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The purpose af the practicum was to axamine the application of an

integrated model of brief tamilv therapy duaring the adolsscent staase of

]

the famity tife cycle. The model, largely based on the work of Steve de

I

zhazer, positively orients the therapist towabd famiiy strenaths and
eads to positively oriented intervention stratsgies. Therapy
represents a process of highlighting and building upon the familv’'s
zojution oriented behaviar and functional patterns of success. The
process of therapy was aided by a clear assessment of family functioning
based on the structural {framewcrk. Comparisons of multiple pre and
post-test measurements demonstrated the effectiveness of this model in
promoting tnerapeutic change with a range of families iIn which an
adolescent was the Yidentified patient", including families with a

history of domestic violence.
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INTRODUCTION AND OVERVIEW OF THE CLINICAL PRACTICUM

The field of family therapy "has been marked by wvast growth and
increasing popularity over the past twenty years. This evolution is
reflected in the smorgasboard of current family therapy models and the
rich array of assessment frameworks, intervention strategies and
techniques promoted by the variocus models., The metheods advocated by each
of the models are frequentiy presented as unique to the model in mind.
Nevertheless, all family therapy models rest on a "systems perspective"
base that integrates elements from a number of separately defined, vyet
strongly related, family treatment paradigms including: (1) general
systems theory; {(2) family systems theoryy (3) cybernetic theory; and
(4) ecological theory. The position adopted in this practicum is that,
taken together, all four of these paradigms have merged together to form
the systemic perspective base underlying family therapy.

The systemic perspective functions as a "meta-perspective" or a
"meta-theory" for all models of family therapy (Hoffman, 1981; Koman and
Stechler, 1985). In its simplest form the systemic perspective provides
a framework from which to view individuals within the context of their
families. In its broadest form, the systemic perspective encompasses
ecolgical concepts and provides a {framework from which to view
individuals in the context of their socio-cultural, political, economic,
and physical setting. The systemic perspective emphasizes the relational
aspect among "separate entities" and how these entities are organi:zed

together as a single, functioning, whole system. In the broadest sense,
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the systemic perspective addresses the transactional relationships  ameng
the systems of the individual, the family and the larger socio-cultural
context (Minuchin, 1974 Hartman and Laird., 19BZ). Thus, as the family
represents part of the larger snvironment, it at the same time forms an

environment for the individual (Hartman and Laird. 1983).

with a systemic perspective. While different Yanguage has been used to
describe the aorofessional pwrpose of social work over the years, the
ltanguage which best describes the social work purpose 1s  systemic in
nature. The social work profession has historically laid claim to a
person-environment oriesntation {(Germain, 1979; Hartman and Laird., 1982).
Social  workers have traditionally practiced from the position of viswing
individuals in the context of their environment and they have emphasized
the impact that transactional forces among systems {individual , group,
family, community) have upon the guality ot ltife, The profession of
social work has always maintained the primary purpose of improving the
transactions between peoplie and systems to enhance the gqualtity of life.
Action toward fulfilling this purpose may be directed to the person, the
snvironment or the interaction of the two {Germain, 1979: Hartman and
Laird, 1983). In this context, familiss rapresent a legitimate point of

entry (Germain, 1779).

“t
or
o

The social work profession’s traditianai association with
svstemic perspective as its basic practice +oundation, and the
profession’s "history of concern for and association with the Ffamilv",
indicates a natwal congrusnce between social work practice and family

therapy (Hartman and Laird, 1783, p.1l). OGiven that family therapy Iis
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theoretically grounded in the systemic perspective, it is founded an
theoretical bases which can e2asily be integrated with social  work

practice. Within this context, the purpose of this practicum is to

[

outltine and demonstrate a clinical medel of family-centered zocial work

practice that encompasses an integrated model of bried family tharaoy.
Family-centered practice rests on the svstemic perspesctive in both  its
simplest and broadest form:

amilv-centered gractice . . « « .
ictad neither to families and their
members nor to those larger envirgnment systems
which atte the nature of family life. Its con-
cern . its focus, i1fs turt, are those transactions
among person, family and environment which affect
individuals, families, and though less well under-
stood, even the larger social forces and systems
in which families are snmeshed.”
{Hartman and Laird, 1983, p.%}.

Area of Facus

This «clinical practicum was primarity focused on the apolication of
an integrated model of brief family therapy with families in which an
zdol escent member was identifi=d as requiring treatment, on an outpatient
basis, by the family or a referral source in the community (e.g., school,
spcial  services, other therapists). A secondary focus was placed on
testing a <clinical model of brief family therapy with similariy
identitied adolescents who had alsc witnessed some form of family
vieclence.

The focus of this practicum encouraged the acguisitien of clinical
skiilis at a number of levels. First, narrowing the ciinizal population

to adolescents and their families provided the opportunity to develop a



high level of semi-specialized ciinical skills in conducting family
therapy with adolescents. This learning esxperisnce was particulariy
significant given &he 1little attention directsd toward the theory and
methodology of conducting family therapv with adolescents to date.
Second, particularly specialized skills were devaloped in freating

adoiescents who have witnessed violence in their familv. Thi

W

WA

U

particularty significant as children who witness viglence in the home are
often over loocked as their victimization is aften minimized in treatment
and sociesty at large. Third, while the focused nature of the practicum
fosterd specialized skills, the development of broader, more generalized
skills in family therapy was encouraged by virtus of the clinical setting
in which the practicum was conducted. Four. there was a very
personalized level of l=arning as the praciitioner was atforded the
opportunity to trace his own development as a family therapist. The
benetits of this personatized process are oparamount and will  be
agneralizable to all modalities of social work practice inm the fature.

Fersonal _Learning Objectives

Frimary and secondary learning objectives were specified as this

practicum promoted the learning process at a number of levels,

Frimary {bjectives

i. To acquire the skills and knowledge base necessary to apply an

irntegrated model of brief family therapy with adolescenis and their
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families,

2. To develop a high level and range of assessment, intervention and
evaluation skills in practicing family therapy with adolescents @ and
their familties.

3. To develop a model of measuring & famity therapy trainee’s personal

cgevelopment as & familv therapist.

Secondary Obisctives

1. To acguire and practice speciatized skills in conducting family
therapy with adolescents who have witnessed family viclence.
2. Ta test the efficacy of conducting a brief model of family therapy

with families where children have witnessed family violenca,




FART 1: LITERATURE REYIEW: DEVELOFMENTAL THEORY




ADDLESCENT DEVELOFMENMY AT THE LEVEL OF THE INDIVIDUAL

Context To Adplescence
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While the concept of ‘“adelescence” has larasly been worked and
reworked within the context of an individually oriented developmental
madel ot psvchology., its evolution as a concept can be traced to  broader
scological  factors associated with the movement toward industrialization
and urbanization (Keniston, 19427 Erikson, 137468; Harevan, 19685y .
Adoiescence was not recognized as a distinct stage of development until
the the late nineteenth century (Aries, 1%462; Bennett, 1984F and was

introduced in the literature as a concept by 3. Hall (1904), Th

i

concept of adoliescence was partiy invented as a response to  the
phenomenon  whereby "the roles of children and parents became more
saparate as diffsrent economic wpectations....created a giscontinuity
between childhood and aduithood® (Keniston, 1962, cited in Freto and
Travis, 1985, p. 22).

frior to the industrial revolution, the family functioned as a total
economic unit in which children shared adult iabour tasks and had a
crucial economic function. Children made the transition directly from
chitdhood to adulthood as seon as they could assume full  work
responsibilities. Adolescence, as we now know it, did not vyet exist.
However., with the move toward industrialization and urbanization the

family’s role shifted more toward child care and consumption (Harsvan,
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1762) . The child’s economic  function in the family abated and a
prolonged and ambiquous transition from childhood to adulithood developed
{Freto &% Travis, 178%0. Along with technological advances the time
between chiidhood and adulthood increased and as Erikson (1968B) notes the

L

stage of adolescence became more cisgarly defined. In an attempt to cope
with this ambiguous fime period, voung people created 3 sei of rituals
and activities which today we refer to as adolescence. The concen
development of "adolescence” also evolved, then, as an  attempt to
understand the svents, issues and sxperiences of vyoung people  as  they
mage the transition fram childhood to adulthood {(Preto¥ Travis, 178%).
Aall ‘= tnitial formulation of adolescence has been expanded upon from
a number of perspectives including coanitive, social, psychoanalytic,
developmental and biclogical orientations, While most of theze
perspectives focus on the internal, psychological presswres felt by the
adolescent, some theorists such as Erikson (1920, 1948) have formulated
more integrated models of adolescent development which address the impact
of social  influences upon psycholgocial develogment. In Erikson’s view
of development, “"interaction between the person and the environment iz a
cardinal  principle" ({(Merz, 1988, p.l100), fet, regardless of the
orientation brought forward to a discussion of adolescence a review of
the ltiterature on this topic wncovers a number of salient issues or
themes. Among these themss, a bias toward the social and developmental
perspectives is evident since they have been prominent in shaping the
views on adolescent development in this century (Elder, 1974, cited 1in
rreto & Travis, 19835}, The themes shaping our view of adolescent

development will be reviewed and critigued below. A subseguent analysis



-
of adolescent development within the context of the family life cycle
model will also be provided. The attention that is being directed toward
discussing the "basics" of adolescent development at this time, is based
on the premise that effective family treatment with adolescents and their
families begins with the therapist’s thorough understanding of

adolescent develapment at an individual, family, and systemic level.

Recurring Themes on_Adolescence

Adolescence is typically described in the literature as a stage of an
individual ‘s 1ife development that is predictably stormy, conflictual and
confusing, by its very nature. Thus, Erikson (1939, 1968) describes
adolescence as a ‘“normative crisis, i.e., a normal phase of increased
conflict characterized by a seeming fluctuation in =90 strength as well
as a high growth potential” (p. 116}, The confusing and contrasting
nature of the forces which seem to be at work during adolescence are
perhaps best symbolized in the cliche that describes adolescence as a
period of time in which the individual has one foot in childhood and one
foot in adulthood. The adolescent struggles to meet needs which are
apparently conflictual, yet reflective of the stages of childhood and
adulthood between which she/he is straddled: play vs work; dependence vs
autonomy; irresponsibility vs responsibility; intimacy vs distance;
family vs peers. The emergence of many new, powerful feelings and needs
seem Juxtaposed against that with which the adolescent is already
familiar and comfortable.

Despite the multitude of theoretical models on adolescence, there is
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are overtly evident +to the adolescent (Stoller, 1%944; Chodorow, 1974),
Violations of sex role demands and stereotypes are clearly reacted to in
a negative manner by peers and family. Thus, it is less appropriate for
adolescent girls to maintain their "tombovish" characteristics and
adolescent boys arse gstracized for showing effeminate mannerisms. Sex
role identification and occupational identity are strongly interrelated
with the socio—cul tural environment and very much influence the
adolescent’s process of identity formation. According to Erikson (1930,
1268), the normative crisis of adolescence entails a reworking of earlier
developmental crises. During this period, there is a reevaluation of
how well the early skills and lessons acquired by the adolescent fit with
the imposing societal demands concerning occupation, sexual identity and
responsibility. In the process of this reevaluation the adolescent must
come to some sense of an occupational and sexual identity. The emergence
of these issues with the adoiescent’s biolagical development illustrates
that the impact of pubescence cannot be separated from the adolescent’s
developmental tasks nor from the societal and community expectations and
prescriptions he/she {faces. Germain (1979) points out: "In our own
society, sex, age, colour, and other biological attributes have a
profound 1impact on the sense of identity, arising as it does out of

interaction with others and their perceptions and expectations” (p. 12).
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Adolescent levelopmental Tasks: Identity Formation, Sexuality,

Separation

While different terms have been employed to label the developmental
issues facing adolescents, the developmental tasks most commonly cited
generally have to do with identity {ormation,rsexuality, and_ separation.
These tasks do not emerge, nor are they resolved, in any segquential

manner, but rather, are tightly intertwined.

Identity Formation

Identity involves a sense of being all right, of being oneself, and
of becoming what other people trust one will become (Erikson, 1950},
While the formation of an individual’s identity is a 1ife 1long process,
adol escence, as a stage in the developmental process, represents an overt
identity crisis (Erikson, 1950,195%9,19468). Given this crisis element,
adolescence is often mistakenly viewed as a final stage in identity
formation as opposed to a transitory stage. The physical and
psychological changes which the adolescent undergoes internally and in
relation to social - familial pressures, challenge the adolescent’s self
concept and contribute to the process of identity formation (Preto %
Travis, 1985). The adolescent must now define and evaluate her/himsel{
in terms of physical maturation as well as in terms of the accompanying
social norms regarding behavior. Social and familial standards around
sex rote behavior and responsibilities interact with identity formation

(Erikson, 1950, 194B; Germain, 19793 Gilligan, 1982).
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In particular, the adolescent wmust begin the process of directing
some energy toward determining a future occupation {(Erikson, 1930, 19&B).
While this process moves the adolescent toward more of an orientaticn to
the future it also leads the adolescent to reevaluate the roles and
skills acquired in the past. In this regard, the central issue is
whether or not the adolescent views the skills and roles acquired in the
past to hold much significance and utility in relation to potential
available occupations which are of interest. If there 1is little
connection between an oceupation which is of interest to the adolescent
and the skills and roles at which he/she feels most adept, the adolescent
is likely to choose an alternative occupational interest. Ultimately,
the adolescent will 1ikely choose an occupational interest he/she will be
most competent at based on the skills and roles mastered in earlier
deveiopmental stages. The tension that is associated with this process
best characterizes adolescence. If the adolescent is unable to settle on
an occupational interest, identity confusion is likely to arise (Erikson,
1950) . In addition to the internal pressures felt by the adolescent,
cultural and familial wvalues, which defing particular occupations as
gender specific, emerge as strong forces in the process of identity
formation.

As part of the process of identity formation, the adolescent begins
to "crystallize" her/his own values and beliefs. Paradoxically, while
this process is underway the adolescent appears primarily concerned with
what he/she appears to be in other peoples’ eyes as opposed to what they
feel they truely are (Erikson, 1930). Adolescents tend to know more

n

cltearly "who they are not". 1In an effort to figure out "who they are
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adoiescents paradoxically overidentify with their peer group. The
adolescent’s ability to formulate some tentative answers to who they are
as an individual is a prerequisite to integrating a sense of identity
(Kimmel % Weiner, 1985; Bennett, 1986). In this regard Erikson (1948)
maintains that the adolescent must come to terms with crises of earlier
years before they can instituté a final identity. Identity formation
includes significant earlier identifications but also alters these into a
coherent whole. This involves integrating various aspects of one’s self
into a sense of who one has been and who one may become around questions
such as: Who am 173 What do I believe?; What do 1 want to do in life?;

(Bloom, 1980; Dreyfus, 1974).
Sexuality

Adolescence is marked by a significant increase in sexual feelings,
thoughts and behavior (Freto & Travis, 1983). The emergence of the
adolescent’s sexuality is intertwined with the other developmental issues
of identity and separation and has a major impact upon the adolescent’s
transactions with peers, family and the community at large. In
particular, the interplay of the adoiescent’s self-concept, identity and
sexuality is never so evident as it is during adolescence.

Whereas in sarlier stages of development, segregation by the sexses is
typical, adolescence provides the individual with her/his first direct
experience with the mating process. Adolescents become more interested
in forming relationships with those of the opposite sex and begin to

date. Erikson (1948) claims that the adolescent’s initial
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experimentation with "love" often represents the adolescent’s projection
of their "diffused self" onto another in an effort to arrive at a clearer
definition of their self.

The adolescent’s initial experimentation with the mating process
affords the opportunity to examine personal values around sexual
inval vement and behavior. Sexual experimentation typically begins for
adolescents between the ages of 12 - 153. For some adolescents this will
involve masturbation, for others it may involve intercourse. Sexual
experiences include intercourse for a majority of adolescents who are
between the ages of 16 and 19 (Sorenson, 1973, Katner-Zelnik, 1971, cited
in Bernand, 1975; Bloom, 1980). The self-concept plays a critical role
in the likelihood of whether or not the adolescent will engage in sexual
behavior at an inappropriately vyoung age, The adolescent girl who
engages in sexual behavior at an inappropriate age typically has a very
poor self-concept and has not likely had the benefit of appropriate
nurturance, affection and emotional support. Her early invelvement in
sexual behavier often represents a misguided attempt to meet needs for
acceptance, caring and affection. It is no coincidence that such an
adolescent girl becomes "matched" with an adolescent bay who is similarly
attempting to compensate for a fragile self-concept by defining himsel+
through inappropriate sexual behavior. The adolescent male’s involvement
in early sexual behavior often represents an attempt to confirm his
sexual identity, and ‘"“self", through socially prescribed sex raole
expectations {for him to be masculine, heterosexual, aggressive and in
control. Such behavior reflects the socially prescribed means thirough

which males seek and fill needs for nurturance and acceptance. And so a
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cycle develops: In an attempt to fulfill her unmet needs for nurturance,
caring and acceptance the adolescent gir] follows traditionally
prescribed sex role channels by turning to the male adolescent who, in
turn, follows traditionally defined sex role channels for defining male
sexuality by angaging with the girl in sexual behavior at an
inappropriately young age.

