end it works. However, you need to be ready. You need to have
got your energy up and to be determined to help him avoid becoming a delinquent. I
could understand it if you said you wanted to wait a while.

Once parents and children agree to become involved in a behavioural con-
trol programme, the heart of the coaching process is facilitating planning.
Both parents must accept the plan and with teenagers particularly, young-
sters need to play an active role in contributing to the plan to help them
learn self-control. Here are some useful questions to ask or statements to
make when facilitating planning a behavioural control programme:

It sounds like ABC has a number of urges that she needs to learn how to control. One is the
urge to hit people, another is the urge to break things, another is the urge to stay out past
bedtime. Now, of all these urges, what is the main one you want her to learn to control?

Some families like to use a chart and every time the youngster makes it through a
period without losing control of his temper he gets a point on this chart. At the end of
the week the points can be cashed in for a prize. Other families prefer to use a token
jar. Every time an hour goes by and the youngster has controlled his temper for the
hour a token goes into the jar. These can be used to get a prize at the end of the week.
Which system do you think would suit your situation?

This is the way time-out works. You give two warnings first. Like this. ABC, please
try to control your temper. This is your first warning. ABC, please try to control your
temper. This is your second warning. Then if ABC can’t control her temper, walk her
to time-out (her bedroom) like this. No fuss. No shouting. Just walking. Then say:
“Take five minutes to control your temper and when you are done we will play a game
of snakes and ladders’ (or whatever game ABC and yourself like). If you open the door
at five minutes and she shouts at you, close it for 30 seconds, then open it again if she
has stopped. Keep this up until ABC can show self-control for 30 seconds. Then ask
her to come out to play with you. ABC only gets out of time-out when she has shown
that she can control her temper for 30 seconds after the first five-minute period. Can
you run through this time out routine so I'm sure I've said it clearly?

ABC, when you go into time-out your job is to control Angry Alice (the name we
gave ABC'’s temper) so she doesn’t keep stopping you from having fun and being
friends with your mum and brother. There are different things you could do. You
could let Angry Alice scream and scream for five minutes. You could let Angry Alice
hit the mattress one hundred times with the pillow. You could tell Angry Alice your
favourite story or sing her a song. Now which of these things would you most like to
do to teach Angry Alice how to control herself?

Invitations to Complete Tasks

When inviting family members to carry out tasks, such as those described
so far in this chapter, it is important to keep in mind the typically low
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level of adherence to medical regimes. On average, patients forget about
50% of the information given to them by their doctors about their illnesses
and treatment regimes and about 40% do not cooperate with their doctor’s
advice (Carr, 1997). Thus, almost half of the time it is reasonable to expect
clients not to cooperate when invited to complete homework assignments.
This level of expectation will prevent you from unnecessary self-criti-
cism, client-criticism and other countertransference reactions. Here are 10
guidelines that make it more probable that clients will follow-through on
invitations to complete tasks.

1. Design simple tasks to fulfil specific functions or goals.

Offer invitations to carry out tasks clearly in simple language, invit-
ing clients to do specific things.

Describe tasks briefly and break complex tasks into parts.

Check that the clients have understood the task.

Give a rationale for the tasks.

Emphasise the importance of the task.

Write down complex tasks.

Mention any potentially negative side effects of the task.

State that the outcome of the task will be discussed at the next ses-
sion and convey an expectation of cooperation and success.

10. Always review tasks.

N
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INTERVENTIONS FOCUSING ON BELIEF SYSTEMS

A number of interventions that aim to transform belief systems and nar-
ratives that subserve problem-maintaining behaviour patterns are listed
in Table 9.1. These include:

addressing ambivalence

highlighting strengths

reframing problems

presenting multiple perspectives

externalising problems and building on exceptions.

All of these belief-focused interventions help clients develop more empower-
ing narratives about themselves and their capacity to solve their problems.

Addressing Ambivalence

Making a contract to engage in any stage of family therapy is not just a
discrete event, it is also an ongoing process. Different family members’
commitment to the contract may fluctuate in differing ways over the
course of therapy. It was noted in Chapter 7 that resistance to therapeutic
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progress is a common occurrence in family therapy. In some instances,
this resistance occurs because family members are ambivalent about the
process of change. That is, they begin to doubt that the benefits of achiev-
ing therapeutic goals outweigh the costs of change, because change inevi-
tably entails personal costs. When this occurs, the central task in family
therapy is to suspend all attempts at empowering clients to achieve their
stated therapeutic goals and focus all therapeutic effort on addressing this
ambivalence, no matter how long this takes. Only when clients have ad-
dressed their personal dilemmas about the costs of maintaining the status
quo and the costs of changing their situation, will they be in a position to
return to the process of therapeutic problem solving. The main therapeu-
tic task is to help all family members clearly and explicitly articulate their
beliefs about the costs of change and to empathise with this ambivalence.
It is vital to avoid any hint of criticism, since most clients when they expe-
rience ambivalence are already engaging in covert self-criticism. Here are
some questions that may be asked to help clients address ambivalence:

After you left last week I was thinking about how difficult this problem is. I was
thinking how much effort it’s going to take to solve it. So today I'm wondering if you
have had second thoughts about trying to sort it out?

I sense that you believe you are between a rock and a hard place today. That you
believe the costs of following through on the plans you have been making are too high.
Let’s take some time to talk about that today. What do you believe the downside will
be for you in sorting this problem out?

What do you think your mother/father/brother/sister believes the downside of sorting
this problem out will be?

Some people have a secret belief that some disaster will happen if they sort these types
of problems out. If your mother/father/brother/sister had such a secret belief, what do
you think it would be?

Some people have a secret belief that certain relationships will suffer if they sort these
types of problems out. If your mother/father/brother/sister had such a secret belief,
what do you think it would be?

I'm wondering if each of you would take a pen and paper now and list all the hassles
you believe you will have to face if you take all the steps necessary to solve this problem.
List the hassles you will face while solving the problem. Also when the problem is
solved, imagine all the difficulties you believe this will create for you. When everyone
in the family has done this, I will invite each of you to read out your list.

To what extent do you believe that your mother/father/brother/sister’s views about the
downside of solving this problem are due to feelings of being powerless right now?

Under what circumstances do you think this sense of powerlessness will be replaced
by a sense of strength?