The question of sexual identity, then, emerges as a critical issue
for the adolescent as now, more than ever before, they are faced with
socio-cul tural expectations regarding heterosexua) and same-sex
relationships. The malte adolescent’s sexuality revolves around social
demands for aggression, self-control and masculinity. Such demands mask
the male’s wvulnerability and reflect his socially prescribed role of
seeking nurturance and affection through active means. The female
adolescent’s sexuality revolves around social demands for vulnerability,
tenderness and sensitivity towards others and reflects the socially
prescribed role of seeking nurturance through passive means.

The impact of socio-cultural forces upon sexuality is particularly
evident with respect to the socio-cultural pressure toward heterosexual
relationships and the pressure against same-sex or homosexual
relationships. Feelings of attraction and intimacy toward members cf the
same gender activate a great deal of emotional confusion, anxiety and
psychological dissonance. The intensity of these reactions is most
extreme for gay and lesbian youths.

While homosexually oriented vyouth do not appear to experience
differences in general biological and cognitive changes, they must deal

with issues different from those of heterosexual youths in the area of
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psychological and social development (Hetrick and Martin, 1987). While a
full account of the impact of these differences upon the development of
homosexual adolescents is beyond the focus of this practicum, some
importént points can be made.

For the homosexual youth, the process of defining a sense of self and
managing social roles, involves the realization that one is a member of a
stigmatized group in sociéty (Hetrick and Martin, 19873 Martin, 1982).
In this regard the major developmental issues for>homosexua1 adolescents
“revolve around their entry into a stigmatized social identity” (Hetrick
and Martin, 1987, p.40). This stigmatization creates problems and
gsituations including isolation, family cut-off, violence, emotional
stress, shelter, 2mployment, which must be resolved as part of the
developmental process. Critical among these issues is the homosexual
youth’s need to hide a critical aspect of their identity {Martin, 1982).
In this isolation the homosexual‘s sense of "belonging to a primary
group, the differentiation between “we’ and ‘they’, gets lost. To
belong, they must condemn and attempt to repress their developing
sexual ity; to accept their sexuality, they must cease to belong" (Hetrick
and Martin, 1987, p.37). In centrast,; healthy resolution of the
developmental issues {facing the homosexual adolescent ieads to a fusion
of emotionality and sexuality (Martin, léBZ; Hetrick and H#artin, 1987
Troiden, 197%9}. Troiden (1979} has developed a ftour stage developmental
mode] on the process of forming a gay identity,

The absence of references made to the developmental issues {acin§
adolescents who are homosexually oriented represents an area of criticism

in the early literature on adolescent development. The bias toward
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hetsrossxual development reflects a similar bias {(to be discussed
subsequently) evident in the literature that is based on the systematic
integration of theoretical concepts which predominately signify the male
gender to the exclusion of concepts which signify the female gender. It
is critical that recent contributions to the literature, attempting to
correct these biases, be integrated into practice so that practice does

not reinforce the same biasss.

separation

The adolescent’s vacillation between dependence and independence
represents the core of the developmental challenge related to the
adolescent’s separation from family. The adolescent’s internal need to
become more autonomous and separate from family is associated with
corresponding external pressures for the adolescent to begin negotiating
areas which require self-reliance and responsibil ity such as educational
and occupaticnal career paths. These demands for increasing selif-
reliance are usually congruent with the adolescent’s desire for autonomy,
however, at other times they conflict with the adolescent’s desire to
retain the sanctity of childhood. The adolescent’s ambivalence, in this
regard, is usually nestled in feelings of lost childhood years as he/she
frequently arieves the safety and insulation that characterized
childheood.

The adolescent‘s move toward full autonomy is gradual and is
intimately tied to other related developmental issues. Experiences of

failure during the adolescent’s early attempts to join the peer group or
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experiment in the work worid may discourage further risk taking and may
heighten the adolescent’s reliance on family instead of "self". Germain
{1979) supports these assertions and reinforces the interrelatedness of
the adolescent’s developmental tasks with one another and the environment
at large:
*Identity not only arises out of human relatedness,
but influences the nature of relationships. It also
rises from experiences of autonomy, and competence
and, in turn, affects those attributes., Indeed,
identity, competence, autonomy, and human relatedness
are interdependent. Issues of autonomy are worked
out in the contexts of human relatedness and experiences
in the exercise of competence, and in the process of
identity formation. Relatedness is the essence of
identity, but it also reflects the kind of autonomy
that permits one to be either dependent on others or
independent as the situation reguires" {Germain, 197%;
p.» 12-13).

Although identity formation, sexuality and separation, as the major
developmental tasks of adolescence, were topically discussed in a
singuiar manner, it is evident from the foregoing discussion and
Germain’s words that these tasks do not arise in a sequential manner nor
in isolation from one another. They are constantly at play, in a
simultaneous, interactive manner both in terms of the internal
psychological pressures felt by the adolescent as well as familial and
socio-cul tural pressures which come to bear from an external vantage
point. While an understanding of adolescent development from the level
of the individual is critical, problems and crises which are presented by
adolescents and their families in treatment are best understood within

the context of the family life cycle model (Haley, 19733 Minuchin, 1974

Okun and Rappaport, 19803 Carter and McGoldrick, 19B0; Karpel and
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Strauss, 1983). Frior to discussing the life cycle model a critique of

the literature on adoiescent development is presented.

Critique of Literature

Froceeding to an analysis of the family life cycle model without
first critiquing the literature on adolescent development would seem to
reinforce the bias that is apparent in the theary construction
surrounding adolescent development, and social science theory in general.
This bias, although impticit in the literature, 1is based on the
systematic integration of theoretical concepts which predominantly
signify the male gender to the exclusion of concepts which signify the
female gender (Chodorow, 1974; Billigan, 1982; Sundal -~ Hansen, 1987;
Merz, 1988). Giltigan (1982) accurately asserts that human develapment,
including adolescent development, has largely been viewed through men’s
- ayes and that theories of human development are based almost solely on
the observations of male development. Studies on development are almost
egc!usively composed of male samples. Conseguently, theorists have
tended to regard malte behavior as the norm for human development. Thué,
developmental theorists have projected a masculine image that singularly
reflects the male 1life cycle as opposed to the female life cycle., In
short, females are viewed as deviant in this context. Gilligan cites
evidence of gender bias in the work of Freud, Erikson, Fiaget, Blos, and
Kohiberg. The literature on adolescent develgpment is not free of gender
bias and, in fact, exemplifies such bias in the emphasis placed on male

views  regarding developmental tasks such as separation, identity
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formation and sexuality.

In tracing the gender bias that is evident in theories of human
development, Gilligan (1982) «cites the wark of Nancy Chodorow (1974).
Chodorow indicates that "feminine personality comes to define itself in
relation and connection to other peaple more than masculine persaonality
does" (Chodorow, 1974, p. 43 - 44, cited in Gilligan, 1982). Others
support Chodoraw’s conclusion (Miller, 1984; cited in Sundal-Hansen,
1987 Surrey, 1983, cited in Sundal-Hansen, 1987; Merz, 1988). Miller
(1984 and Surrey (1983) suggest that women’s self-concepts need to be
locked at in a relational tnntext as a woman’'s view of self is in
interaction with other selves from birth on. This "self-in-relation"
model emphasizes interdependence instead of independence.

Chodoraow attributes male and female personality differences to the
fact that women are primarily responsible for child care. As a result,
the dynamics of identity formation are different for males and females.
For girls, the process of identity formation is fused with attachment
since mothers and daughters experience each aother as more alike. On  the
other bhand, mothers experience their sons as opposites. Consequently,
"boys, in defining themselves as masculine, separate their mothers from
themselves" (Billigan, 1982, p. 8). The process of male identity
formation, then, involves individuation and separateness, instead of
sameness.

Thus, issues of dependency occur differently for boys and girls.
Separation and individuation are critically tied to male gender identity
as separation {rom the mother is a prerequisite for the development of

mascul inity. In contrast, the development of the female identity is not



tied to separation or individuation but, rather, evolves with attachment.
Yfet, the literature on adolescent development highlights individuation
and separation as milestones in the developmental process. In fact, the
literature emphasizes that adolescence, among all stages of development,
is a crucial time for separation and identity formation (Blos, 1967:
Erikson, 1930, 19468}, This emphasis reflects male development and is
inappropriate to female development. The shortcoming of such a biased
emphasis is labelled by Gilligan (1982):

"The quality of embeddedness in social interaction

and personal relationships that characterizes women’s

lives in contrast to men’s, however, becomes not only

a descriptive difference but alsoc a developmental

liability when the milestones of childhood and

adolescent development in the psycholeogical literature

are markers of increasing separation. Women’s failure

to separate then becomes by definition a failure
to develop” (p.7).

The absence of concepts which accurately reflect the development of
adolescent females is apparent in Erikson‘s (1930, 1948} +ramework.
Aside {from Erikson’s first stage of development, trust vs mistrust,
Eriksan’s overall framework of human development depicts a gradual
process of individuation and autonomy. The process of individuation and
autonomy are inherent in Erikson’s second (autonomy vs shame), third
tinitiative wvs gquilt) and fourth (industry vs inferiority) stages of
development and are paramount in development as these stages are
prerequisites to identity formation (stage 3) and subseguent intimacy
(stage &) . Given the perspectives that Gilligan and Chodorow offer,

Erikson’s framework clearly reflects a bias toward the process involved
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in male identity formation and male development in general. According to
Erikson, the process of identity formation during adolescence essentially
involves: "the celebration of the autonomous, initiating, industrious
self through the forging of an identity based on an ideology that can
sugport and Jjustify adult commitments” (Gilligan, 1982, e. 123 .
Erikson‘s schema of development is defined through separation.
Attachments, and interdependence, which are evidently key to female
developmental processes, are viewed as disruptive to the process of
identity formation and development.

In conclusion, while the literature on adolescent devel opment
contributes to an understanding of the issues which may arise for
adolescents, and their families, in treatment it is critical that the
therapist appreciate the bias toward males that is evident in the
}iterature. The therapist must sensitize her/himself to distinctions in
male and female developmental processes. [f such seansitivity is not kept
in the foreground the therapist is ltikely to mistakenly reinforce gender
biases in therapy.

A bias toward mislabeling a family’s normal transitional difficulties
as pathological, may also result if the therapist does not have a
thorough appreciation of the developmental processes which occur for
every family "as a system” (Minuchin, 1974). In this regard, the
problems which adolescents and their families present in treatment are
best understood within the context of the family life cycle model (Haley,
19733 Minuchin, 19745 Okun and Rappaport, 1980; Carter and HMcGoldrick,
1980, 198B; Karpel! and Strauss, 1983). Carter and McBoldrick (1988)

succinctly address this perspective:
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"The family life cycle views symptoms and dysfunctions

in retation to normal functioning over time and views
therapy as helping to re-establish the family‘s
developmental momentum. It frames problems within the
course the family has moved along in its past, the tasks
it is trying to master, and the future toward which it is
moving. It is our view that the family is more than the
sum of its parts. The individual life cycle takes place
within the family life cycle, which is the primary context
of human development. We think this perspective is crucial
to understanding the emotional problems that people
develop as they move together through life” (p.04).

After generally discussing the family tife cycle model, particular

attention will be focused on the adolescent stage of life cycle

development.



THE _FAMILY LIFE CYCLE MODEL

Within the family life cycle perspective, the family as a whole is
viewed to have its own life cycle with predictable stages or transitions.
Each stage of the family life cycle is preceded by a particular ltife
event {(e.g. marriage, birth of a child) and is marked by corresponding
developmental tasks. The family’s transition from one stage to another
typically triggers a crisis, of some proportion, for the family as a
whaole, The pressure and disorganization associated with this crisis
prompts the family’s need to reaorganize itself structurally vis-a-vis the
resolution of pertinent developmental tasks (Karpel #& Strauss, 1983).
Life cycle events are tikely to be much more traumatic and crisis
engendering if they occur "off-time" from the expected life course (e.q.
adolescent pregnancies). The manner in which the family addresses the
developmental tasks and responds to the ensuing crisis has a major impact
upon the development of individual family members as well as the family’s
development as a whole. Families which attempt to respond to new
circumstances, created by the precipitating life event, by applying old,
patterned ways of problem resolution are likely to become “stuck" in the
life cycle process. In this regard, poor negotiation of developmental
tasks and incomplete resolution of a life cycle stage potentially leads
to the family’s inability to compliete future developmental stages as the
effects of poor negotiation shows up in later stages. The inability to

completely negotiate tasks from earlier stages frequently shows up during
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The Historical [evelopment of the Family Life Cycle Model

Once the theoretical underpinnings of the individual life cycle model
were laid by Erikson (1950, 1959, 19468), the initial formulations of the
family life cycle alsc evolved as sociologists began to conceptualize the
family as a group of individuals who each had their own life cycle (Freto
% Travis, 1985; Carter & McGoldrick, 1980). Hill and Duvall (1%48),
credited with formulating the initial directions toward a family life
cycte framework, then made the abservation that an interdependence
existed between family members as they each attempted to master their
individual developmental tasks. Hill and Duvall concluded that the
success of each family member in mastering their tasks contributed to the
success of other familty members as they addressed their developmental
tasks (McGoldrick % Carter, 19803 1988).

These preliminary directions eventually led to the theoretical
position that the family as a whole moves through its own developmental
Tife cycle characterized by varying developmental tasks at different
stages of development (Duvall, 1977). BEased on this position, Duvall
develgped the first fémily lite cycle model which outlined eight 1life
cycle stages through which each family progresses during development.
Since Duvall‘s pioneering work numerous models of the family life cycle
have been developed. Although there is variation among these models,
each generally integrates the nodal life esvents which mark a family’s
development: marriage; the arrival of childreny raising children;g
adolescence; leaving homej young adulthood; adult years; retirement_ and

death (Haley, 19733 Minuchin, 1974; Karpel and 5trauss, 1983; Carter and



McGoldrick, 1980, 1968).

Despite the early formulations of the family life cycle model, its
direct affiliation with family therapy was not overtly evident until the
1970’5 when Haley (1973), Minuchin (1974}, and Saoloman (1973) made direct
reference to integrating the model into clinical practice with families
{Carter and McGoldrick, 1980). Haley (19273) integrated a six stage
configuration of the family life cycle model with family therapy. In
basing his perspective on Milton Erickson’s approach to treatment, Haley
indicated that symptoms are most likely to manifest in a family member at
gne of these six life cyclie transition points since stress is highest as
the family moves from one life cycle stage to the next. Symptoms signal
that the family has become stuck in moving from one stage to the next.
In this context, family problems are viewed as a temporary derailment
from the family life cycle.

Minuchin’s earlier perspective on family treatment, is not unlike
Haley’s in that he adopts the position that many families who come to
therapy can be approached as "average families in transition" if they are
viewed 1in the context of the family’s develepmental cycle. Minuchin
relates that many families in therapy reflect the "pain and accommodation
that is required to meet new circumstances” which arise through normal
developmental processes. From Minuchin’s point of view the family life
cycle model is a key element to any approach that views the family as a
whole system {(Minuchin, 19743 Carter and McBGoldrick, 1980).

Solaman (1973} compacts Duva!i;s eight stage model of the family life
cycle into five stages and concludes that the model can be used as a

framework from which to develop treatment plane with families who are in



therapy.

The initial formulations which integrated the family life cycle model
with family therapy generally focused upon the nuclear family and the
stress that is engendered as the family moves forward through the life
cycle process. 0Others have since expanded these initial formulations of
the family life cycle to a three generational model which broadens the
conceptualization of “family" to more clearly include extended family
members (Carter % McBoldrick, 1980). Within the three generational
model , emphasis is placed upon the patterns of relating and functioning
which are transmitted across or down family generations. This
orientation highlights the impact that family attitudes, taboos, 1abels
and loyalties, have upon a family’‘s functioning as it moves forward
through the Tlite cycle. Carter % McGoldrick (1980) have develaped a
family life cycle model that incorporates Haley’s (and other’s) initial
formul ations with a three generaticnal approach.

Carter and McBoldrick (1980, 1988) suagest that the flow of stress
and anxiety that impacts a family’s functioning can be viewed along two
separate but related axis: "vertical" and "horizontal". The vertical
f1ow of stress encompasses the patterns of relating and functioning that
are passed down and across a family’s generations and includes elements
such as family attitudes, taboos, beliefs, loyalties, and issues that
have been passed on intergenerationally. The horizontal flow of stress
refers to the stress and anxiety that is triggered as the family system
passes through the nodal transition points which are inherently a part of
the +amily life cycle. Unexpected or mistimed life events, such as an

early death or pregnancy, are included along the horizontal axis in
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Watzlawick et al, 1974; Fisch et al 1982}, The aim of therapy is to
assist the family in becoming unstuck by directing the family toward
attempting alternative solutions (Watzlawick et al, 1974; Weakland et al,
1974; de Shazer, 1985). Within the context of the family life cycle
model , some degree of stress and anxiety is "normalized". Together these
points are very congruent with the brief therapy mode! emploved in this
practicum which focuses on initiating small changes and punctuating
family strengths. This promotes a healthier view of families and has
impliications for the therapist’s approach to family treatment.

Second, the family life cycle model informs the therapist about which
issues are most significant to a family during a particular stage of
development. Based on this information the therapist is able to more
objectively assess whether a particular family pattern is functional or
dysfunctionai. Depending on the assessment reached, the therapist will
employ different approaches with a family according to the family’s life
cycle stage. For instance, an intense model of parental supervision is
functional for a family with infants, but is likely to be dysfunctional
for a family with adolescents. The therapist will treat the family with
infants much differentiy than the family with adeolescents.

Taken  together, the utility of these key principles becomes
particulariy evident when adolescents and their families present for
treatment. Many of the conflicts evident between parents and adolescents
can be reframed as part of the normal, predictable developmental process
that all ordinary families experience. This reframe serves to alleviate
some of the stress and anxiety that family members may feel in relation

to one another and free them to more objectively negotiate some of the
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accommodations and shifts in power and authority required during the
adotescent stage of the family life cycle. Such reframes are
particularly important for the family with adolescents as the adolescent
stage of family development requires a great deal of {lexibility and
adjustment on the part of the family as a whole unit. A closer
examination of these issues will take place in the following discussion

on the adelescent stage of the family life cycle.

he_Adolescent Stage pf the Family Life Cycle

The adolescent phase of the family life cycle extends from the time
the oldest child reaches puberty until the youngest child exits the home.
Among all of the expected nodal events in the family’s life cycle,
adolescence is most likely to test the family’s flexibility to
accommodate and adapt (Ackerman, 1280), The family’‘s transition into
the adolescent stage necessarily involves a structural and organizational
transformation for the family (Okun and Rappaport, 1980).

In order to distinguish between predictable developmental crises and
dysfunctional family patterns, the family therapist must operate from a
base that integrates the systemic foundation of family therapy with the
developmental life cycle model (Qkun and Rappaport, 1780). In working
from such a base the family therapist is able to have a total picture of
the family as it transacts with the adolescent’s individual development.
In this regard Minuchin (1974} states that the family life cycle is a key
companent af any schema based on viewing the family as a system. Through

the integration of the developmental and systemic perspectives, many
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families in therapy would be seen as average families reacting to normal
developmental processes, circumstances and crises (Minuchin, 1974}.

The central challenges which face the family during the adnfescent
phase of the family life cycle are the renegotiation of the boundary
hetween the family as a unit and the community at large; a renegotiation
of the boundary separating the adolescent and his or her parents; and a
concomitant renegotiation of the adolescent/parent relationship around
issues of autonomy, responsibility, control and sexuality (Carter and
McGoldrick, 1980, 19883 Okun and Rappaport, 1980; Karpel and Strauss,
1983). The renegotiation of more flexible family boundaries is a
prerequisite to the second order, systemic change in the parent/child
retationship (Carter % McBGoldrick, 1980).

The adolescent’s struggle to master the developmental tasks of
identity formation, separation and sexuality necessitate shifts in the
parent’s role and the family’s structure. If the family is to fulfill
its primary function of supporting the development of family members then
family boundaries must be adapted and accompanying relationship shifts
must be permitted. Thus, the diffuse boundary that previously separated
child from parent, becomes a more defined boundary, thereby permitting
greater separation between the adolescent and her or his parents. A
shift in the opposite direction takes place in regard to the boundary
that surrounds the family as a whole. This boundary shifts from a closed
position to become more diffuse and open. These structural
transformations  occur in "healthy" families and contribute to a
renegotiation of the parent-adolescent relationship. The key to how well

the family promotes the adolescent’s development, and its awn, rests on
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the degree to which the family can maintain flexible boundaries in both
these areas. Such flexibility is congruent with the adolescent’s
fluctuating need for parental quidance, support and nurturance, on the
one hand, and distance, autonomy on the other. Similarly, while the
adolescent becomes much mors involved in the community he/she maintains
the need to periodically return to the sanctity of the family. The
importance of these structural shifts is particularly evident when one
considers the interplay of the adolescent’s developmental tasks of
identity farmation, sexual ity, and separation, with the family’s
developmental growth as a system.

The adolescent’s move toward identity formation calls for a stronger,
more defined boundary between the adolescent and his/her parents. The
formation of a mare clearly defined boundary affords adolescents the
added emotional and psychological space they need to begin defining their
own values, beliefs and orientations toward life. At the same time the
adolescent’s moves away from the parents call for a more open diffuse
boundary between the family as a whole and the community at large. Such
an adjustment provides adolescents with the freedom they need to access
their peers and the community. With the adolescent’s move outward, there
will be an infiltration of new values and beliefs inte the family‘s life.
In this sense, the adelescent acts as a bridge or a communicae between
the family and larger external systems. The new values, ideas and
beliefs which adolescents access vis-a-vis peers and the community, help
to facilitate their identity formation. As adolescents move outward and
bring back new information parents may face threats to parts of their own

identity {(Karpel % Strauss, 1983). In response to the infiltration of
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new values, ideas and outsiders, the family may respond by tightening its
own boundary in an effort to protect this identity. This may trigger
issues of family loyalty between the adolescent and other family members.
As adolescents struggle to form their own identity and the family
responds by maintaining its identity, conflict frequently ensues. If the
parents respond to this conflict by maintaining an inflexible boundary
around‘the tamily they will block the adolescent’s access to the
community. The adolescent may, in turn, become "entrenched" with the
parents and individual and family develtopmental processes may becomne
derailed, The major challenge faced by parents is to provide an optimal
blend of protection and flexibility %o permit the adolescent’s
individuation.

Intertwined with the family’s struggle to facilitate the adolescent’s
identity formation is the family‘s struggle to promote the adolescent’s
process of separation. The clash of values and attitudes that is
inherent in the adolescent’s move toward identity formation functions to
distance the adolescent from his or her parents thereby promoting
separation, Again the structural shifts in boundaries are essential.
The diffuse boundary encliosing the family permits the adolescent’s access
outside of the family in order to broaden his/her support network beyond
parents and family. With a more cleariy defined boundary separating the
adolescent and his/her parents, the adolsscent becomes more responsible
and independent.

The adolescent’s rising independence necessitates a renegotiation of
the adolescent/parent relationship around expectations, demands, control

and authority. A heatthy adaptational response by the family involves
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shifting ultimate authority from the parents to the adolescent over a
number of vyears. If the parents maintain an overinvolved position in
relation to the adolescent, the adolescent will respond by becoming
overly dependent on the parents or by rebelling. Such functioning
reflects the family’s inability to adapt to changing circumstances.
Whatever the case, the process of renegotiating power and control
generally leads to some conflict between adolescents and parents. Buch
conftict can be framed as a necessary antecedent to the adolescent’s
separation and the family’‘s overall growth (Pretoc and Travis, 1983).
This conflict is often a healthy reflection that expectations and demands
require further negotiation. If parents respond to the adolescent’s
emerging issues of control and authority by employing past solutions
which were successful in earlier stages of their child’s development, a
standoft is likely to ensue. These soluticons will escalate conflict
between the parents and the adolescent as they reflect sarlier stages of
tamily development in which the parents held unitary authority and the
process of decision making was autocratic,

The parent’s loss of control and authority over the adolescent
represents but cne of the loss issues which surfaces in relation to the
adolescent’s separation. The adolescent’s process of separating
represents a concrete signal to parents that their child’s stay in the
family 1is not a permanent one. This realization often forces parents to
ook toward the future and to begin refocusing on elements of their own
relationship which have become lost during the process of raising
children. This may trigger old feelings of loss and the struggle of

letting 9o from earlier experiences may be rekindled and relived.
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Separation, and the accompanying independence, often symbolizes the
loss of childhood for the adolescent. Feelings of loss are reflected in
the strong ambivalence that adolescent’s feel batween wanting greater
autonamy, yet, needing the sanctity of their parents’ protection. Due to
this ambivaltence parents are often very confused about how much
protection vErsus how  much autonomy they should provide their
adolescents.

Sexuality represents the third major area of adolescent development
that is interwoven with the developmental processes of the family.
Sexual thoughts, feelings and behavior which emerge during adolescence
influence the same kind of structural changes in the family system that
are evidenced in relation to the developmental issues of identity and
separation (Preto & Travis, 1985). The adolescent’s increased distancing
from his/her parents and the development of a stronger boundary between
the two generations is associated with the adolescent’s sexual maturity.
As the adolescent matures physically, they are perceived and responded to
differently by others (Erikson, 1930, 1939, 1948; Preto and Travis,
1985), Farents are less comfortable in providing physical nurturance and
adolescents demand more privacy and distance in this respect. Through
their increased contact with peers and the community adolescents access a
broader range of wvalues concerning sexuality than they may have been
exposed to in their families. Their experience of what has been conveyed
to them as "normal sexuality" becomes challenged. The adolescent may, in
turn, challenge his/her own family’s existing values and beliefs around
sexual behavior and gender roles.

The adolescent’s emerging sexuality squarely confronts parents with
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unresolved issues from their own past sexual development. This often
influences the climate in which sexuality is addressed in the family
{Gordon, 1983). The manner in which sexuality is discussed in the famiily
has a critical impact on the development of the adolescent’s sejyuality.
The adolescent’s exposure to a new set of values outside the family is
likely to be more threatening to a family in which the parents have
provided 1littlte, if any, information about sexuality and in which the
adolescent’s emerging sexuality has been denied (Freto & Travis, 1985).
Such families maintain an overly rigid boundary between family members
and the community and this can lead to the adolescent’s dependence or
rebellion. Families that maintain an openness toward discussing values
and questions about sexuality promeote positive sexual self-concepts in
their members {(Freto and Travis, 1985; Gordon, 1983). Parents who
experienced excessive sexual permissiveness during their adolescence may
try to protect their children +from premature sexual involvement by
setting overly restricted limits around their adolescent’s sexuality.
Bften, of course, this becomes a self-fulfilling prophecy because
adolescents, in their rebellion toward such restrictions, often engage
in premature sexual relationships. If they do not rebel toward this kind
of restriction, the adolescent may develop sexual inhibitions (Preto and
Travis, 1985).

The emergence of the adolescent’s sexuality, then, represents the
third major area of adolescent development that is interwoven with the
family’s developmental processes. The key variable in all these areas is
the degree to which the parents can develop a biend of protection and

flexibility that is congruent with the adolescent’s need to individuate,
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development, esarlier in this report, with respect to the systematic bias
toward theoretical concepts signifying the male gender and excliuding the
female gender, apply to much of the literature concerning the family life
cycle model and family therapy in general. Only recently has the
literatuwre begun to reflect the differential roles played by males and
females in the family life cycle. This slight shift is reflected in the
proliferation of feminist approaches to family therapy and the more
direct attention being paid toward this issue in recent texts and
articles. In their second major contribution to the family therapy
literature on the family life cycle Carter and McGoldrick (1988), focus

on this issue in their introductory remarks:

"In the short span of ysars since the first edition

of this book appeared there have been a great many

changes in the family therapy figld with regard to

this topic, and in life cycle patterns themselves.

First of all there is a burgeoning literature discussing
families in relation to their developmental phase. . . .
Second there has been a small revolution in awareness

of differences in male and female development (Gilligan,
19823 Miller, 19276; etc) and in their implications for the
famity tife cycle. The conservative, or even reactionary,
stance that the family therapy field has taken regarding
the role of women has come under strong criticism (Goldner,
19843 Taggert, 19B&4; Libaw, 1984; Hare-Mustin, 1978, 1980,
1987; The Womens Project in Family Therapy, in press;
McBoldrick, Anderson and Walsh, in press, etc) and requires
a careful rethinking of our assumptions about “"normality",
the notion of "family" and who is responsible for its
maintenance, and the role of the therapist in responding
to changing norms and sociopolictical realities" (p.3).

However, much of the literature still reflects the biased notion that
healthy family functioning promotes the achievement of individuation and

separation for both male and female members despite observations that

these tasks reflect the male developmental process and that female
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developmental processes are more centered on attachement, interdependence
and & sense of "self in relation" to others (Chodorow, 1974; MHMiller,
19843 Gilltigan, 1982; Sundal-Hansen, 1987; Merz, 1988). Evidence of a
potential bias, such as this, is reflected in the structural approach to
families which 1labels increased emotional invoivement in relationships
{more characteristic of same~sex relationships involving females) as
potentially dysfunctiaonal. In fact, such relationships are potentially
adaptational and functional given the developmental process for {females
observed by Chodorow (i274), Gilligan (1982), Sundal-Hansen (1987} and
Merz (1988).

Admittedly, the criticisms levied here are sketchy, nevertheless,
they peoint to the potentially detrimental impact that these kinds of
biases can have in treatment if the therapist is unaware of broader
systemic issuss when conducting therapy. The potential impact of such
biases is particularly relevant in the area of family violence where it
is vitally important for the therapist to maintain an awareness of the
differential roles prescribed, played, and reinforced, for men and women

in the family and the broader socio-cultural context.
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EHAPTER 3

FORGOTTEN VICTIMS: CHILDREN WHO WITNESS FAMILY YIOLENCE

in recent years the aresa of family violence has become a major focus
among social workers and other helping professionals. Te a large degree
this focus has been forced by a substantial increase in  the reporting
of wvarious forms of family violence particularly in the sub areas of
child sexual abuse and wife abuse. While it is generally concluded that
the true incidence of wife abuse and child sexual abuse have not changed
substantially, those practising in the fieid have become aware of the
exponential increase in the reporting of these forms of violence on the
part of victimized children, adolescents and women. The social services
system’s increased sensitivity to the violence in families has both
contributed to and resulted from the substantial increase in reported
cases of violence. As the number. of reported cases of family violence
rises, the demand for an increased understanding of the etiology, effects
and specific treatment strategies for the various forms of family
violence becomes more urgent. Yet, the area of family violence is a very
complex one and the literature on the topic reflects many gaps. Family
violence occurs in many forms - - physical, sexual and emotional abuse
toward children, adolescents, women and the elderly - - and sach seems to
catl for specific and unique treatment strategies. While there has been
a proliferation of treatment approaches in each of the sub areas,

treatment models are often constructed in general terms and seldom
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offer specific intervention strategies. One of the targest gaps is
reflected in the fact that 1little attention is directed toward the

identification and treatment of those who witness violence in the home:

"There are none of the bruises, blood and broken bones
sometimes found in child abuse cases involving beatings

and sexual molestation that scream so often these days from
newspaper headlines. Rarely does child abuse that scars
only the mind make the news. The most severe cases
occasionally attract attention of the authorities. But the
vast majority go quietiy unnoticed; eucept by the victims"
(01denburg, 1987).