From what you have said, it sounds like you each have good reasons to be wary
of changing at this point. For you, ABC, it’s the belief that change will involve
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DEF. For you, GHI, it’s the belief that working to solve this problem will mean that
you have to do JKL. And for you, MNO, your belief that PQR will happen if this
problem is resolved makes working for change a threatening affair. You all face a
difficult dilemma here. The problem you have is making life difficult for everyone,
but the costs of solving it are very high. My invitation to you is that we use the next
couple of sessions to explore this dilemma further. Is that something you would like
to do?

Highlighting Strengths

The importance of formulating exceptions and strengths as well as prob-
lems during the assessment stage was a central theme of Chapter 8. In
addition to this relatively large-scale task, it is also important on a mo-
ment-to-moment basis during all stages of the therapeutic process to avail
of opportunities to highlight clients’ strengths. When clients have diffi-
cult or chronic problems, they become demoralised and develop beliefs
that they are powerless to change their situation. Highlighting strengths
reduces demoralisation and helps clients construct personal and family
narratives about their ability to solve their own problems. Relabelling and
pinpointing are two useful techniques for highlighting strengths.

With relabelling, the therapist routinely offers positive or optimistic la-
bels for ambiguous behaviour as a substitute for negative or pessimistic
labels or attributions. So where a parent says:

He was standing there lazy and stupid doing nothing, so I told him to get on with it,
the therapist may relabel this by saying:

When he was there thinking through what to do next, you encouraged him to start
his homework.

Where a parent says:
She needs to be at home when she is this ill,
the sentiment may be reframed as:
While she is recovering, she needs to spend some time at home.

Pinpointing is a way of drawing attention to frequently used but unac-
knowledged individual and family strengths. Here are some examples;

The thing that really stands out for me is how carefully you are all thinking about
this problem.
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I'm struck by how open you each are to listening to each other’s viewpoints even when
you completely disagree with each other.

Ome thing that has arisen from this session is a sense of how much you support each
other during this difficult time.

The central point to come out of this difficult session is how you are prepared to stick
together against all odds, where other families would have fallen apart.

An outstanding strength that you have is this. You all feel very deeply about these
issues.

In Chapter 7, in the section on genogram construction, ways in which this
process can be used to pinpoint strengths are outlined.

Reframing Problems

With reframing, clients are offered a new framework within which to
conceptualise a sequence of events, and this new way of conceptualis-
ing the sequence of events makes it more likely that the problem will
be resolved rather than maintained (Carr, 1995). When a family thera-
pist reframes a problem, the problem is framed in interactional terms
rather than individual terms; solvable terms rather than uncontrollable
or fixed terms; and family members’ reasons for engaging in problem-
maintaining behaviour are framed as arising from positive rather than
negative intentions.

Here are a couple of examples of reframes. A distressed couple insisted
that the main problem was that the other person was to blame because
the other partner was a vindictive, mean selfish “bastard” or ‘bitch’. The
following reframing was offered:

When you disagree with each other strongly, you both end up blaming each other and
calling each other names. From what you have each said to me, the main reason you
do this is because each of you feels disappointed. A deep sense of loss that your wish
for your partner to meet your needs has not been met. Does that way of looking at the
situation fit with your experience?

The parents of a teenager who was involved in drug-abuse and who viewed
it as a sign of ‘psychiatric illness’ requiring hospitalisation, medication
and individualised treatment were offered the following reframing.

It looks to us like your son letting you find out about his drug abuse is an important
message. Since you have found out about it you have devoted a lot of time and effort
to put him back on the right road. The road to maturity. The road to being grown up
and making his own way in the world. For these reasons it seems important to us
that you both be centrally involved in helping him recover. He needs you to help him
grow up.
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Presenting Multiple Perspectives

Family members with different viewpoints often become embroiled in
black-and-white, either-or arguments about which viewpoint is true or
right. They find it difficult to move to a cooperative both-and position
where problem-solving efforts can be pooled. In such instances, espe-
cially when trying to solve complex problems, it is often very helpful for
families to have access to multiple perspectives on their difficulties and
multiple potential options for the resolution of these; within a frame that
challenges either-or, black-and-white thinking. Presenting multiple per-
spectives on a problem may allow the therapist or team to empathise with
a variety of family members’ differing viewpoints; highlight the two sides
of the dilemma the family face; underline a polarisation of viewpoints
within the family, the network or the therapeutic system; and suggest
that new solutions may emerge by considering and synthesising polar-
ised positions. The idea of presenting families with multiple perspectives
has evolved from the work of the original Milan systemic family therapy
team (Campbell, 1999; Campbell et al., 1991), from Peggy Papp’s (1983)
idea of the team taking the role of a Greek Chorus, from Tom Anderson’s
(1991) work on the reflecting team and from the Fifth Province practice
of remembering opposites (McCarthy & Byrne, 1988). From these various
contributions, two distinct clinical practices may be identified: present-
ing families with pre-prepared split messages about their problems, and
offering families the opportunity to observe a reflecting team discussing
their difficulties.

Split messages are commonly prepared by a therapist with or without
a team during a break towards the end of a session and then given to the
family in the final part of the session. Sometimes, it is helpful (more for
the therapist than the family) to write out the main points in the split
message and read it to the family after the intersession break. Here is an
example of a split message used to simply empathise with the viewpoints
of differing family members and so strengthen the therapeutic alliance:

During the break the team have been discussing the complex and difficult problems
that you face. The men on the team understand your concerns ABC as a father. You
are clearly torn between your duties at work and the need you feel to be more involved
at home. The women on the team were impressed by the challenges you face, DEF, as
a mother. You are trying to run this household single-handed and deal with GHI’s
recent problems at school with little support from anyone. The youngest member of
our team was struck by the courage you have been showing, JKL, as a daughter and a
young woman, in trying to keep going every day, despite the huge setbacks you have
faced over the last year. My own view is that the solidarity you show as a family is a
good prognostic sign. It suggests that you would probably be able to use our services
to solve your current difficulties. So we are inviting you to continue this process of
searching for a new way to handle this difficulty. I'll answer any questions you have
now.
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Where families face a difficult dilemma, a perspective on the validity of
each course of action may be presented as a split message, as in the fol-
lowing example:

I'm struck by the fact that there are two different ways of looking at this thing. On
the one hand you could say, this problem has been with us for too long. Its really time
now to plan a way out of this mess no matter what it takes. On the other hand, you
could say, changing our situation. Taking on this problem. Trying to agree on a plan.
And then trying to follow through is going to lead to more fighting, more conflict,
more hassle. It's just not worth it. Let’s pull out now to avoid further disappointment.
These are two different viewpoints. Both are valid. Between now and the next session
you may wish to think about each of these different positions.