The lack of attention directed toward children who witness family
violence has evolved out of three main factors. First, children‘s
treatment services in the area of +family vioclence have largely been
grounded in the child protective services movement. The child protection
movement has historically been concerned with protection issues related
to cases where children are the direct victims of abuse or neglect.
Until recently, then, child welfare workers were not mandated to provide
protective services to children who witnessed violence or abuse in their
home. The child welfare acts of Newfoundland, Prince Edward Island and
New Brunswick now state that children who witness abuse in their family
are in need of protection (CASW, 1982 cited in Balicki, 1987,

Second, with the drastic increase in the number of reported cases of
family violence, the number of trained professionals capable of providing
specialized treatment services have not been able to keep up with the
demand for service. This situation has contributed to a process whereby

the most clearly detined victims of viclence receive service. Child

victims who witness violence are easily overlooked in this process as
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they are less likely tg be identified by professionals as true "victims"”.

A closely related third factor has to do with the professional
community’s “collective reluctance® to view children who witness family
violence as victims. This denial, of sorts, reflects the degree to which
violence is accepted and legitimized in our socio-cultural environment.
Frofessionals, then, have downplayed the impact that violence has upon
children who witness it and in the process they have overlooked the need
these children have for treatment. In Western culture violence is
legitimized as a primary method of resolving conflict. Thus, in a
cutture where direct, hard-core violence is sanctioned, it is hard to
view those who witness violence as victims.

In many respects children who witness violence are "forgotten
victims® (Elbow, 1982). Treatment services are almost exclusively
focused toward those children who are the direct victims of violence
despite a proliferation of articles which suggest that detrimental
effects result for children who witness family violence (Hiberman and
Munson, 19783 Elbow, 1982; Cohen, 1984; Jaffe et al, 19Bb6; Balicki, 1987;
Oldenburg, 1987; Schuman, 1980). The lack of a coordinated service
delivery system for children who have witnessed violence relates to the
collective reluctance of professionals to acknowledge these effects, as
well as the polarization in practice and theory that characterizes the
field. This polarization centers around the ongoing debate over whether
treatment should be provided from an individual based focus or from a
systemic perspective (Larson and Maddack, 19863 Shapiroc, 1986; Coyne,
1986) .,

Individually focused models of practice conceptualize the problem of
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violence in terms of "victims and victimizers" (Shapiro, 198&6). Emphasis
is placed on victim advocacy and external control of the family and/or
perpetrator {(Larson and Maddock, 1986). Little attempt is made to view
the victim or perpetrator in the context of the family or the broader
socio-cul tural context., In contrast, those who work from a systemic
perspective view violence as a symptom of dysfunctional family process
and forces in the socio-cultural context which promote vielence.

The systemic perspective is frequently criticized on the grounds that
it exonerates the perpetrator of responsibility and places the victim in
a wvulnerable position of potential retribution. However, the first of
these criticisms confuses the notion of neutrality, vital to Family
practice, with the issue of responsibility. Thes intent of the systemic
practitioner is never to relieve the perpetrator of responsibility nor to
condone the violence. The second criticism simply reflects an issue of
poor practice and, as such, should be appropriately directed to practice.

The systemic perspective can be a particulariy effective framework
from which to treat family violence since in its simplest and broadest
torms, it aliows for a range of interventions which take into account the
individual, the family and the socio-cultural context. The systemic
therapist always has these levels of context in mind. Depending on  the
exact circumstances of the case, treatment might be targeted for the
individual or the family, however, it is the transitions between these
two wunits of attention, as well as the socio-cultural setting, that
provides the basis to a systemic therapist’s practice. In designing
interventians, the systemic therapist always has the broader implications

and forces in mind yet hesshe is able to narrow the focus to the
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individual. A systemic perspective on family violence intertwines all of
these levels. Children who witness family violence often experience
disruptions in their psycho-social development since the family in which
they are raised is unabie to fulfill its purpose of providing emotional
support and belonging or a sense of autonomy, and separateness.

Frequently, as in many other problem areas, the effects of the
vioience do not become directly apparent until the child becomes an
adolescent and the family reaches the corresponding life cycle stage.
Az violent families tend to be rigid systems, they do not provide the
family members, particularly adolescents, with the autonaomy to negotiate
appropriate develiopmental tasks. The <cleosed nature of the system
frequently reinforces the presence of patterns and solutions which
contribute to the violence. The therapist‘s awareness of these elements
and the broader socio—cultural context provide insight into the factors
which promote violence in the family and the manner in which <children
cope with the effects. The following discussion will address all three
of these levels before addressing the appropriateness of applying the
integrated model of brief therapy, used in this practicum, to families in

which the chiidren have witnessed viglence.

Famity Violence Defined

Family violence involves a range of acts imposed by one family member
onto another, at a physical, psycholpgical or emotional level, for the
purpose of controlling the other’s behavior either through direct attack

ar through creating a sense of fear and intimidation in the other. This
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range of acts incliudes verbal abuse, uttering physical threats creating
an aura of potential viclence, inflicting direct physical attacks
(inciuding shoving, slapping, burning and beating) sexual assault
(ranging from threats of a sexual nature to forced sexual intercourse),
forcing an individual to perform an act out of +fear or intimidation,
threatening or hurting a family member’s pets, and forcing or leaving
angther in the position of having to observe any of the above noted acts.
Within this definition the intent or perceived intent to hurt a family
member through the commission of a#y of the above noted acts constitutes
family viotence (Brekke, 1987). Those who witness family violence are
considered to be victims of family vioclence. What children see or hear
can be as damaging as what has happened to them (Fredrickson, 1982, 1985,

1986) .

Socio—Eul tural Elements In Working With Children Who Witness Family

Violence

Effective intervention in the identification and treatment of
children who are exposed to viclence in the home depends upon an
understanding of the socio-cultural context in which family violence
takes place,. An understanding of this context permits insight into the
factors which block service detivery to these children and provides cues
to the therapist about how these children are likely to respond to the
violence. Socio cultural prescriptions for behavior, according to
gender, influence the manner in which these children cope with the

effects of witnessing violence.
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The current socio-cultural climate that condones violence is rooted
in a long history of legitimized violence. Historically, men have
assumed the role of perpetrator and women and children have been ascribed
the role of victim. In their ascribed role as victim, children have been
histofica]ly viswed both as property and as "small adults", In tracing
the ownership of children back over several hundred years Rush {1980)
outlined the process whereby young boys were shared among ancient Greek
men and forced to perform sexual acts. Young boys were raped as an
initiation into the Greek military. Rush indicates that the
victimization and ownership of children went underground during the
nineteenth century as children were bought and sold in brothels.

In addition to being treated as property, children have also been
historically regarded as small édutts. Prior to the Industrial
Revolution, the family functioned as a total economic wunit in which
children shared in adult labouwr tasks and fulfilled a critical sconomic
function. Children were transitioned directly into adulthood as soon as
they could assume full work responsibilities (Preto & Travis, 1983).
"Adolescence", as we now know it, did not exist (Aries, 19462; Keniston,
19623 Harevgn, 1982) . The perception of children as young adults
continued through the period of the Industrial Revolution whan children
were misused as a cheap source of labour (Garbarino, 1982).

The perception of children as “property" is still a prevalent theme
in contemporary society and is strongly 1linked to a philosophy that
regards the tamily unit as sacred in our culture. It is taboo for people
to infringe on the sanctity of the home despite the possibility that a

child may have been victimized. FPeople are unlikely to intervene in
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situations where there is evidence to suggest that a child is suffering
from maltreatment or misuse at the hand of his parents and family. The
sanctity of the +family has partly contributed toward maintaining the
power differential that has historically existed between adults and
children, and between men and women in that it has insulated the famity
from outside intervention that is aimed at breaking the cycle of
violence. This power differential leaves women and children more
vuinerable to viclence. Families which are characterized by vioclence
are particularly well insulated from the social environment. The violent
family is "relativety closed, undifferientated and rigid in both
structure and function" (Larson and Maddock, 1986). Given these
features, aggressive attempts to intervene often reinforce the rigidity
of the system.

The historical and contemporary patterns of family violence cannot be
viewed separately from the culturally defined sex role prescriptions that
have evoived alonga side these patterns. An  analysis  of these
prescriptions provides a clearer awareness of how the cycie of vialence
is maintained and how children witnessing this cycle respond. The mate
role that is prescribed in our culture revolves around social demands
for agaression, self-reliance, independence, strength, sexual aggression,
and masculinity. Male vulnerability is not prescribed. The culturally
prescribed female role revolves around social demands for vulnerability,
tenderness, passivity and sensitivity toward others, particulariy men.
Within these prescribed roles men are socialized to release trauma, anger
and aggression oqutward. Women, on the other hand, are socialized to

internalize their anger and trauma. These sex role variations promote a
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cycle whereby men occupy the position of perpetrator and women are
ascribed the position of victim. Women have been unable to move out of
this position due to a legacy of political, economic, cultural, and
religious conditions which have served to discriminate against them and
perpetuate injustice against women.

These variations along gender also influence how male and female
children respond to violence in the home. Generally speaking, thers are
some differences between male and female children of the same age who are
exposed to violence in their home. These differences reflect socially
prescribed sex role channels for coping. Hiberman & HMunsan (1%78)
observed that tatency aged boys who had witnessed family violence were
more aggressive than girls of the same age and experiencs. Others have
observed that there is a relationship between gender and aggression among
children who witness +amily violence that is consistent with socio-
cultural sex role stereotypes (Hiberman % Munson, 19783 Fizzey, 1977;
Stacey % Shupe, 1983; Walker 1984; Hughes & Barad, 1983).

The impact of merging elements associated with historical patterns of
violence, gender, and the modeling influence of parents, cannot be
minimized in cases where children have witnessed violence. Gallies and
Steinmetz conclude that "each generation learns to be viaolent by being a
participant in a violent family” (in Jatfe et al, 19846, p.142). Boys in
particular, exhibit behavior problems and symptoms related to emotional
disturbance and social adjustment (Jaffe et al, 1786). In this regard
Schuman points out that "parents who are violent toward one another tend
to have children who use violence on siblings, school mates, and, later

on, their own spouses" (1980, p.1B3). lL.ater, in the same article,
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Schuman quotes from John H. Meisr: “"Farents are children’s primary
models -~ - the most important people in their lives. Much of what
children learn about dealing with stress and conflict is patterned on

their parents’ behavior" (p.183).

Children Who Witness Family Violence: Effects And Responses

Children who witness violence in their family are potentially expesed
to several forms of violence. The most common exposure is to violence
between the child’s parents, typically physical or sexual abuse
perpetrated by the father upon the mother. Waltker (1984) relates that
874 of the 400 battered women she interviewed indicated that their
children were aware of the violence inflicted upon them. Violence
directed toward a child’s sibling represents a second form of violence
that children witness. A major gap exists in the provision of treatment
for children who witness such violence. Cases of intrafamilial sexual
abuse most often involve the victimization of a child’s brother or sister
on the part of the father or father figure. In cases of physical abuse
there seems to be a 50-5¢ split between male and female perpetrators
(Gil, 19673 Zalba, .198? cited in Crumbley, 1985). Although these sub-
areas of violence are presented separately here, they often occur
simul taneously in the child’s home. Herman and Hirschman (1981, cited
in Crumbely, 1985) reported that in 30% of reported child abuse cases the
mother was also abused by the father. Straus and Hotaling (1980 claim

that child abuse is 30 times more likely to occur in homes where the
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mother is being assaulted then in ‘homes where the mother 1is not.
Children who witness violence directed toward others in their family are
often atso the victims of direct violence themselves (Brekke, 1987) . In
Walker's (1984) study of 400 battered women, 53% of the men who abused
their partners also abused their children.

For a child, the experience of witnessing violence in the home can be
conceptualized as an abnormal event that interrupts the  normat
developmental process (Berliner % Stevens, 1982). The child’s
precccupation with the violence disrupts age appropriate tasks. The
child’s inability to assimilate or sncompass the experience of violence
is frequently reflected during adolescence. If the child is a witness to
wife battering, the mother is often unavailable to the child at an
affective or instrumental level as she herself is preoccupied with her
awn survival. The child’s dependency and nurturance needs often go
unmet . The deficits in the child’‘s psycho-social development, resulting
from these unmet needs, often expose the child prematurely to adult tasks
(Larson and Maddock, 1986). The child is often pressed into meeting the
needs of other family members, particulariy the mother. In such
instances, a role reversal may evolve in which the child moves to support
and excuse the mother. While some of this behavior is adaptional, over
the long term it teads to a distorted belief in the child that he/she can
meet any and all emotional needs. This freguently sets the stage for
female children to later select a partner who will repeat the cycle of
viglence (Larson and Maddock, 19864).

Thus, the c¢hild who witnesses violence does not receive the

nurturance, smotional support and the availability of parents that is
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necessary to promote healthy development. Children who witness family
violence, then, show disturbances in their development. If outside
intervention does not take place the effects of early disruptions in the
child’s development will manifest as symptoms in later stages of
development, particularly adolescence. This is particularly the case
during adolescence as the victim’s predominant developmental tasks reltate
to issues of sexuality, identity, and separation which typically involve
issues of power and control. The closed, rigid nature of the violent
family system often precipitates adolescent rebellion as it is unable to
adapt to changing circumstances associated with the child‘s adolescence.
While these symptoms typically cluster together they can, for the sake of
clarity, be viewed along an emotional - psychological axis and a socio-
behavioral axis. Many of these symptoms are consistent with the trauma
that is experienced by children who have violence directliy inflicted upon

them (Jaffe et al, 1984).

Emotional - Psychological Effects

Adolescents who have witnassed violence in their family typically show
difficulty in making attachments and forming intimate relationships with
adults. This is largely based an their experience with parents who have
been unavailable to meet their affective and instrumental needs with any
consistency. In the face of this inconsistency, these children have
typically had to rely upon themselves. Such self-reliance often
represents the child‘s attempt to instill some level of control into an

uncontrollable situation. They have found it esasiest to aveoid conflict,
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and survive, by not expressing any personal needs (Schuman, 1980). The
child witness is not willing to relinguish this contral in relationships
as such relinguishment signals the possibility of further rejection by
and failure with adults. The child’s belief that she/he does not occupy
a significant place in his/her parents’ lives, leaves him/her with a very
low level of self-esteem and a sense of conditional acceptance in most
relationships.

Children who witness family violence hold distorted beliefs about the
violence. In an effort to exuplain the violence, the victim
“personal izes” by assuming responsibility for the violence. Miller
(1984) suggests that "since children want to love their parents, and want
to believe that the world they were raised in made sense, children decide
at some level that their humiliations are necessary: their parents must
be right and they must be wrong" (Van Gelder, 1987, p. 40). The child’s
process of personalization leads to feelings of guilt and self-blame. In
the case of wife battering, child witnesses may hold the distorted hbelief
that the father beats the mother because they are a bad child, In
families where a sibling is victimized child witnesses may believe they
are responsible for the abuse because they did not prevent or stop the
abuse from occurring.

An additional effect of the violence is the feeling of loss that the
victim experiences in a number of areas. Frimary among these areas is
the sense of loss that the victim feels in relation to their childhood.
The child’s need to become self-reliant at a very early age results in a
short-lived childhood, if any is experienced at all. This loss may be

more pronounced according to the birth order of the child as older
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children may have had to assume a parental role in relation to younger
siblings due to the parents’ unavailability. This unavailability creates
an additional loss of the parent-child relationship for the victim. As
part of the parents’ inconsistency, the victim also experiences a loss of
trust and security, The euplosive and unpredictable nature of the
violence leaves the child with a felt loss of control and powerlessness.
This is particularly significant for child witnesses to violence as they
lack even the control over when and where the violence will occur that
victims of direct violence occasionally grasp onto as a survival
instinct. fAdolescent witnesses frequently compensate for this
powerlessness by attempting to assert control in other arsas. Finally,
children who witness wife battering may also have to cope with the issue
of toss if their parents separate.

A1l of the above noted disturbances are compounded by the child’s
impaired ability to identify and express feelings. The witness to
violence demonstrates a poor modulation of emotions: most feelings are
reduced to anger, Attempts to express other emotions are ignored,
denied or punished. The victim has not had the benefit of parents who
themselves could role model a healthy process of expressing emotions.
Consequently, the witness often reacts impulsively or allows tension to
mount until there is a crisis and explosion. This deficit obviously
compounds the difficulties experienced by the witness along the socio-

behavioral axis of functioning.



Socio-behavioral Effects

Regressive behavior manifests as one of the primary symptoms in the
socio-behavioral functioning of children who witness family violence.
Regressive behaviors, such as bedwetting or nightmares, frequently
reflect that significant trauma was experienced by the witness during an
earlier stage of development. FRegressive behavior, of a less extreme
form, will be reflected in immaturity, primitive social functioning and
impulsive behavior. The child’s attempt to compensate for earlier losses
of control and pcwerleséness, becomes very evident in the socio-
behavioral area. The chitd will often "cut his own territory" among
peers by acting out in destructive, pronounced ways including drug and
alcohol abuse, truancy, running away, sexual promiscuity and physical
aggression. There is a strong relationship between a child’s
destructive behavior outside the family and vioclence in the family
(Walker, 19B84).