Where factions within the family or network hold polarised viewpoints
and are unable to reach a consensus because they believe that one view is
right and the other is wrong, then presenting multiple perspectives may
help them see that all viewpoints have some validity and that the central
therapeutic task is to find a shared perspective that helps resolve the prob-
lem (rather than the right answer or the one true perspective).

The team were impressed by the strength with which each of you hold your differing
viewpoints on how best to tackle this problem. They were, however, divided in their
views. Half of the team, like you Mrs ABC thought that this is a situation that requires
a softly, softly approach, because they know that in the past ABC has responded to
this and so may do so again. The other half of the team took your approach Mr ABC.
They believed that a strict, firm but fair approach was called for. They feared the
worst if the problem was not nipped in the bud. However, there was a consensus
among all of us, that whichever approach you go for in the end that you will need to
agree on it or it will be very confusing for your child, DEF.

With reflecting team practice, during a break towards the end of the ses-
sion, the family are invited to observe the team reflecting on the interview
that has just occurred between the family and the therapist. The reflec-
tions may offer comment on the problem, explanations for it and possible
solutions. In reflecting team practice it is important to use the clients’ own
language and avoid jargon; to frame comments respectfully and empa-
thetically; and to highlight family strengths that may contribute to a solu-
tion. Here are some reflections from such practice where a family have a
child with a chronic illness:

(Team member 1) One thing that went through my mind when I was listening to
that conversation is how committed everyone is solving this problem that, on the face
of it, seems overwhelming.

(Team member 2) It occurred to me how brave ABC was being. Really brave. Having
this chronic illness, but just hanging in there and keeping going. That really stood out
for me. The idea that being brave and keeping going are the way to do it.
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(Team member 3) I felt like I could see DEF’s point of view very clearly. You know.
The idea that sometimes it easier just to turn off. Tune out. As a sort of survival thing.
Like, if you let yourself worry about this sort of stuff all the time, then it would be
too much.

(Team member 4) I was struck by how GHI explained her sense of exhaustion and
then linking that to the really busy schedule she has. And then linking that back to the
demands of caring for a child with a chronic illness. In all that I was hearing a need
for sharing the load a bit more.

(Team-member 1) Another thing that was really clear to me was the idea that there
is a better way to do things. I think that was an idea mentioned by everyone especially
ABC. I think these were the main themes that came up for us today. Will we leave it
there? The invitation is now for ABC, DEF and GHI to discuss and reflect on our
comments. To see what fits and what doesn’t. Ok?

Externalising Problems and Building on Exceptions

With externalising problems and building on exceptions the overall aim
is to help clients first separate out the problem from the person; identify
the effects of the problem on the person; identify and amplify situations
in which the person was able to modify or avoid the problem including
recent pre-therapy changes; develop a self-narrative that centralises these
competencies; empower the person who has overcome the problem to let
other network members know about these competencies and support their
development; and develop a personal narrative that links the current life
exceptions to clients’ past and future. This resource-based approach to
therapy has been pioneered by narrative (Freedman & Combs, 1996) and
solution-focused (Miller et al., 1996) therapists.

It is common when externalising the problem with childen to give the
problem a name so that it is personified. For example, with soiling, the
problem may be named Sneaky Poo (following Michael White’s practice);
with covert problems, Mr Mischief; with aggression, the Hammerman; or
with compulsions, Tidy Checker. Here is an example of a line of question-
ing that aims to externalise a child’s difficulties in controlling aggression
and build on exceptions:

Let us call the force that makes you hit people you care about the Hammerman, OK?
What age were you when you first noticed the Hammerman was affecting your life?

Did the Hammerman make things between you and your mum/dad/brother/sister/
friends/teachers, better or worse?

Tell me about a time when the Hammerman was trying to make things between you
and your mum/dad/brother/sister/friends/teachers go wrong, and you stopped him?

How did you stop the Hammerman, that one time?

Who was there?
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What happened before you beat him?

How did you beat him?

How did you feel afterwards?

What happened then?

You beat the Hammerman that one time. Were there others?

Because you have beaten the Hammerman, what does that say about you as a
person?

Does it say that you are becoming strong? Grown-up? Smarter?

Would you be interested in noticing over the next week how you will beat the
Hammerman again?

Will you come back and tell me the story about how you beat him again?

When you beat him again, you will receive a certificate for beating the Hammerman
and copies of this will be sent to a list of people you think should know about your
victory. Will you think about who should be on that list?

With adults, it may be less developmentally appropriate to personify
problems, although often people do. For example, Churchill referred
to depression as his ‘Black Dog’. The following line of questioning is
addressed to an adult with depression and makes use of pre-session
changes (which are quite common) as a way of identifying exceptions:

When did you first notice depression was coming into your life?
How long have you been fighting against depression?

How has depression been affecting your relationships with your husband/wife/son/
daughter|friends/people at work?

What feeds depression?
What starves depression?

If 10 means you are really winning the fight against depression and 1 means you are
losing, right now much are you winning?

When you called for an appointment a week ago, how much were you winning on this
10-point scale?

You say you are winning more now than a week ago. You have moved from 2 up to 4
on this 10-point scale. What have you been doing to beat depression?

Take one incident when you noticed you were beating depression last week. Talk me
through it as if I was looking at a video.

Who was there?
What happened before during and after this fight with depression?
You beat depression that time, what does that say about you as a person?

Does it mean that you are powerful? That you have stamina? That you are a survivor?
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Would you be interested in noticing over the next week how you will overcome
depression again?

Will you come back and tell me how you overcame depression again?

Who in your family or circle of friends could be on your team in this fight against
depression?

Wil you think about how we could connect with them. Maybe we could invite them
to a session, when you have had a number of victories and they could listen to your
story and offer their congratulations?