Children who witness violence in the home have a poor repertoire of
problem soiving skills as violence is the most frequent method of
conflict resolution modelled in the home. Due to this, children,
particulariy adolescents who witness violence are likely to utilize
aggression and intimidation whenever conflicts arise with peers. I+ such
tactics place the victim in a position of power among peers the
reinforcing aspect of this may lead them to rely on violence as their
primary coping skill. Predictably, children who witness family violence
often have peer relationships which are superficial, conflictual and

short-lived. Although in adolescence the witness’ move toward the peer
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group is developmentally appropriate the process is often undermined by
the family‘s closed nature. In an effort to meet their own dependency
needs wife batterers or perpetrators of child abuse may block the
adotescent’s move outside the family. This may escalate the witness’
destructive behavior to a more pronounced lsvel which in turn can trigger
violence upon the witness. The victim may also feel guilty for
"deserting" {family members who are the direct victims of the violence.
The withess may also be led to feel he/she is deserting the family by the
victims themselves. These processes impede the witness’ move toward
independence and separation during adolescence.

The interrelationship of socially prescribed sex role behavior and
the manner in which male and female children cope differently with the
trauma of witnessing family violence is particularly evident in the
victim’s socio-behavioral functioning during adolescence. As indicated,
females are socialized to internalize their feelings of anger and
aggression and cope with trauma in a passive way. Women have
historically been forced to be passive due to political, economic and
discriminatory constraints (Cohen, 1984). The outward expression of

trauma, by women, is not culturally supported unless such expression

occurs from a vulnerable position - - which promotes further
victimization. Males, in contrast, are socialized to externalize trauma
through the outward expression of anger and aggression. Men typically

attempt to compensate for the vulnerable position their victimization
leaves them in by recapitulating the victimization onto others.
Based on their experience of violence in the home, adolescent girls

may confuse violence with love. The primary love relationship they have
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different, unpredictable reality, one which child victims are unsure they
can function within. 8o, in a distorted way, child victims operate out
of a ‘"devil vyou know is better than the'devil vou don‘t know" reality
that promotes continued involvement in violent relationships. This
reality is fueled by the victims’ interpretation that their victimization
was necessary and deserved (Miller, 1984). Feelings of worthlessness,
associated with this interpretation, support a belief in victims that
they do not deserve any thing better than violent relationships in the
future.

An additional explanation is found in Alice Miller’s (1984} thesis
which centers on the notion that adults often seek out relationships in
which they unconsciously repeat their childhood. In a case study of the
childhood of novelist Franz Kafka, Miller remarks: "A person who was as
lonely as Franz Katka as a child is unable, as an adult, to find a friend
or a woman to understand him, since he often seeks unconsciously tao
repeat his childhood . ." (in Van Gelder, 1987, p. 42). Children from
violent homes, then, may find themselives in violent relationships through
a process of projection or an unconscious attempt to work through the
trauma of past parent-child reltationships or victimization.

It is clear that the presence of violence in the family is as
detrimental to the psycho-social development of the individual child who
witnesses violence as it is to the child who is "directly" victimized.
For the child witness, the developmental process is seriously disrupted
and, in some instances, arrested. Given this disruption, the child
witness is unable to acquire the social skills which are developed

through a healthy and normal developmental process. The child’s deficits
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infiuence the violent behavior (Larson and Maddock. 1984). The closed
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testing” since outsiders are regarded as intruders (Larson  and  Maddock,

i¥8s, p. 28). Agaressive means to intervens therapeuticaliv can often

reinforce tnis rigid structure.,
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Yioclent families are also characterized by disturbance in the
generational boundary that separates parents +from their children.
Children who witness violence {frequently occupy adult roles and are
pressed into adult functions. Role reversals in which the child suppoarts
the victimized parent, typically the mother, are not uncommon. If
children are not forced into a "direct" victim role they may assume the
role of "perpetrator" or "rescuer". These roles reflect learned patterns
of response {Larson and Maddock, 1984) and often reflect differences
according to gender in which males typically assume a perpetrator role
and females assume a rescuer role. As children move to either of these
roles they further forsake their own development. It is wusually this
process that teads to the development of symptoms.

From a systemic perspective, the development of symptoms signals that
the symptom bearer’s need for autonomy and differentiation are being
sacrificed to maintain dysfunctional family relationships (Larson, 1986).
Symptoms commonly arise during adolescence as autonomy and separation
became wvital issues 1in the adolescent’s developmental process. A
systemic approach to treating family vioience focuses on interactional
processes between family members. Though many therapists advocate
approaches to treatment which are long term and insight oriented, the
integrated model of brief therapy applied in this practicum is
particularly well suited to the area of family violence for two reasons.
First the integration of the structural approach provides a framework
from which to view family organization, structure and édaptation.
Structural concepts provides a very clear organizational framework from

which to interpret the therapist’s cbservations and assess the family’s
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adaptational processes according to boundary and subsystem functioning.
This is particularly useful te the therapist as violent families are
typically characterized by severe boundary disturbances.

Second, the brief therapy oprinciples which underline this family
therapy model, promote a therapeutic context that empowers and validates
family members. This is particularly relevant as one of the contributing
tactors, and effects, of family violence is a sense of powerlessness
that is felt among family members, Therapy must be built upon empowering
victims in an effort to mobilize them in future relationships. Therapy
must atso empower the perpetrator, at some level, along more legitimate
means in order to stop the violent behavior.

Now that a conceptual overview to developmental theory has been
completed both at an individual level as well as the family life cycle
ltevel, Part Il of the Literature Review will focus upon the principles
underlying the clinical model of practice in this practicum. The
foregoing discussion on the family life cycle is particularly relevant
and congruent with the structural framework and brief therapy as each of
these approaches view symptoms in relation to normal family processes

associated with 1ife cycle transitions.
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FART I1: CLINICAL ASSESSMENT AND INTERVENTION
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Introduction

Clinicatl intervention reflects, in part, an epistemological issue.
Epistemology can be conceptualized as the philosophical base of paradigms
and therapy (de Shazer, 1982). While the language of epistemology may
seem somewhat distant from actual clinical intervention it, in effect,
speaks to issues which are central to the clinician’s choice of
strategies and tactics. Epistemology, according to de Shazer (1982), 'is
concerned with how we know, think and decide” (p. 71). In this context,
the beliefs, views, expectations and assumptions which the therapist
holds form the therapist’s epistemology and influence the course and
direction of therapy.

The eariy epistemclogy of family therapy rests heavily on family
systems theory and the concept of homeostasis. Family systems theory
began to crystallize along with the initial attempts at viewing
individuals in context. From the systems perspective, the development of
symptomatic behavior in an individual reflects the presence  of
dysfunctional family patterns. Family systems theory has been, and still
is, instrumental in organizing our observations of the family as a
system. As family systems theory has developed, the concept of
homecostasis has been relied upon to interpret a family’s stability in the
midst of circumstances which keep the identified patient "sick". The
concept of homeostasis has been pivotal in explaining the development and
maintenance of family interaction patterns which promote and reinforce
symptomatic behavior in a family member. The family‘s stability is

ensured through homeostatic mechanisms which restore the family’‘s status
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tion servead through symphtomatic  beshavior. The relevancs o+ the
above—noiad statements to family therapy becomes clear in consideration
of a couple of additional points.

In the context of familv therapy. which is a context of change. 2

central issue relates to how the individual therapist views the
construction of probiems and the nature of solutions (de Shazer, 198%).
Wwhat the therapist believes, the therapist sees. [+, for example, the

therapist believes that "resistance" is an insvitabls part of therapy.

then catterns ot resistance  are  liksly to be present, osrhaps
Rishlizshtad,. Belisving 1n resisfance gesnerates rasistance (Fisch.

Weakland, and S=aal, 1983¢ de Shazer, 1985). [f. on the other nand, the

therapist pslieves that cooperation i1s an insvitabies part of therapy.
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then patterns of cooperation are likely to be present, perhaps
highlighted (de Shazer, 1982, 1985, 1988). How the therapist chooses to
orient him/herself around these concepts, determines whether a pattern of
resistance or a pattern of cooperation will emerge in therapy. Either of
these orientations can have an extraordinary impact upon the course of
therapy. The crux of the matter becomes: Given the early (and present)
tendency to focus on the processes which maintain a family’s stability,
therapists  have punctuated patterns of family dysfunction and
entrenchment, and neglected to highlight and build upon the success
oriented patterns, the resources and strengths which family‘s have at
their disposal. Thus, in the process of therapy the ‘'negative"
(processes impeding change) always looms much larger than the "positive"
(processes of change). This emphasis seems illogical for a discipline
that holds change as its primary aim.

Given that change is the primary aim of family therapy, it seems
logical that there be a shift in emphasis toward punctuating the
mechanisms and patterns which are proven to create and promote change
instead of those which deter change. The clinical model appiied in this
practicum illustrates the impact of interventions which highlight and
build upon a family‘s success aoriented patterns, resources and strenaths.
The success of such intervention is not contingent upon a detailed
understanding of the presenting complaint nor of the patterns maintaining
the complaint (de Shazer, 1985). l

The model of famiiy therapy applied in thig practicum represents the
integration of the brief therapy approach to families deveioped by de

Shazer ( 1973a, 1973b, 1977, 1980, 1982a, 198Zb, 1985, 1988) and the
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structural approach to families (Minuchin, 1974, 1981, 1984; Colapinto,
1982), within & broader context of the family life cycle model {(Haley,
1973; Carter and McGoldrick, 1980; Minuchin, 19743 Karpel and Strauss,
}983; Watztawick, 1974; Weakland et al, 1974; Carter and McGoldrick,
1988). There is a natural cengruency and "fit" between brief therapy and
the structural framework as each of these models is well grounded in
developmental theory. As  such, they‘also fit well within the broader
framework of the family life cycle model. The grounding of brief therapy
in developmental theory is well documented in Haley‘s (1973) treatise of
Milton Erickson’s approach to therapy and in the literature at large
(Weakland et al, 1974; MWatziawick, Weakland, Fisch, 1974; Fisch,
Weakland, Segal, 1982).

Within the context of brief therapy, human problems are viewed to be
an outcome of difficulties experienced in everyday living which are
typically linked to the transitional steps which form a part of every
family’s life cycle. Mismanagement of these transitions l=ad to the
development of symptoms in a family member. A&l1though de Shazer does not
explicate the developmental theory upon which his model is based, he
clearly establishes the origing of his clinical model in the brief
therapy tradition (de Shazer, 1985). The structural framework evolved as
an attempt to describe the transitions which families make as they adapt
to changing circumstances arising internally through changes in the
developmental stages of +amily members, and externally throush the
pressure of broader systems in the socio—cultural environment. Thus,
Minuchin (1974) remarks that the family life cycle is a key element of

any framework based aon viewing the family as a system. As such, the
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structural framework, 1ike briet therapy, very much represents a
developmental approach to +amily functioning. Together, these models
provide a particularly relevent context for therapy targeted for
adolescents as the adolescent stage of the tife cycle presents the
greatest chalienge, to a family’s ability to adapt, amang ail of the
expected nodal events in a family’s life cycle (Ackerman, 1980).
Transition into the adolescent stage of devel cpment necessitates
structuwral and organizational changes in the family (Oken and Rappaport,
1980) .

Both the brief therapy and structural approaches bring some important
aspects to the integrated model in this practicum. The structural
approach provides the framework for observing the family as system, and
for assessing the family’s organization and level of functioning. In the
absence of>a conceptual framework, such as this, the therapist is much
more likely to be pulled blindly into the family system and, in the
process, neutralize the effectiveness of applied interventions. The
brief tharapy portion, largely based on the model developed by de Shazer
{(1973a, 1973b, 1977, 1980, 1982a, 1982b, 1985, 1988), positively orients
the therapist toward family strenaths and leads to positively oriented
intervention strategies, The process of therapy becomes a process of
highlighting and building upon salution oriented behaviar and patterns of
success which family’s have at their disposal. Through the punctuation
of soltution patterns, family members are able to achieve some distance
from their problems. This distance provides family members with areater
freedom to identify more of the same success oriented patterns. A

pattern of cooperation, between clients and therapist, emerges as opposed
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CHAFTER 4

BRIEF THERAFY OF THE FAMILY

Brief Therapy Defined

The term "brief therapy" strongly connotes a concept of "time" which
freguently leads to misconceptions about what ‘“brief therapy" actually
means. By focusing on this time connotation, individuals mistakenly
assume that brief therapy iz merely a short term model of therapy or a
briefer version of conventional therapy. Uistinguishing brief therapy
from other models of therapy solely on the basis of a time constraint is
misguided, at best, and reflects a superficial understanding of the
epistemology underlying this model of therapy. In fact, such time
factors vary according to the particular model of brief therapy in mind
and range from less than ten sessions (Weakland et al, 19747 de Bhazer,
782, 1983), ten to twenty-five sessions (Castelnuove - Tedesco, 1779)
and as many as forty to fifty sessions (Malan, 1976).

Overemphasizing time constraint as a defining characteristic of brief
therapy leads to additional distortions about brief therapy. In this
regard, brief therapy is often confused with shorter versions of
conventional treatment which evolve in response to the pressures of
client needs or other situational limitations (e.g., money, time,
availability, poar client capacity for self insight). Such models of
intervention reflect the same basic assumptions of conventional therapy

forms which are adapted, or compacted, into a shorter version (Weakland
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st al, 1974). Thus, brief therapy is often misconstrued as an
alternative therapeutic mode when a "treatment of choice” is not
available or is not f{easible. In this way brief therapy is
misconceptualized as a stop-gap or temporary remedy that provides
tempaorary relief but does not lead to fundamental change in the client’s
complaint or situation. These distortions reflect misguided definitions
of briet therapy based on time constraints.

In conceptualizing brief therapy one must distinguish between brief
therapy as defined by time constraints and brief therapy defined as a way
of understanding and solving problems. The latter emphasis reflects the
core of what brief therapy is all about. While it may seem paradoxical,
in the context of brief therapy, "brevity" in itself is not a goal. Any
such emphasis upon brevity evolves from the belief that setting time
1imits on the treatment process has a pesitive influence on the client
and the therapist. "Brevity", as well as other aspects of brief therapy,
essentially arises as a conseqguence of the premises about the nature and
approach to human problems and solutions upon which brief therapy is
hased. These premises can be exemplified by tracing the evolution of

brief therapy and the assumptions wpon which it is based.

Evolution of Brief Therapy

The conceptual origins of brisf therapy can be traced to the
innovative techniques of brief hypnotherapy employed by Milton Erickson
(1954) . Erickson‘s work was based on two primary constructs which today

remain as essential elements in brief therapy. Erickson is credited with
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influencing the development of brief therapy on the basis of two points
in particular. First, Erickson placed great emphasis upon accepting what
the client offered, or brought to therapy, and utilized this to promote
positive change. Even if what the client presented might be labelled as
‘resistance”, Erickson transformed this into positive use in therapy.
therapy and they have been identified as "key" elements in brief therapy
(Weakland et al, 1974; de Shazer, 1985). Second, although Erickson was
concerned with altering overt, observable behavior and the effects of
this bshavior on the client, his methods to alter such behavior were
based on implicit or indirect means of influence. Thus, no attempt is
made to correct underlying causes or disorders. Rather, energy Iis
directed toward altering "problematic behaviors" by redefining and
transforming them into positive usage.