When clients begin to show change and master their problems, lines of ques-
tioning such as the following, drawn for the work of Michael White (1995),
help clients consolidate new personal narratives and belief systems about
themselves and their competence in managing their problems. This line of
questioning links the exception to the person’s past and into their future.

If I were watching you earlier in your life, what do you think I would have seen that
would have helped me to understand how you were able recently to beat depression?

What does this tell you and I about what you have wanted for your life?

If you were to keep these ideas in mind over the next while, how might they have an
effect on your life?

If you found yourself taking new steps towards your preferred view of yourself as a
person, what would we see?

How would these actions confirm your preferred view of yourself ?
What difference would this confirmation make to how you lived your life.

Of all those people who know you, who might be best placed to throw light on how you
developed these ideas and practices?

INTERVENTIONS THAT FOCUS ON HISTORICAL,
CONTEXTUAL AND CONSTITUTIONAL FACTORS

Interventions that aim to modify the impact of historical, contextual and
constitutional predisposing factors or mobilise protective factors within
these areas include the following:

e addressing family-of-origin issues

e addressing contextual issues
e addressing constitutional factors.

Addressing Family-of-origin Issues

Where parents or spouses have difficulty making progress in marital or
family therapy by altering problem-maintaining behaviour patterns or
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the belief systems that directly underpin these in response to interven-
tions listed in the right-hand and middle column of Table 9.1, it may be
the case that unresolved family-of-origin issues are preventing them form
making progress. These issues may include the following:

Major family-of-origin stresses

bereavements
separations

child abuse

social disadvantage
institutional upbringing.

AR .

Family-of-origin parents—child problems

insecure attachment
authoritarian parenting
permissive parenting
neglectful parenting
inconsistent parental discipline
lack of stimulation
scapegoating

triangulation.

PN OT LD

Family-of-origin parental problems

parental psychological problems
parental drug or alcohol abuse
parental criminality

marital discord or violence
family disorganisation.

SR .

In such instances, it may be worth exploring transgenerational patterns,
scripts and myths to help clients understand how relationship habits from
their family of origin are influencing their current life situation. In some
instances, it may be necessary to help clients access, express and integrate
emotions that underpin destructive relationship habits. In others, it may
be valuable to coach clients to reconnect with parents from whom they
have become cut-off, so they can become free of triangulation in their
families of origin and so stop replicating this in their families of procre-
ation. Typically this work, which has the potential to address core identity
issues and painful unresolved feelings, is done in sessions attended by
couples or individuals, without their children being present.

Exploring

Clients may be invited to explore transgenerational patterns, scripts and
myths relevant to their difficulties in making therapeutic progress in a
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wide variety of ways. Genogram construction, which was described in
Chapter 7, is a useful starting point. Once the genogram is fully drawn,
the client may be invited to begin exploring family-of-origin issues, rel-
evant to resolving the presenting problem with lines of questioning like
that presented below. This approach draws on the ideas and practices of
transgenerational family therapy (Kerr, 2003; Nelson, 2003; Nichols, 2003;
Roberto-Forman, 2002), object relations-based family therapy (Savage-
Scharff & Bagini, 2002; Savage-Scharf & Scharf, 2003), approaches to fam-
ily therapy that have their roots in attachment theory (Johnson, 2003a;
Byng-Hall, 1995), and experiential family therapy (Volker, 2003).

I have noticed that no matter how hard you try to make sense of this problem and
tackle it in a sensible way, you end up in difficulty. You have a way that you would
like your relationships to be with your partner and children, but you just can’t seem
to get your relationships with them to work like that. Something is blocking you. One
possibility is that you are carrying relationship habits from your family of origin in
the back of your mind, and any time you are under stress you fall into these old habits.
Would you like to explore this possibility?

The advantages of this type of exploration is that it may help you pinpoint some part
of your past that is getting in the way of you living your life as you would like in the
present. The disadvantage is that it may take time and effort and lead nowhere or to
discoveries you would rather not have made. So are you sure this is still something
you would like to explore?

Look at your genogram and think about what have been the most important
relationships in your life?

What relationship habits did you learn from these relationships?

In these relationships how did you learn to live with giving and receiving care and
support?

Tell me how your parents and siblings received and gave support to each other?

In these relationships, what did you learn about the way people should communicate
with each other in families. How should parents and children or mothers and fathers
talk to each other?

Tell me how your parents and siblings talked to each other about important issues?

In these relationships how did you learn to deal with leading and following, the whole
issue of managing power?

Tell me about who was in charge in your family of origin and how others fitted in
around this?

In your family of origin, how did you learn to deal with conflict?

What happened when your parents or siblings didn’t agree about an important issue?
What about triangles. Did people get stuck in triangles in your family of origin?
Was anyone piggy in the middle between your parents or two other people?

Did you and your siblings fall into two camps, backing your mum or your dad in some
triangle situations?
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Are you still involved in a triangle in your family of origin?
Who have you stayed close to?

Who have you cut off?

Have you ever tried to reconnect from your cut-off parent?

What are you avoiding by being cut off —what is the disaster you guess would happen
if you spoke intimately with the person from whom you are cut off?

What does this exploration tell you about the possible relationship habits you have
learned from your parents, siblings and other family members?

When you try to do the sensible thing in solving the problem you have with your
partner and children and that brought you into therapy, how do these relationship
habits interfere with this?

Do you think that there are situations in which you can control the urge to follow
through on these relationship habits you have received from your parents, sibling and
other family members?

What is it about these situations that allows you to break these chains, these destructive
relationship habits?

Would you like to explore ways of weakening their influence on you?

Before making this decision, I am inviting you to look at the downside of changing
your relationship habits. One big problem is this: if you change the relationship habits
you learned from your parents, you may be being disloyal to them. What are the
consequences of that for you and for your relationship with them?

Lines of questioning such as this, conducted over a number of sessions,
may lead in some instances to a realisation that family-of-origin issues are
interfering with effective problem solving in the family of procreation.
They may also lead clients to want to change these. Awareness of destruc-
tive relationship habits learned in the family of origin is rarely enough to
liberate clients from slavishly following these habits when under stress.

Re-experiencing

One way to help clients weaken these relationship habits is create a context
within which they can remember and re-experience the highly emotional
situations in which they learned them, and integrate these forgotten and
destructive experiences into their conscious narrative about themselves.
Clients may be invited within therapy sessions, to close their eyes and
visualise their memories of specific situations in which they learned spe-
cific relationship habits and tolerate experiencing the intense negative affect
that accompanies such visualisation experiences. Clients may be invited to
verbalise the self-protective emotionally charged responses that they would
have liked to have made in these situations to their parents or caregivers,
within therapy sessions. Such responses may be made to a visualised im-
age of their caregiver or to an empty chair, symbolising their caregiver or
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parent. In addition, clients may be invited to write (but not send) detailed
letters to their parents or caregivers expressing in graphic emotional terms
how difficult they found their challenging early life experiences in which
they learned their destructive relationship habits. These processes of re-ex-
periencing and responding differently to early formative experiences helps
clients to gain control over their destructive relationship habits.

Reconnecting

A further technique that helps clients to break free from inadvertently
slipping into destructive relationship habits, is to coach them to reconnect
with parents from whom they have cut off. This type of work typically
follows accessing, expressing and integrating emotions that underpin
destructive relationship habits. In this type of coaching, clients are invited
to prepare a plan of a series of visits with the parent from whom they are
cut off and talk with them in an adult-to-adult mode, and avoid slipping
into their old relationship pattern of distancing and cutting-off from the
parent. Initially in these visits, conversation may focus on neutral top-
ics. However, greatest therapeutic gains tend to be made where clients
can tell their parents in an adult manner, how the parent’s behaviour
hurt, saddened or angered the client as a child and how this led to a long
period of distancing and cut off, which the client would like to end and
eventually replace with a less destructive relationship. Sometimes, clients
find making such statements easier if they write them out with coaching
from their therapists. In other instances, clients” parents may be invited
into sessions, so that the therapist can facilitate clients making this type
of statement and their parents hearing them. In many instances, clients’
parents mention the circumstances and constraints that led them to hurt
or sadden or anger the client and a process of mutual understanding and
forgiveness is set in train. Of course, this is not always possible.

Addressing Contextual Issues

Where families have difficulty making progress in therapy by alter-
ing problem-maintaining behaviour patterns or the belief systems that
directly underpin these in response to interventions listed in the right-
hand and middle column of Table 9.1, it may be the case that factors in
the family’s wider social context are preventing them from making prog-
ress. These factors include issues requiring role change such as lifecycle
transitions and home-work role strain; lack of social support; recent loss
experiences, such as bereavement, parental separation, illness or injury,
unemployment, moving house or moving schools; recent bullying; recent
child abuse; poverty; or ongoing secret romantic affairs. A range of inter-
ventions may be considered for managing these various contextual pre-
disposing factors. These include:
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changing roles

building support

managing stresses

mourning losses
home-school liaison meetings
network meetings

child protection

advocacy

exploring secrets.

Changing Roles

During lifecycle transitions or when home-work role strain occurs, these
factors can underpin problem-maintaining beliefs and behaviour patterns,
and so facilitating changes in family members’ roles may be appropriate. For
example, when fathers are absent from family life, though work demands,
separation or divorce, children are at risk for developing problems and
when fathers are involved in family therapy, the outcome has been shown
to be more favourable (Carr, 1997). Thus, one of the most useful role change
tasks is to invite fathers to become more centrally involved in therapy and
in family life. Where fathers are unavailable during office hours, it is worth-
while making special arrangements to schedule at least a couple of fam-
ily sessions that are convenient for the father. Where parents are separated
or divorced, it is particularly important to arrange some sessions with the
non-custodial parent, since it is important that both parents adopt the same
approach in understanding and managing the child’s difficulties.

In families presenting with child-focused problems and in which fa-
thers are peripheral to childcare, one role change task that may be useful
is to invite fathers to provide their children with an apprenticeship to help
them mature and develop skills required for adulthood. Here is an ex-
ample of offering such an invitation in families where boys present with
emotional or conduct problems:

When boys have difficulty learning to be brave and deal with fear. When boys have
problems learning to cope with sadness. Or where lads have a hard time learning
to control their tempers and their aggression, they need to do an apprenticeship in
how to be a self-controlled young man. So, I am wondering how you might provide
your son with this apprenticeship he needs. Would you be able to set aside a half an
hour each day in which he tells you what he has been doing or in which you both do
something that he would like to do? The other side of this is that, when he sticks to the
rules, praise comes from you and when he steps over the line he would be answerable
to you. How would that be for you and for everyone else in the family?

Building Support

In many instances, families referred for therapy lack social support and
this underpins problem-maintaining beliefs and behaviour patterns. This
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deficit can be addressed immediately in family therapy by providing a fo-
rum where clients may confide their views and feelings about their prob-
lem situation. Clients experience support when therapists relate to them
in a way that is empathic, warm and genuine, and in a way that fits with
their communication style and ability. So it is important to use language
that clients can understand easily, especially when talking to young chil-
dren or people from ethnic groups which differ from that of the thera-
pists. Some families require no more than the additional social support
afforded by regular therapy sessions to meet their needs in this area.

However, other families, particularly those with chronic problems may
need a more sustained input. In some such instances, it may be possible to
refer clients to self-help support groups where others with similar prob-
lems meet and provide mutual support. Some such groups provide infor-
mation, ongoing weekly support, and in some instances arrange summer
camps for children or special events for adults. Using a multiple family
therapy format (described in Chapter 6) for chronic problems, like psy-
chosis or chronic eating disorders, allows clients to obtain support from
other families in similar circumstances.

Where nuclear families have become disconnected from their extended
families and immediate community, it may be suggested that they invite
members of their extended families and networks to sessions to begin to
form supportive relationships with them.

For children, particularly those who have become embroiled in coer-
cive problem-maintaining interaction patterns, an important intervention
is to train parents in providing their children with support. Parents may
be coached in joint sessions with their children in how to do this. The
guidelines for supportive play set out in Table 9.6 are first explained. Next,
the therapist models inviting the child to select a play activity and engag-
ing in child-led play, while positively commenting on the child’s activity,
praising the child regularly and avoiding commands and teaching. Then
the parent is invited to copy the therapist’s activity and feedback is given
to parents on what they are doing well and what they need to do more
of. Finally, the parent and child are invited to complete a 20-minute daily
episode of child-led play to increase the amount of support the child ex-
periences form the parent.