Despite the initial formulations of brief therapy within the context
of the hypnotherapy +field, subsequent developments in the evolution of
brieft therapy occurred in conjunction with the development of family
therapy during the 1960’s and 1970’'s. Under the umbrella of the Mental
Research Institute, Weakland et al established the Brief Therapy Centre
in 1986. In an attempt to conceptualize their approach Weakltand, Fisch,
Watzlawick and Bodin published a paper in 1974 entitled: '"Brief Therapy:
Focused Probiem Resolution”. 1In this paper Weakland et al outlined a
view of human problems, and haw problems are resolved, based on six years
of brief therapy with {families. Weakland and his co-authors reported
significant success related to the client’s main complaint in

approximately 794 of their cases within an average number of seven
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sessions of therapy. Each case was limited to a maximum of ten family
sessions regardiess of the nature or degree bf the complaint reported by
the family. Weakliand and his co-authors specified: “the nature of our
therapy, including 1its brevity, 1is primarily a consequence of our
premises about the nature and handling of psychiatric problems" {(p. 144},

As a fundamental premise, Weakland, Fisch, MWatzlawick and Bodin
indicated that the problems which people present in treatment persist
only if they are maintained by the cliient’s ongoing current behavior and
by others with whom she/he interacts - - regardless of the basic origin
of the problem. In respect to ‘“solutions", they hypothesized that
problem resolution 1is achieved when the problem maintaining behavior is
altered or eliminated. In conjunction with Erickson’s constructs,
mentioned above, brief therapy rests on these two basic premises about
problems and problem resolution.

Although the MRI model of brief therapy developed in conjunction
with the growing popularity in family therapy, the MRI group departed
from other family therapists on a central premise. Most family
therapists, at the time, believed that the dysfunction evidenced in the
family was an essential aspect of the system’s organization and
equilibrium. Thus, these family therapists adopted the approach that
fundamental changes needed to take place in the family system in order to
alleviate the family of its dysfunctional aspects. The MRI group, on the
other hand, postulated that relatively minor changes in behavior, or the
definition of that behavior, were sufficient to initiate ongoing,
progressive changes. In other words, only a small change was believed

necessary to dislodee a family fram its redundant position in the family
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life cyclie. Frequently, such change is initiated by prompting family
members to ‘"do something different" than they have previously attempted
to do in an effort to resolve their problem. This position is reflected
in the basic principles which underline brief therapy.

In addition to the evolution of the MRI model of brief therapy,
developments in brief therapy were also evelving independently in other
areas. In 1969 Steve de Shazer began to indspsndently develop a model of
brief therapy culminating in a paper entitled "Brief Therapy: Two’'s

Company" (1973). In this paper de Shazer utilized language which today

is stitl explicitly a part of brief therapy ("relabelling", "change-
initiating intervention", "family spontaneously bshaves differently"}.
de Shazer followed his initiail paper with several subseguent

publications, all of which explicate his model of brief family therapy
(cee, for instance, de Shazer, 1975, 1977, 1980, 1982, 1984, 1985, 1988).

A third significant paper, entitled "The Treatment of Children
Through Brief Therapy of Their Farents" was published by the Milan Group,
which consisted of Selvini-Falazzoli, Boscolo, Cecchin and Frata (1974).
The Milan therapists reported successful resolution of the behavior
problems of encopresis and anorexia in two children through the brief
therapy of the children’s parents. The employed interventions, based oan
systems theory and the cybernetic model, were designed specifically to
create rapid change in family interaction. Palazzoli et al‘s approach
was built on the theoretical models proposed by Haley (1973} and the
Brief Therapy Centre of the Mental Research Institute (Watzlawick,
Weakland and Fisch, 1974). The Mitan Group identified the "positive

connotation” as a therapeutic intervention of prime importance in
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fostering change in the family system. Their description of this
intervention reflected some of the basic constructs of Erickson’s
approach which hetped to form the basis of brief therapy: "It consists
of approving all observed behaviors that are traditionally considered
pathological® (p. 440).

The papers published by Weakland et al, de Shazer, and Falazzoli et
al were matched by the publication of two books most significant to the
development of brief therapy. “Uncommon Therapy" authored by Haley, in
1973, outlined Milton Erickson’s approaches to therapy in the context of
the +amily 1life cycle model. Haley’s interpretation of Erickson’s work
was instrumental in the development of an approach to human problems that
is based on the view that symptoms arise when families become "stuck" in
the process of moving through the normal transitional steps in family
tiving (Weakland et al, 1974; Haley, 1973; Minuchin, 19743 McBGoldrick and
Carter, 1980; Karpel and Strauss, 1983). Within Haley’s context of wark,
the therapist’s role is to help the family get unstuck, through indirect
influences, by initiating apparently minor changes.

A second significant book, entitlied, "Change: Principles of Froblem
Formation and Problem Resolution”, authored by Watzlawick, Weakland and
Fisch (1974}, represented the outgrowth of the authors’ work at the EBrief
Therapy Centre. Watzlawick et al outlined the Brief Therapy Centre’s
views "on how probtems arise and how they are perpetuated in some
instances and resolved in others" (p. ®iii}. In outlining their view
Watzlawick et al postulated +that the solutions people choose in  an
attempt to resolve their problems very often represent the problem. In

other words chosen solutions very often contribute to the probiem. When
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the problem continues, "more of the same” solution is attempted, leading
to a further persistence in the problem, and so on. In particular,
Watzlawick and his co-authors examired how “common sense" and "“logical"
behaviaor often +fails to resolve prablems while "illogical™ or
"unreasonable" actions very often lead to solutions. Watzlawick et al
suggest that "simply trving something different" often is enough to
initiate desired change and prompt movement through the life cycle.
According to de Shazer (1985}, all of these “originating”
publications focus on "problems and how to solve them" as opposed to
“probiems and how they are maintained". Each of these models, then, is
grounded in a particular orientation toward problem construction and
problem resclution that distinguishes it from other conventional models
of therapy. The tactics and strategies of clinical intervention which
represent the substance of these models rest on a number of principles

which reflect this basic orientation.

Principles Underlying Brief Therapy

The principles to be discussed are adapted from the 1iterature on
brief therapy including Erickson (1954); Haley (1973); Weakland, Fisch,
Watzlawick, Badin (1974); Watzlawick, Weakland, Fisch (1974); de Shazer
(197%a, 1973b, 1977, 198G, 1982, 1985): and, Fisch, Weakland, Segal
(1982) . The context for this discussion can be established by drawing
upon the words of Fisch, Weakland and Seqal (1982):

"Given this conceptualization of problems and
their resolution, the therapist must be an active
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agent of change. Not only must he get a clear view
of the problem behavior and of the behaviors which
function to maintain it he must also consider what
the most strategic change in the “"solutions® might
be and take steps to instigate these changes - in the
face of the clients’ considerable commitments to
continuing them. This is the Jjob of the therapist as
we see it" (p. 19).

These words convey that the principlies which underline brief therapy
essentially evolve from a "meta-view" (Fisch, Weakland and Segal, 1982)
about how problems are constructed, how problems persist, and how
problems are resolved. Thus, as emphasized earlier in this report, the
ideas, beliiefs, assumptions which the therapist holds concerning problems
and praoblem resolution will influence the data she/he collects; the
interventions she/he utilizes; and her/his evaluation of intervention and
progress in treatment. Given this meta-perspective, the principles of
brief therapy may be examined according to how problems are
conceptualized, how change is conceptualized and how intervention is
conceptualized.

In the context of brief therapy, human problems are viewed to be
primarily an outcome of the ordinary difficulties experienced in everyday
living {(principle I). These difficulties are typically assaociated with
the normal transitional steps which form a part of every family’s life
cycle. While these transitions are most often adequately managed they
frequently are mishandiesd and lead to the development of symptoms in a
family member (Haley, 1973; Minuchin, 19743 Carter and McBoldrick, 1980;
Karpel and Strauss, 1983). Freguently, the family is unable to adjust to

new circumstances arising out of change in the developmental! stages of

family members or the family at large. According to brief therapy,
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ordinary difficulties are likely to develop into problems if they are
overemphasized or underemphasized. That is, symptomz or problems will
develop if peaple treat an everyday difficulty as a "problem" or as “no
problem at all" (principle #2) (Weakland, Fisch, Watzlawick, Bedin,
1974) . The amount of emphasis placed on a particuiar difficulty is
frequently interrelated with socio-cultural norms and expectations
regarding human functioning. Thus, the meaning or implications
attributed to a particultar behavior, situation or difficulty can itself
have a powerful effect on an individual’s attitudes, responses and
relationships {(principle #3}. Simply put, some labels provoke further
difficulties, other labels provoke adjustment (Weakland, Fisch,
Watzlawick, Bodin, 1974},

FProblems, which arise through these processes, are viewed by brief
therapists to be situwational and interactional in nature (principle #4),
That is, problems evolve and are maintained by the individual’s own
current behavior or by other’s with whom the individual interacts. Thus,
once & difficulty is mishandled and begins to be seen as a "problem” the
individual is prompted toward solution behavior. Briet therapists
maintain, however, that chosen solutions frequently intensify and
. exacerbate the initial difficulty thereby leading to a greater praoblem
(principle #5). When the solution fails to resolve the problem the
apparently "logical" nature of the solution prompts the individual to
apply "more of the same" solution, leading to a vicious negative cycle of
solution, problem exacerbation, solution, problem exacerbation. The
proverbial illustration of this cyclte is the individual’s mistaken

attempt to engage her/his withdrawing partner by nagging, leading to
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further withdrawal, thereby, leading to further nagging, subseguent
further withdrawal and so on in a spiraling fashion,
nce the original difficulty is labelled as a problem requiring

resolution it is often exacerbated and maintained by a positive feedback
loop that centers around the solution behavior chosen and performed by
the individual or family in order to resolve the difficulty (principle
#6) ., Watzlawick, Weakland and Fisch (1974) suggest:

“In real life, although some human problems may

continue at a steady level of severity, many

difficulties do not stay the same for long, but

tend to increase and escalate if no solution

{under emphasis) or a wrong solution is applied.

When this happens, the situation may remain

structurally similar or identical, but the

intensity of the difficulty and of the suffering
entailed increases" (parenthesis mine; p. 32).

Thizs vicious circle explains how problems persist even when people
convey they want to change. This interpretation of problem persistence
is distinguished from other orientations which suggest that problems
persist as a function of mental 1illness, irrationality, personal
inadequacy (psychodynamic interpretations) or of maintaining homeostasis,
functional roles (traditional family thgrapy interpretations). Given
this context, 1ongstanding problems or symptoms are viewed as the
persistence of a repetitively pooriy handlied difficutty (Weakland, Fisch,
Watzlawick, Bodin, 1974) as opposed to a chronic deftect or inadequacy in
the ciient (principle #7). "Chronic problems" simply reflect that people
have been struggling to find appropriate solutions for a longer time. In

brief therapy, problems are considered to be undesirable behaviors which
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are repeatedly performed. A single event does not constitute a problem.

How the therapist chooses to orient him/herself toward viewing how
problems persist is intimately related to the orientation they adopt in
respect to how change occurs. Fisch, Weakland and Segal (1982} indicate:
“Our view of treatment and problem resolution is a counterpart of this
view of the nature and persistence of problems" {p. 18}). Thus, if
solution behavior, chosen to resolve a problem, serves to maintain and
exacerbate that problem through a positive feedback cycle, then it stands
to reason that alteration of such behavior will alter the cycle and lead
to problem resclution. Within brief therapy, substitution or removal of
the behavior which provokes the problem within the interactional cycle
interrupts the positive feedback cycle and leads to problem resolution
(principle #8). Thus, "less of the solution leads to less of the
prablem” (Fisch, Weakland and Segal, 1982). Sometimes "simply"
redefining the meaning of the behavior that provokes difficulty can lead
to positive shifts in attitudes, behavior and relationships.

Given the premise that human problems are interactional in nature,
only a small shift in the client’s behavior is necessary to initiate a
-reversal to a beneficent feedback cycle in which positive change leads to
"more of the same"” self induced positive change and so on (principle #9).
In this way, a small change in person #1‘s behavior can lead to profound
change in persons #2 and 3, which in turn leads to more of the same
positive change in person #1. This principle reflects a major departure
from treatment orientations which postulate that a total restructuring of
the entire family system in gquestion is a prerequisite to change.

The brief therapy focus on "thinking small" has implications for whom
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intervention 1is targeted, the nature of the interventive goals and the
selection of intervention strategies. Since problems are conceptualized
in terms of an interactional system and oniy a small change in that
system 1s necessary to initiate further change, the number of people
involved in creating solutions is irrelevant. In this respect the
systemic concept of "wholism" is primary in brief therapy (principle
#10) . In the brief therapy context, change in one part of the system
leads to change in all other areas of the system, It takes one
individual te change an entire system (Weakland, Fisch, Watzlawick,
Bodin, 1974; de Shazer, 19835). Thus, intervention strategies may be
directed toward a particular family member who is most accessible to
influence, as targeting intervention in this way may lead to change in
the quickest manner. This principle, essentially systemic in nature,
suggests that family therapists need not conduct therapy sessions with
all members of a family in order to create change.

In terms of intervention, brief therapy is clearly symptom oriented
{principle #11). Intervention is focused on clearly detined symptoms and
specific, limited treatment goals. The therapist’s initial agenda is to
gain a concrete behavioral picture of the presenting problem. The
presenfing problem provides a frame of reference for what the family is
prepared to work on. 1t also provides a concrete measure of the progress
made in treatment. Given the principle of initiating apparently minor
change, only a reasonable goal is necessary as accomplishment of this
goa! will lead to progressively greater change. Once a specific,
concrete goal is established the context for change evolves and self-

induced solutions may spontanecusly arise (de Shazer, 1985, 1988). In



intervening, the therapist’s aim is to produce apparently minor behavior
change which in turn will lead to subsequent self-induced behavior
changes on the part of the "identified patient" and his/her system. No
attempt is made to assist the family in achieving "insight" into their
problems ar to rework their history as a system. The process of
intervention involves transforming the symptom complaint into positive
usage in therapy by accepting and utilizing what the client brings to
therapy (principle #12). Symptoms are accepted at "face value" and
transformed, through indirect influences, into part of the solution.
Thus, while the emphasis is upon creating overt observable behavior
changes, indirect influence represents the primary strategy through which
change is initiated in brief therapy (principle #13). Ciients frequently
require assistance through indirect means as they are usually convinced
about the apparent "iopgical" nature of the solutions they have been
attempting on a "more of the same" basis, Such solutions are often
culturally prescribed in a "common sense" way.

Brief therapists frequently employ means of promoting change which
appear illogical: the emphasis is on "what works" to create beneficent
cyctes of change (principle #14). As such, brief therapy represents a
very pragmatic approach to human problems and problem resolution.

In summary, brief therapy is grounded in a developmental or life
cycle orientation. Human problems are viewed to be an outcome of
ordinary difficulties associated with the transitions arising in every
family‘s 1life cycle development. These difficulties are compounded by
the family’s inability to adapt to changing circumstances, arising out of

such transitions, as well as the family’s mistaken solutions. Mistaken
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solutions, chosen teo irradicate the complaint, freguently intensify the
initial difficulty and contribute to a greater problem by virtue of a
positive feedback loop. The substitution or removal of the mistaken
solution or behavior promoting the problem c¢an, through the same
interactional principles, initiate eventual problem resolution.

Given the interactional nature of human problems, the briet therapist
seeks to initiate a small change with the intent, that through a "ripple
effect" (de Shazer, 1983), this small change wiill snowball to eventual
solution. The therapist, then, aims to assist the family in becoming_
"unstuck" by directing the family to attempt alternative solutions aimed
at creating a small change and shift in the pattern surrounding the
complaint. Such a process is frequentiy initiated by prompting family
members to "do something different" from the mistaken solutions they have
applied to the problem in an effort to achieve resolution. Change of any
kind is desirable.

However, within the context of the integrated model under study in

this practicum, before the therapist can initiate c¢hange _that _is

beneficial the therapist must have a clear goal indicating the direction
in which therapeutic change will occur. In an effort to achieve such
clarity it is helpful for the therapist to maintain a theoretical frame
of reference, such as the structural framework, upon which he/she can
rely to organize observations, assess family functioning, and determine
the direction of therapeutic change. The structural model provides such
a framework and is particularly congruent with brief therapy given its
developmental basis. The structural modet is also particularly conagruent

given its emphasis on present and future functioning. fis in brief
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therapy, no attempt is made to produce insight or understanding based on
past history. An overview of the structural model, adapted from Minuchin
(1974, 1981, 1984) and Colapinto (1982), will be followed by the brief
therapy model developed by (de Shazer 197%a, 1973b, 1977, 1980, 198Z2a,
1382b, 1985, 1988} . The blend of these two approaches into an integrated
model of brief family therapy will be illustrated through subsequent case

examples and analysis.



CHAFTER S

THE_STRUCTURAL FRAMEWORE

The structural framework evolved as an attempt to describe the
organizational transitions which families and their subsystems make over
a period of time. As such, the structural framework very much represents
a developmental approach to normal family {functioning and shows
particular congruency with the family life cycie model. It is from this
developmental foundation that the methology of change in structural
family therapy evolved (Minuchin, 1984). The structural framework views
the individual in “"context". An  individual’s growth and development
depends upon the social systems with which the individual interacts. The
most critical of all social systems is the family system as it represents
the primary context in which an individual grows and develops.