In families with older children and teenagers where parents and chil-
dren have become embroiled in coercive interaction patterns, a parent
and youngster may be invited to schedule special time together, in which
the child selects an activity in which the parent agrees to participate. This
may increase the sense of support that the youngster experiences.

Rituals for Mourning Losses

Bereavement, parental separation, illness, injury, unemployment, moving
house or moving schools are all loss experiences. Loss is an inevitable,
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Table 9.6 Guidelines for supportive play

Specific guidelines

General guidelines

Set a specific time for 20 minutes
supportive play per day

Ask the child to decide what he or she

wants to do

Agree on an activity

Participate wholeheartedly

Run a commentary on what the child
is doing or saying, to show your
child that you are paying attention
to what they find interesting

Make congruent ‘I like it when you...

Set out to use the episode to build
a positive relationship with your
child

Try to use the episode to give your
child the message that they are in
control of what happens and that
you like being with them

Try to foresee rule-breaking and
prevent it from happening or
ignore it

Avoid using commands, instructions

or teaching
Notice how much you enjoy being
with your child

statements, to show your child you
feel good about being there

Praise your child repeatedly

Laugh and make physical contact
through hugs or rough and tumble

Finish the episode by summarising
what you did together and how
much you enjoyed it

uncontrollable and painful aspect of the family lifecycle. In adjusting
to loss, distinct processes or overlapping stages have been described
in Chapter 1. These include shock; denial of the loss; futile searching for
the lost person, attribute or situation; despair and sadness; anger at the
lost person or those seen as responsible for the loss; anxiety about other
inevitable losses including one’s own death; and acceptance (Walsh &
McGoldrick, 2004). These processes, which are central to the grieving
process, occur as family members change their belief systems and mental
models of the world so as to accommodate the loss. The grieving process is
complete when family members have developed a mental model of family
life and a belief system that contains the lost member as part of family his-
tory or a sustained mental or spiritual presence rather than a living physi-
cal being. Sometimes families become stuck in the mourning process. In
some cases, families have tried to short circuit the grieving process and act
as if they have grieved, but find that from time to time they become inex-
plicably and inappropriately angry or sad. In other cases, the expression of
sadness or anger persists over years and so compromises family develop-
ment. Prescribing morning rituals where lost members are remembered
in detail and family members then bid them farewell may be liberating
for families paralysed by unresolved grief. Such rituals may allow family
members to alter their belief system and to accept the loss into their cogni-
tive model of the family. This change in the belief system then frees the
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family to break out of the cycle of interaction that includes the stuck mem-
ber’s grief response and the family’s reaction to it. For example, the hus-
band and two daughters of a courageous woman who died of cancer, after
two years were repeatedly involved in acrimonious fights and episodes
of withdrawal, which sometimes lasted for days. As part of therapy, the
daughters and the father were invited to visit the mother’s grave regularly
on a fortnightly basis for three months. Each of them was to recount one
reminiscence during these visits. Before therapy ended they were invited
to read farewell letters to their mother at the grave and then to burn them.
This was the final mourning ritual. Of course this therapy did not erase
the pain and grief that goes with the loss of a wife or mother, but it did
unblock the grieving process and liberate the girls and their father from
the treadmill of fights followed by withdrawal that led to the referral.

Home—school liaison meetings

Where factors within the school environment, particularly conflict and
bullying, maintain children’s problematic beliefs and behaviour at home,
liaison with the school is vital if family therapy is to be effective. The most
effective way to conduct school liaison is to meet with the child’s teacher
and parents, outline the formulation of the problem in a tentative way, check
that this is accepted by the teacher and parents and then explore options for
action or suggesta particular way in which the school and parents may jointly
contribute to the resolution of the child’s problems. For bullying, Olweus’s
(1993) approach, described in Bullying At School: What We Know And What
We Can Do, offers a useful strategy for cases where victimisation of children
at school prevents problem resolution. The approach aims to create a social
context in which adults (school staff and parents) show positive interest
and warmth towards pupils and use consistent non-aggressive sanctions
for aggressive behaviour in a highly consistent way. The programme
involves a high level of surveillance of children’s activities and a high level
of communication between parents and teachers.

Network Meetings

Where families have multiple problems and are involved with multiple
agencies and professionals, network meetings for families and involved
professionals are particularly important, since they provide a forum
within which the family and involved professionals may share informa-
tion and strive to retain a shared view of the case formulation, goals and
therapy plan. Without a shared view, opportunities for using available
resources effectively and synergistically may be lost. Instead members of
the family and network may inadvertently drift into problem-maintain-
ing behaviour patterns.

When convening a network meeting, particularly where difficulties
have developed in the coordination and delivery of therapy and other
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services, set clear goals. Such goals typically include clarifying or refining
the formulation and agreeing on roles and responsibilities. Open review
meetings with introductions, if any team members have not met, and set
the agenda and the rules for participation clearly. Make sure that everyone
gets a fair hearing by helping the reticent to elaborate their positions and
the talkative to condense their contributions. Summarise periodically, to
help members maintain focus. Above all, retain neutrality by siding with
no one, and curiously enquiring about each person’s position. Use time-out,
if necessary, to integrate contributions, refine the formulation and elabo-
rate options for action. Once the meeting accepts the refined formulation,
request a commitment to develop or refine the action plan. Then work
towards that by examining options and agreeing on which team mem-
bers are responsible for particular parts of the programme. Minute all
agreements, circulate these after the meeting, and agree on further re-
view dates.

When contributing to a network meeting, prepare points on your in-
volvement in the case, your hypotheses and plans. Use slack time at the
beginning of the meeting or during the tea break to build good working
alliances with network members. Always introduce yourself before mak-
ing your first contribution if you are new to the network. Outline your in-
volvement first and hypotheses and plans later. Make your points briefly
and summarise your points at the end of each major contribution. When
you disagree, focus on clarifying the issue, not on attacking the person
with whom you disagree. Keep notes on who attended the meeting, on
the formulation and the plan agreed. If you have unresolved ambivalent
feelings after the meeting, discuss these in supervision.

Child Protection

Where children’s presenting problems fail to respond to family therapy
interventions that target behavioural patterns and beliefs, in some in-
stances, notably complex multiagency cases, this is because of ongoing
child abuse or neglect. Where there are good reasons to suspect that intra-
familial child abuse or neglect is occurring, it is good practice to suspend
therapy until a statutory investigation by a child protection agency has
been conducted. Following such an investigation and related legal pro-
ceedings, therapy may in some instances be resumed. However, the terms
and conditions of such input should be negotiated with the family and
child protection agency. This issue is discussed more fully in Part III of
this volume.

Advocacy

Where adults or children’s presenting problems fail to respond to mari-
tal or family therapy interventions that target behavioural patterns and
beliefs, in some instances, notably complex multiagency cases, this is
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because of social disadvantage, poverty, housing problems, and lack of
material resources. In such cases, for therapy to be effective, it may first be
necessary for the therapist to act as an advocate for the family in arrang-
ing state benefits, adequate housing, and so forth.

Exploring Secrets

When one member of a family reveals a secret to a therapist and asks
that confidentiality be maintained, the therapist faces a dilemma. If this
confidentiality is respected, then neutrality may be violated, particularly
if the content of the secret is relevant to the maintenance or resolution of
the presenting problem. In cases of child abuse, violence or self-harm,
maintaining confidentiality about a secret may violate a commitment to
minimising harm and maximising well-being and so be unethical. On the
other hand, if the therapist maintains neutrality by telling other family
members about the secret, then the promise of confidentiality is broken.
This may not be justifiable in cases where, for example, one partner con-
fides that he or she has had a secret affair. Before looking at the manage-
ment of such situations, let us first consider a useful typology of secrets.

Karpel (1980) distinguishes between individual secrets held by one per-
son only; those shared by some, but not all family members; and family
secrets that are known by all family members but are concealed from the
community. A distinction may also be drawn between productive and
destructive secrets. Individual secrets, in the form of a private diary, may
be productive insofar as they enrich the writer’s sense of personal iden-
tity and autonomy. Shared secrets may be used to maintain boundaries
between family subsystems. For example, many couples do not discuss
the intimate details of their sexual relationship with their children. Here,
shared secrets are productive by creating an intergenerational boundary.
Family secrets, such as preparing a surprise party for close friends, can
generate joy and wonder.

Secrets are destructive where the withholding of information leads to a
sense of guilt concerning the deception, and this compromises the quality
of important family relationships and leads to problem-maintaining be-
haviour patterns. With children and families, the most common example
of this type of individual destructive secret is where a child has stolen
something of particular value and concealed the theft. With couples, ex-
tramarital affairs fall into this category. Secrets are also destructive where
the act of deception subjugates one or more members of the family, as in
the case of intrafamilial sexual abuse. Such abuse is a typical example of
a shared destructive secret. Some shared secrets, such as those related to
adoptive children’s parentage or a child’s illegitimacy, may be maintained
by parents with the best of intentions but have a destructive impact on
parent—child relationships when the child suspects deception. Destructive
family secrets, such as those concerning family violence, often maintain
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problems by cutting the family off from people or agencies in the com-
munity that may be able to help the family.

When the therapist is offered a secret in confidence by a family member,
the secret and the confidence are accepted and respected as a confused
plea for help (Carpenter & Treacher, 1989). The relevance of the secret to
the maintenance and resolution of the presenting problems must then be
established. Irrelevant secrets may be let lie. If the secret is relevant to the
maintenance or resolution of the presenting problem, the implications for
all family members of revealing or concealing it may be explored with the
person who has revealed the secret. Here is a line of questioning that may
be used in exploring, with a partner who has revealed a secret that they
have had an affair, the impact of disclosing the infidelity:

When you told me this secret, how did you think this would help to solve the presenting
problem?

To what extent do you believe this secret must be shared with your partner for the
presenting problem to be solved?

If the presenting problem can be solved without disclosing this secret, do you want to
keep the secret?

What will be the long-term consequences for your relationship if you keep this
secret?

Suppose you told your partner, straight out, that you desperately wanted to feel cared
for or powerful or youthful or attractive but you couldn’t find a way to do this in
your marriage, so you had an affair, what do you guess would go through his or her
mind?

In what way would your relationship change if you told your partner about this?
What is the worst thing that could happen if you told your partner about this affair?

In what way would the relationship with your children change if you told your
partner about the affair?

Under what circumstances do you think your partner would forgive you for having
this affair?

How would you cope with process of atonement and forgiveness?

How do you think you would cope with the increased closeness and intimacy that
would follow from this process of atonement and forgiveness?

Addressing Constitutional Factors

When families have a member who has a constitutional vulnerability, they
are unlikely to benefit from therapy that relies exclusively on the interven-
tions in the right-hand and middle column of Table 9.1, which aim only to
alter problem-maintaining behaviour patterns or the belief systems that
directly underpin these, without directly addressing the constitutional
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vulnerability. Such constitutional vulnerabilities may be genetic or they
may involve debilitating somatic states, sequelae of early illness or injury,
learning difficulties, or difficult temperament. Families with members
who have constitutional vulnerabilities require psychoeducation about
the condition or vulnerability; help with ensuring the vulnerable fam-
ily member adheres to the medication regime where this is appropriate;
referral for medical consultation where appropriate; and support in secur-
ing an appropriate educational placement if this is required, especially in
the case of individuals with learning difficulties.

Psychoeducation

In psychoeducation, families are given both general information about
the problem and a specific formulation of the vulnerable family member’s
specific difficulties (McFarlane, 2002). Simplicity and realistic optimism
are central to good psychoeducation. It is important not to overwhelm
clients with information, so a good rule of thumb is to think about a case
in complex terms, but explain it to clients in as simple terms as possible.
Put succinctly:

Think complex — talk simple.

Good clinical practice involves matching the amount of information given
about the formulation and case management plan to the client’s readi-
ness to understand and accept it. A second important rule of thumb is to
engender a realistic level of hope when giving feedback by focusing on
strengths and protective factors first, and referring to etiological factors
later. Put succinctly:

Create hope — name strengths.