The family’s existence as a system depends upon its flexibility to
adapt to new circumstances arising internally, through <changes in the
developmental stage of family members and subsystems, or externally
through the pressure of broader  systems in the socio-cul tural
enviranment. Thus, the family 1is described as "an open system in
transformation” as "it constantly receives and sends inputs to and from
the extrafamilial, and it adapts to the different demands of the
developmental stages it faces" (Minuchin, 1974, p.30). Adaptation to new
circumstances necessitates a shift in the family organization and
structure (established ways of interacting). The process of adaptation

involves a degree of stress and tension for all families. Given this
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tension, the mere absence or presence of problems is not an adequate
ingicator of normal and abnormal families or of effective and ineffective
family functionina. However, since the family provides the primary
cantext for each family member’‘s growth and development, the family must
adapt its structure in a manner that does not destroy the continuity of
fhe family as this provides a foundation for promoting each individual’s
continued growth. Effective family functioning is evident when family
members are able to utilize new ways of interacting, without sacrificing
the continuity of the family, instead of relying upon established
patterns of interaction based on old circumstances.

Thus, besides emphasizing the family’s move through developmental
phases, the structural mode! emphasizes two additional key components:
family structure and adaptation. Together, these three components
pravide a conceptual framework upon which the assessment of family
functioning is based in this practicum. As the family life cycle has
already been discussed in detail, attention will now be directed toward

the components of family structure and adaptation.

The set of rules which regqulate and organize the interactions among
members of a family constitute a family’s structure (Colapinto, 1982).
Such rules determine the way in which relationships are organized in a
family. A1l families establish invisible rules, demands and nuances
around decision making, contact within and beyond the family, and the

activities of daily living. These functional demands underpin the family
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as a system. Repeated activity, along these functional lines creates
transactional patterns. Such transactional patterns organize family
gperations and regulate how, when, and to whom one shouild relate. Thus,
a father advises his son that he must complete his chores; the son,
occupying a lower hierarchical position, complies (Minuchin, 1974).
Transactional patterns set a context for how family members see themseldf
and this, in turn, helps define the identity of individual +amily
members.

Transactional patterns are maintained by both generic and
idiosyncratic systems of constraint {Minuchin, 1974; Colapinto, 1982).
The generic system of constraint includes the set of rules which
universally govern family organization. Thus, in all families there must
be mechanisms to ensure that instrumental needs (e.9., food, clothing,
finances) as well as affective needs (e.g., nurturance, expression of
feelings) are met. There must also be complementarity between husband
and wife w;th respect to how these needs are met. Idiosyncratic
constraint mechanisms refer to the mutual expectations that family
members hold in relation to one another. The origin and history of these
expectations is frequentiy forgotten and family members are frequently
unaware of their role in maintaining them. In effect, then, the esmerging
pattern of constraint takes on a life of its own and the system maintains
itself.

The merging of universal and idiosyncratic constraints is evident
when we observe a husband, overfunctioning in the instrumental area
through his career, occupy a distant position in relation to his wife

{and child) who, in turn, occupies an overinvaolved position with the
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child, and overfunctions in the affective area. Here we see the
complementarity of functions between husband and wife which reflects both
idiosyncratic constraints (mother’s closeness to child - father’s
distance; the unwritten expectation that wife watches child - hushand
brings home ‘“bread”) and universal constraints (both instrumental and
affective needs must be attended to; there must be a complementarity of
functions between husband and wife). Such compiementarity serves a
homeostatic purpose for the family system. The husband’sz initiative in
the instrumental area allows the wife to assume a more passive role in.
the instrumental area, in turn, allowing her initiative in the affective
area and the husband’s passivity in the affective area . This is the
sort of patterning evident in the traditional nucltear family which
reflects the regulating effects of a culture that encourages a mother’s
closeness to children and a father’s distance (Colapinto, 1982).

Very otten, patterns such as these take on a life of their own. The
family comes to rely upon these patterns as preferred and accustomed ways
of organizing itself. The family resists alteration of these patterns
and attempts to maintain them despite the availability of alternative
patterns. Shifts in these patterns lgad to instability and tension in
the family. When shifts create stress that is beyond a tolerable level,
mechanisms are triggered to re-establish the preferred patterns of
functioning. However, the family is an open system that is constantly
transforming (Minuchin, 1974; Colapinto, 1982). It is prone to shifting
circumstances created through internal changes in the family (e.a.,
developmental milestones) as well as external changes in the broader

culture. For example, the cultural forces associated with the
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traditional nuclear family are no tonger as relevant. The
complementarity of functions between husband and wife is not as strongly
regulated by a culture that restricts the hushand to the instrumental
areas and the wife to affective areas.

Associated idiesyncratic changes in either the wife’s or the
husband’s position creates a new set of circumstances {for ;he family and
calls forth alternative patterns, or a shift in family structure.
Families which fall within the broad range of effective functioning
possess the flexibility to adapt their structure in order to meet the
demands posed by new circumstances in a way that does not trigger
instability beyond a tolerable level. Such changes and adaptation of the
family structure fregquently increase the complexity af the family system,.
In order to manage this complexity and ensure differentiation, the family

structure is organized arcund subsystems and boundaries.

Subsystems

Given its complexity, the family‘system carries out its functions
through subsystems. Subsystems can be composed of a single family
member, a dyad (hugsband-wife or spouse subsystem) or numerous family
members (sibling subsystem). Subsystems can be formed according to age,
generation, interest, function, and sex. Individuals have membership in
a number of different subsystems at any one time and benefit from varying
degrees of authority and influence according to the particular subsystem
in mind. For instance, a male child may at once, be a son, in which he

must accede authority to his parents, yet be the oldest in a sibling
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subsystem wielding greatest authority. Membership in different
subsystems provides the milieux in which individual family members
develop competence in both differentiating and relating interpersonally
(Minuchin, 1974). Three key subsystems which compose part of the family
structure are the spouse subsystem, the parental subsystem and the
sibling subsystem. Changes or shifts which arise in any of the

subsystems Teads te shifts in the others.

The Spouse Subsystem

The spouse subsystem is composed of a husband and wife, or two
partners (eg. commonlaw union) who Jjoin for the purpose of forming a
family. As such, the spouse subsystem has a boundary of its own and does
not include children. Effective functioning in this subsystem is vital
to ensure the healthy development of children and the overall functioning
of the family. Ineffective functioning in the spouse subsystem may spill
over to the child so that the child becomes the battleground for spouse
conflict. The child might be drawn into alliances with either partner,
or be scapegoated as the cause of family problems. Such triangulation
blocks the child’s development and leads to symptomatic behavier in the
chiid.

Children tYearn the business of intimate relationships by observing
their parents negotiate differences, support one ancther, BXPress
intimacy, and reinforce and accept each others strengths or weaknesses.
A coup]e’s‘abi]ity to mutwally accommodate to one another and develop

compiementary patterns of functiening is crucial to the maintenance of
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effective functioning in this subsystem. Each partner must support the
others’ functions. As esach partner grows, as an individual, the rules
governing the relationship must be renegotiated and changed. If partners
are unable to continue developing ‘as individuals, and as a couple, the
child 1i1s likely to become a symptom bearer. To promote effective
negotiation the spouse subsystem must develop a boundary that protects
the couple +from the inappropriate intrusion of others (eg. parents,

chiltdren) yet allows the access of others in order to prevent isolation.

The Farental Subsystem

The parental subsystem evolves with the arrival of the family’s first
child. This developmental milestone transforms the family structure.
The spouse subsystem must now adapt in order to meet the needs of the
child without undermining the support and accommodation that is necessary
for effective functioning in the spouse subsystem. New rules need to be
negotiated to define who participates with whom and in what fashion. The
complementarity between partners aust now extend to complementary
functions in the parental arena. If marital and parental functions
become mixed, the child’s freedom to differentiate and develop witl be
hampered. Thus, the parental subsystem boundary should permit a child’s
access to both parents, yet exciude the child from spouse functions.
Children, for instance, should not participate in a couple’s arguments.

The parental subsystem is cross generational in nature and is
characterized by transactional patterns involving the typical child

rearing functions. However, effective family functioning is predicated
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upon a clear hierarchy in which the parents occupy an executive position
(Minuchin, 1974). Changes in the child’s developmental needs call for
shifts in parenting and the manner in which parents operationalize their
hierarchical position. It is through this process that a child’s sense
of trust, security, control, independence, develop. I[luring the earlier
yvears the chiid’s need for nurturance, protection and control seem clear
cut and challenges to parental authority are dealt with more definitely.
However, as the child moves toward adolescence, parental authority
becomes blurred by the adolescent’s need for autonomy and independence.
The adolescent makes different demands upon the parent which necessitate
alternative patterns of functioning and accommodation. This adaptational
process is never smooth. The conflict that ensues is a necessary part of
the changes that take place in the parental subsystem and the child’s

praogression toward differentiation, competency and self-control.

The Sibling Subsystem

The sibling subsystem obviousliy constitutes the grouping of children
within a particuiar famiiy. To the extent that there are families with
only & single child, the sibling subsystem does not always form a part of
the +family structure. The sibling subsystem frequently represents the
first peer group for many children. In this respect, this subsystem
provides children with their first experiences at competing, cooperating,
negotiating, scapegoating, asserting and submitting (Minuchin, 1974).
The child’s experience in the sibiing subsystem provides him/her with the

initial tools, or context, from which to interact with extrafamilial
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peers. Depending upon the idiosycracies of the child’s family, the tools
and skills which the child has acquired through the sibling subsystem may
or may not be relevant. A highly idiosyncratic family may respond to
a child’s differences by rigidifying the boundary to the external world,
and in turn reinforce the idiosyncratic ways of functioning which have
made it difficult for the child to enter other social systems (Minuchin,
1974) ,

The sibling subsystem provides children with a context for belonging
and a context for separateness and individuation from the rest of the
tamily system (Minuchin, 1974). As a child experiences the processes of
negotiation, asserting and submitting, he/she adopts positions which
exercise a sense of inclusion or belonging, and those which exercise a
sense of independence. For this to take place it is important that the
subsystem boundary prevent undue interference from parents and other
adults. Children should be left to problem solve, assert their needs and
establish their position amongst one another without the overinvol vement
of parents.

In summary, then, subsystems represent one component of a family‘s
structurse, Subsystems ensure the differentiation of the family system
and ensure that family functions are fulfilled. Each family member is
included in some family subsystems and excluded from others, at any one
time. This interchanging membership provides "valuable training in the
process ot maintaining a differentiated ‘I am’, while exarcising
interpersonal skills at different levels and sustaining a sense of
attachment and belonging" (Minuchin and Minuchin, Unpublished paper: A

Ehild in Context: A Systems Approach to Growth and Development, p.&).
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However, in order for family members to benefit from this interchangeable
membarship their subsystem must be protected from the inappropriate
intrusion of other family members. It is essential that the boundary »
surrounding each subsystem prevent such intrusions, otherwise the members
of a subsystem cannot carry out their functions. Subsystems which are
not protected in this manner do not promote growth and development in
family members, At the same time, members of a subsystem must have
access to one another, and other subsystems. In essence, subsystems and
subsystem boundaries must promote the process of differentiation. They
should ensure that each individual family member’s need for involvement
is met without sacrificing each individual family member’s need for
separateness. In this regard, the boundary of a subsystem is an

important attribute of the family structure.

All subsystems, and the +family at large, are marked by boundaries
which function to protect the differentiation of the system (Minuchin,
1974) . Boundaries regulate the amocunt and the nature of contact between
family members. Boundaries are the rules which determine  who
participates with whom, in what context, and in what manner. The nature
of the boundaries surrounding a family’s subsystems is a critical
variable in determining the <family‘s level of functioning. Effective
functioning is predicated on the degree to which a family’s boundaries
are defined and clear, therseby providing protection against the

interference of other subsystems, yet, permitting interaction between the
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members of a subsystem and others. Boundaries must be pronounced enough
to ensure that subsystem functions are carried out freely as these
functions are vital to the development of individual family members and
the family as a whole. For example, a couple must be free to carry out
their complementary functions as husband and wife, and as parents,
without the interference of inlaws. Foorly defined boundaries, or
diffuse boundaries, permit inappropriate intrusion and the
overinvolvement of others into the subsystem in a manner that impedes
family members from carrying out their functions. Uverly defined
boundaries, or rigid boundaries, prevent interaction between the members
of different subsystems.

Families or subsystems which tend toward averinvolvement and
intrusion develop a high degree of concern and energy among members.
Family members maintain close proximity te one another and distance
between family members is decreased. Boundaries are blurred and diffuse
leading, in turn, to greater intrusion and overinvolvement. The close
proximity between family members ieads to the dissipation of a high level
of energy and resources among family members. This frequently leaves the
family  unable to  adapt to new circumstances triggered through
devel opmental process ar the pressures of external social systems.
Famiiies which exhibit this pattern of boundary functioning are
"snmeshed" . In other +families and subsystems, interaction and
involvement among family members is restricted. The proximity between
family members is distant and the expression of concern is narrow.
Overly rigid boundaries develop in such families and lead to a

reinforcement of this style of interaction. Families which exhibit this
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style of boundary functioning are "disengaged".

Enmeshment and disengagement refer to preferred styles of
interaction, or boundary functioning and arse not meant to convey
"qualitative differences between functional and dysfunctional® (Minuchin,
1974, p.33). However, extreme repetitive transactions at the extreme of
either of these contexts may indicate family dysfunction. In this
regard, it is helpful to conceptualize boundaries along a continuum in
which rigid boundaries (disengaged functioning} and diffuse boundaries
(enmeshed functioning) occupy the extreme ends, while clear boundaries
occupy the wide normal range of effective functioninag. Most families
include both enmeshed and disengaged subsystems at different points in
their developmental Tife cycle, yet manage to fall within the normal
range of family functioning. For instance, the arrival of a newbarn is
frequently associated with an "snmeshed relationship" between the mother
and the child, and a somewhat more disengaged relationship between father
and child. In earlier years the boundary separating parent and child is
diffuse and the functioning tends toward enmeshment. Given the family’s
tife cycie stage this style of interaction iz functionai. A clearer
boundary is gradually drawn as the child develops and the parent child
relationship becomes more distant, in turn, supporting the child’‘s need
for autonomy and independence.

Families which persistently function in the extremes of disengagement
or enmeshment do not promote differentiation, growth and development. In
highly enmeshed systems, the loyalty demanded of family members
necessitates that family members relingquish their autonomy. In practical

terms this means that individuals are not free to explore, and tackle
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nroblems independently. Differences which children acquire through their
limited experience outside the family are not openly received or
tolerated. Such differences are usually neutralized by the family’s
pressure to accommodate or remain consistent with the system. In this
respect, ‘enmeshed families respond to variations from the accustomed
with excessive speed and intensity" (Minuchin, 1974, p.35). Only a small
amount of stress is required to activate the system. Families which
function in the extreme end of disengagement tolerate wide variations.
Family members are free to function autonomously and show differences,
however, feelings of belonging and loyalty are sacrificed. Members of
these families often develop a distorted sense of independence, The
support systems in disengaged families are not as easily activated and a
high level of stress is required before adaptational resources are
mobilized. Within the structural framework, a family’s adaptational
mechanisms constitutes a third major component in assessing family

functioning.

Adaptation

As an open system, the family system is vulnerable to disequilibrium
from a variety of internal and external sources. Internally, the family
remains vulnerable to the evolving developmental needs of its members,
particulariy children. The intrusive, authoritative position heid by the
parents in relation to their child as an infant is not functional in
relation to that same child as an adolescent. Both the parents and the

child must shift their positions in relation to one anather. Externally,
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the family is subject to the shifting forces exerted by various social
institutions. The pressures upon the family system, whether internal or
external , challenge the family with a new set of circumstances. Meeting
the demands  associated with these circumstances necessitates the
repositioning of family members and a change 1in the organizational
structure of the family. Thus, the parents of an adolescent might move
to a position of greater distance and choose to act as the adolescent’s
"consultant" so that the adolescent exercises his/her autonomy. However,
such changes are not always smooth.