In psychoeducation, information on clinical features, predisposing, pre-
cipitating, maintaining and protective factors may be given along with
the probable impact of the problem in the short and long term on cog-
nition, emotions, behaviour, family adjustment, school adjustment and
health. Details of the treatment programme should be given both orally
and in written form, if appropriate, in a way that is compressible to family
members. It is important to highlight family strengths that increase the
probability that the vulnerable family member will respond positively to
treatment. This should be balanced with a statement of the sacrifices that
the child and family will have to make to participate in the treatment
programme. Common sacrifices include: attending a series of consulta-
tion sessions; discussing difficult issues openly; completing homework
assignments; being prepared for progress to be hampered by setbacks;
learning to live with ongoing residual difficulties; accepting that episodes
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of therapy are time-limited; accepting that at best, the chances are only
two out of three that therapy will be helpful. Psychoeducation should
empower families. It should allow them to reach a position where they
can give a clear account of the problems and the correct way to manage
it. Family psychoeducation sessions allow the family to develop a shared
understanding of the illness. Group psychoeducation offers a forum
where children and parents can meet others in the same position and this
has the benefit of providing additional support for family members. A
psychoeducational approach to schizophrenia is given in Part IV of this
volume.

Adherence to Medical Regimes

Initially, in cases where non-adherence is a problem, it is important that
all family members are involved in understanding the regime and in sup-
porting the vulnerable family member in complying with the regime. As
adherence improves, more autonomous management of adherence should
be encouraged. Adherence to medical regimes is maximised if the follow-
ing guidelines are followed.

Set out the medication and medical care regime in simple language, inviting clients
to do specific things.

Describe the medication regime and medical care tasks briefly and break complex
tasks into parts.

Check that the clients have understood the regime.
Give a rationale for the regime.

Emphasise the importance of adherence to the regime and the positive and negative
effects and side effects of both adherence and non-adherence.

Write down complex tasks.

State that adherence will be reviewed in every session and convey an expectation of
cooperation.

Always review adherence and respond favourably to adherence.
Manage non-adherence in the way outlined for managing resistance in Chapter 5.

With non-adherent children and adolescents, invite parents to use reward systems,
described earlier in this Chapter, to increase adherence.

With adherent clients, encourage autonomous management of adherence.

SUMMARY

Interventions may be classified in terms of the particular domain they
target. Some interventions aim to directly disrupt problem-maintaining
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behaviour patterns. Others aim to transform belief-system and narratives
that subserve these behaviour patterns. Still others modify the impact
of historical, contextual and constitutional predisposing factors. Ideally,
classes of interventions for which there is empirical evidence of effective-
ness should be used. In any given case, an attempt should be made to
select specific interventions that are compatible with the three-column
formulations of the family’s problem; which make best use of the fami-
ly’s strengths; and which are compatible with the family’s readiness to
change. It is also preferable to select interventions that make best use of
the therapist’s or team’s skills in helping the helping clients solve their
problems and to be aware that family therapy may not be the appropriate
intervention in all cases.
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Chapter 10

PHYSICAL CHILD ABUSE

Physical abuse refers to deliberately inflicted injury or deliberate attempts
to poison a child. Physical abuse is usually intrafamilial and may occur
alone or in conjunction with sexual abuse, neglect or emotional abuse
(Kolko, 2002). A systemic model for conceptualising these types of prob-
lems and a systemic approach to therapy with these cases will be given in
this chapter. A case example is presented in Figure 10.1. A three-column
formulation of the abusive process is given in Figure 10.2. A formulation
of an exception is given in Figure 10.3.

The overall prevalence of physical child abuse during childhood and
adolescence is 10-25% depending on the definition used, the population
studied, and the cut-off point for the end of adolescence (Wekerle & Wolfe,
2003). Community surveys in the USA, the UK and other European coun-
tries in the 1990s found that the annual incidence of physical child abuse
was 5-9% (Creighton, 2004). In these surveys, physical abuse was defined
as being hit with an object, punched, bitten, kicked, beaten up or attacked
with a knife or gun. Only a minority of cases of physical abuse come to
the attention of child protection services and are officially reported.

SYSTEMIC MODEL OF PHYSICAL CHILD ABUSE

For both clinicians and researchers, single factor models of physical
abuse that focus on either characteristics of the child, characteristics of
the parents or features of the family’s social context, have now largely
been superseded by complex systemic models (Cicchetti, 2004; Emery &
Laumann-Billings, 2002; Jones, 2000; Kolko, 2002; Wekerle & Wolfe, 2003).
Within such models, physical abuse is conceptualised as the outcome of
a complex process in which a child with particular characteristics, which
rendered him or her vulnerable to abuse, was injured by a parent involved
in an ongoing problematic behaviour pattern, subserved by particular be-
lief systems and constrained by historical, contextual and constitutional
factors. For example, a child may be vulnerable to physical abuse because
his difficult temperament overtaxes his parents’ limited coping resources.
The parent may become involved in coercive cycles of interaction with the
child and come to believe that the child is purposely trying to punish the
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PHYSICAL CHILD ABUSE 321

ﬁurray is a difficult ﬂurray wishes his nee@ Murray cries and
temperament child for care and stimulation Sandra, who is tired,
Sandra has limited to be met, and cannot tries unsuccessfully to
capacity to empathise tolerate a delay * sooth him repeatedly
with her child and no ) . .

parenting support in this Sandra partially believes This increases her

area from the extended Murray is punishing her sense of exhaustion,
family for being a bad mother frustration and anger

o
~ (Sandra asks Tony for "\
Sandra and Tony have Sandra and Tony do not h:l?) ;ﬁ;iu%pggy or
aconflictual relationship share the same beliefs H ith h d
which mirrors her about joint parenting. Me argut?s with her an
parents’ relationship »| Murray becomes more

upset and cries even

In Tony’s family, men Sandra believes Tony more

didnot participate in should help, but Tony This increases Sandra’s
childcare activities disagrees ’ senseof exhaustion,

-

QUstration and anger /

6orporal punishment N
(oftensevere) and
domestic violence was
common in Sandra’s
family

The tiny apartment is too
crowded for Sandra to
easily take time-out from
Murray’s crying and she

%
gamdra believes that mD
behaviour should be
physicallypunished

because that is how she
was treated as a child

Sandra does not believe
she can control her
sense of frustration and

fears Tony will punish her
if she leaves the baby
The couple have limited
finances to change their
@commodation /

N J

@andra continues to try\
unucessfully to sooth
Murray, whose crying
persists

Eventually she is verbally
and physically violent to
him

She feels remorse and
vows to try harder to be
@od mothernext time )

Figure 10.2 Example of a three-column formulat