As a system, the family has a natural desire for homeostasis and it
tends to rely upon accustomed transactional patterns. G8hifting patterns
lead to instability and unsettledness. In healthy family systems this
instabiltity is trangitional and serves as a stimulus to demonstrate
flexibility and enact alternative patterns. Moving beyond this
instabitity teads to a new level of stability and a higher level of
functioning. However, if in the face of such stress the family rigidily
adheres to previpusly established patterns and boundaries, the continuity
of the family as a system will be lost. In such cases, rather than
adapting, the family repeatedly enacts rigid dysfunctional patterns which
serve to block the continued growth and development of family members.
The family fails to respond to a new demand +from within its own
development or from the environment at large. The family neglects to
"substitute new rules of transactions {for the ones that have been
patterning its functioning" ({Colapinto, 1982, p.118). Transactional
patterns become redundant and the family stagnates in its development.

When the family structure becomes stereotyped and homeostasis is
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amplified to this degree the family’s functioning is pathological.

In Afunctignal families the instability associated with new
circumstances is only a transitory period of disequilibrium that is
representative of all change processes. Functional families respond to
the instability by restructuring. The family exercises its flexibility
to activate hidden resources and operationalize new roles, positions and
styles of interacting (Minuchin, 1974).

In summary, the concept of tamily adaptation represents ons of three
major facets in the structural framework and its emphasis upon viewing
the family as an open system in transformation. First, the family
developmentally transforms itself as it moves through 1life cycle
transitions. Such transitions require the family’s adaptation and
restructuring. Second, all families have a set of rules, or a structure,
which regulates interaction among family members. Over time, preferred
transactional patterns, subsystems, subsystem boundaries emerge. The
health of the family system is predicated on the family’s capacity to
enact alternative transactional patterns when developmental or external
praocesses create demands upon the family to restructure. Finally, the
family adapts to new circumstances by drawing upon transactional patterns
in order to preserve its continuity as a system. Families which are
unable to reorganize their structure, and maintain continuity, typically
present themselves for therapy.

Thus, the recurring theme in the structural framework relates to the
family’s capacity to restructure. Consistent with the theme  of
restructuring, is the tenet that symptoms observed in therapy ultimately

reflect dysfunction of the family structure (Colapinto, 1982). This
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tenet provides the foundation for the philosophy of therapeutic change

upon which structural family therapy 1s based.

The Change Frocess of Structural Family Therapy

The structural framework maintains, first, that human problems can
only be understood in context and, second, that human problems must be
treated in context. Human problems which are presented in therapy are
viewed as reflections of dysfunction in the family structure. The
identified problem is a metaphor for the overall structural organization

of the family and it is seen as complementary to the system’s

dysfunction. Given this basis to understanding human probtems, “change”
rests on the transformation and modification of the context - - the
family structure - - so that the pathways to growth are reopened for all

family members. The primary goal ﬁf structural family therapy, then, is
to restructure the family system. Change essentially represents a
process of supportively challienging the family to relinguish old,
stersotyped patterns of functioning, of which the presenting complaint is
a part, and adapt new alternative patterns which warrant the homeostatic
aspect of the complaint inoperable. Alteration of the family structure
involves changes in the position of family members, relative to one
another, and corresponding changes in the demands which family members
make of one another {(Minuchin, 1974). Fresing a daughter from
triangulation may necessitate closer proximity between husband and wife
and greater distance between father and daughter.

Interventions, aimed at orchestrating change, challienge the relative
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positions of familty members and the system of rules both which govern
transactions among family members. These challenges promote structural
shifts which lead to increased flexibility in the entire family system at
large. Family members are relinguished from past roles and have greater
treedom to experiment and develop new ways of behaving and interacting
with one another., As a system, the family +finds increased f{reedom to
uncover and utilize hidden resources in order to meet the stresstul
chalienges of developmental pressures. As the family puts these
resources to work the family reality transforms. Alternative
transactional patterns, sarlier rebuked in +favour of the demand for
homeostasis, are perceived as more manageable. As the family structure
is transformed dysfunctional patterns and behaviors, including the
comptaint, are no longer supparted. The complaint no longer serves a
homeostatic function as the system of rules, to which the complaint was
complementary, is outgrown. The family forges to a higher, more complex
level of homeostasis and functioning.

Within the structural mode!, change is achieved through the process
of restructuring the family as a system. Restructuring warrants the
homeostatic function of the presenting complaint inoperable. This
conceptualization of change implies that the therapist must first achieve
an understanding of the family’s structure and how this structure
maintains or is maintained by the presenting compiaint. This requires
detailed information about the complaint and how the family is aorganized
around the comptaint. In order to achieve this, the therapist must Join
the family, assess its structure and develop interventions based on this

assessment. The therapist "observes the system, making deductions that
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enable him to transform his experience into a family map, from which
she/he derives therapeutic goals. To understand and know a family in
this intimate, experiential way is a vital component of family therapy"
{Minuchin, 1974, p.124}. Understanding the problem is seen as a vital
step in the process of determining a solution and promoting change. This
approach to therapy emphasizes problems and how they are maintained. The
more complicated the probtem, the more complicated the solution. In
fact, Minuchin {1974) writes:
"In average families, the therapist relies on the motivation
of family resources as a pathway to transformation. 1In
pathological families, the therapist needs to became an actor
in the family drama, entering into transitional coalitions
in order to skew the system and develop a different level of
homeostasis” (p.&0).

In contrast, brief therapist’s challenge the notion that "complicated
problems” reguire “complicated solutions®. From the brief therapist’s
point of view all that is fregquently required to prompt a solution in a
difficult situation is that the individual{s) in the situation "“do
something different". This calls into guestion whether understanding a
particular problem has anything at all to do with change. In essence,
the brief therapist 1is less concerned with how problems are maintained
than they are with how praoblems are solved. These points of emphasis,
along with several others, form the basis for the briet therapy
interventions applied in this practicum. The interventions reflect a
model! of brief therapy that extends the solution "mind set" of brief

therapists from ‘"problems and how to solve them to solutions and how

they work"’ {(de Shazer, 1985, p.45}).
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CHAFTER &

BUILDING ON_FAMILY STRENSTHS

Since the training of most family therapists focuses upon problems,
and how they are maintained, a shift in emphasis toward solutions deoes
not come easy. The passion for prablems has led many family therapists
to follow beliefs such as: understanding the probliem (for both client and
therapist} will 1lead to change; complex praobliems require complex
solutionsi resistance is an expected element of change. Naturally, in
working +from this frame of reference, therapists have inadvertently
highlighted dysfunctional family patterns, collected data to support the
presence of such patterns, and introduced interventions which challenge
the family to alter such patterns, in effect creating the expected
resistance. This approach to therapy tends to highlight family
inadequacy at the expense of family strength. At & process level, the
family is invalidated and disempowered.

The brief therapy mode]l applied in this practicum, which emphasizes
solutions, 1l1lustrates that the connection between understanding a

particular problem and creating change is often very loose:

"For an intervention to successfully fit, it is not necessary
to have detailed knowiedge of the complaint. It is not
necessary even to be able to construct with any rigor how

the trouble is maintained in order to prompt solution . .

Al1 that is necessary is that the person involved in

a troublesome situation does something different,

even if that behavior is seemingly irrational, certainly
irrelevant, obviously bizarre, or humourous"

{de Shazer, 1985, p. 7).,
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Approaching therapy in this manner seems counterintuitive given the
early training of most family therapists. Nevertheless, de BShazer’s
points pravide the context for a model of brief therapy that focuses upon
solutions and emphasizes family strength. Therapy becomes a process of
valtidation. This brisf therapy model is built upon several points of
emphasis which concurrently shift the therapist’s and the family’s
orientation toward solutions. These focal points, as adapted from de

Shazer (197%a, 1973b, 1980, 1982a, 1982b, 1985, 1988), are as follows!

i. Understanding the exact nature of the complaint is not
necessary to effectively generate solutions. In fact, skeleton
or farmuta "interventions can initiate change without the
therapist’‘s first understanding, in detail, what has been
going on" (de Shazer, 1983, p.119). Interventions need only

prompt some new behavior patterns.

2. Unly minimal changes are required to initiate solving
problems. Once change has been initiated, additional changes
will be created by the family through a "ripple effect”

(Spiedel and Linn, 19469, in de Shazer, 1985).

3. A therapsutic reality can be generated in which change
is believed by the therapist and the family to be
"not only possibie but inevitable" {(Haley, 19267, p.535

in de Shazer, 1985, p.78).
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4. Ideas about what and how to change evolve from the
family’s perception of what the family’s future reality will
be like in the absence of the complaint and connecting this
future reality to the present. In this regard, change is
promoted by making the {future salient to the present

{de Shazer, 1985).

[%)]

. New behavior based on a change in the definition ar
meaning (frame) attached to the problem can promote the family’s
resoiution of the probiem. Simply suggesting a "reframe" may be

sutficient to initiate new behavior (de SBhazer, 1983).

4. A1l families show unique ways of attempting to cooperate,
based on their desire to change, which can be utilized by the
therapist to establish a cooperating mode of therapy and promote

change {(de Shazer, 1985}).

7. Change is built upon hightighting and punctuating what
the family is doing that is good for them. This emphasis, along
with a vision of an improved future, helps to build cooperation

and an expectation of change (de Shazer, 198%5).

A detailed discussion of each of these points will produce a clearer

picture of how the briet therapy model applied in this practicum works.

1. Understanding the exact nature of the complaint is not
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necessary to effectively generate solutions. In fact, skeleton
or formula "interventions can initiate change without the
therapist’s first understanding, in any detail, what has been
going on" (de Shazer, 1985, p.119). Intervention need only

prompt some new behavior patterns.

Given the "apparent complexity" of the complaints which families
frequently bring to therapy, it has been reasonable to assume that the
therapist must have an equally complex understanding of the complaint.
Similarly, planned interventions were believed to have to match the
complaint in complexity. Therapy based on these assumptions is long term
and re-educative in nature.

In contrast, brief therapists maintain that solutions can be built
upon minimal interventions aimed at initiating new behavior patterns.
Small changes in a pattern open up new pathways and doors for the family.
Thus, eftective interventions need not match the problem in complexity,
they merely need to "fit" the constructed problem, and the family’s
jogic, in a way that promotes a solution. Any real change in behavior,
however small, can prompt solution. Al  that 1is necessary for an
intervention to be successful is that it create a situation which Teads
the client or family to do something different: “The exact nature of the
trouble does not seem important to effectively generating solutions,
because the intervention needs only to fit" (de Shazer, 1785 p.119).

“Doing something different" involves prompting the family to try some
new behavior that is different enough from what they were doing before,

to try and resoive the complaint, that did not work. The introduction of
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some trandom new behavior shifts the sequence of behaviors and patterns
which have contributed to the probiems which the family brings to therapy
(de Shazer, 1983). Anything the client does that is different “"fits" for
them as they are the ones performing the behaviors. Frequently, it is a
small change, that results from doing something different that leads to

more of the same and an eventual soiution to the complaint.

2. Only minimal changes are required to initiate solving
probltems. Once change has been initiated, additional changes
will be created by the family through a "ripple effect"

{de Shazer, 1983 Spiegei and Linn, 1969).

An everyday difficulty is trequently tranformed into a major human
probtem by applying more of the same unsuccessful attempts at resolving
the difficulty because the family believes that what they are doing is
the only right anq Jogical tihing to do. In such developments the problem
usually becomes the rule, not the exception, and, so, more of the same is
calted for. Since human problems are interactional in nature, only a
small change in behavior is needed to initiate a cycle in which peositive

change leads to "more of the same”:

"Once a system is kicked in a right direction and with
sufficient initial push, the deviation - amplifying mutual
positive feedbacks take over the process, and the resulting
development will be disproportionailly large as compared with
the initial kick" (Maruyama, 19463, as quoted in de Shazer,
1982, p.03).,

Thus, brief therapists seek to initiate small changes. They are
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concerned with small differences. Regardless of how complicated or long
standing a situation is, minimal change in one individual ‘s behavior can
lead to dramatic changes for that person and all others involved in  the
situation (de Shazer, 1985). A small shift in behavior or a pattern
opens pathways which frequently promote spontaneous solution oriented
behaviar on the part of family members. HMilton Erickson succinctly

adogresses this point of view:

"And then you need to do SOMETHING that induces a change
in the patient . . . . . any little change, because that
patient wants a change, however small, and he will accept
that AS a change. He won’t stop to measure the EXTENT of
that change. He will accept that as a change and then he
will follow that change and the change will develop in
accord with his own needs . « .+ « « It‘s much like rolling
a snowball down a mountainside. It starts ocut a small snow-
ball, but as it roils down it gets larger and larger . . . . .
and it becomes an avalanche that fits the shapes of the
mountain" {in de Shazer, 19835, p.&7!.
Each successive change promotes and reinforces the expectation of further
changes, pushing the treatment process into a direction in which
soltutions are achieved.

Within this model, any <change in behaviar or response, has the
potential for initiating a ripple effect, Thus, this model focuses
attention on identifying "exceptions to the rule" in which the patterns
normally supporting the problem are less active or are not present.
Exceptions to the rule operate in even the most complicated, longstanding
cases, however, "these exceptions frequently slip by unnoticed because

these differences are not seen as differences that make any difference:

The difference is too small or too slow” (de Shazer, 1985, p.34). A case
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in point would be one in which a married couple attends therapy as a last
effort to save their relationship. From the wife’s point of view, her
husband is insensitive to her needs and her attempts to discuss this with
him only leave her {frustrated and bitter as the husband responds
defensively. From the husband’‘s point of view, his wife seldom expresses
her needs and expects him to be & mind reader; she withdraws and
maintains distance until she biows up and attacks the husband for being
insensitive. Both the wife and husband feesl that their attempts at
problem solving and intimacy always end up in explosive battles and
eventual withdrawal from one another until the next round of conflict.

However, even 1if the prevalent pattern is conflictual, there are
exceptions to the rule in which the husband is more sensitive to the wife
and the wife is more communicative about her needs. Realtistically,
nothing always happens. Thus, an intimacy pattern does operate for this
couple at exceptional intervals. It is precisely this kind of pattern
or, "exception to the rule", that the therapist needs to focus on and
gather information about. In particular, the therapist needs to identify
and highlight what the differences are between the conflict pattern and
the intimacy pattern. Awareness of these differences can form the basis
for designing interventions which create a change and solve the problem.
Frequently this can be accomplished by asking the client/family to
identify a time recently in which the identified problem was absent and
describe what peocple were doing differently during that time. Once this
is known the therapist can initiate change in an appropriately bensficial
direction.

At a process level, this conveys to both the therapist and the family
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that solution patterns do exist and that they form part of the family’s
reality. Focusing on ‘“exceptions to the rule® promotes a cooperative
relationship betwsen the therapist and the family and initiates changes

upon which further change is generated through the rippie effect.

3. A therapeutic reality can be generated in which change
is believed by the therapist and the family to be "not only
possible, but inevitable" (Haley, 1967, p.535 in de Shazer,

1985, p.78).

Families that come for therapy frequently have lived a "reality"
where things only go from bad to worse. Each unsuccessful attempt at
resolving their difficulty has reinforced this reality and established an
expectation of continued failure. The expectation of continued failure
builds much like the snowball rolling down a mountainside. What vou
expect influences what vyou do, and so the family goes about performing
expectation - maintaining behaviors (de Shazer, 1983). However, this
process can be reversed throush the introduction of new information or a
different focus. Because pecple’s expectations influence so much of what
they do, it is the therapist’s job to create a different reality in which
the client comes to believe that things are going to be different. This
starts with the therapist’'s own expectation of change. Haley’s

description of Milton Erickson best exemplifies this:

"Erickson appears to approach esach patient with an
expectation that change is not only possibie but
inevitable. There is a sureness which exudes from him,
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although he can be unsure if he wishes, and an
attitude of confidence as if it would surprise
him if change did not occur
(Hatey, 1967, in de Shazer, 1985, p.78).

Establishing "exceptions to the rule" represent the first of many
processes which formulate a context that things are going to be
different. Exceptions to the rule refocuses the family onto the solution
ariented patterns which are already a part of their reality. This
emphasis helps develop an expectation of a "ditference”. The exupectation
of a difference, initiated by establishing exceptions to the rule, can be
heightened by assigning a formula task during the first family session.
The task is illustrated in the following exampte:

Batween now and our next session, at the end of every day,

! would Vike each of you to individually rate the day on a
scalte from one to ten (where ten is the highest and one is

the lowest} according to how well you think the day has gone
for yvour family. Fay particular attention to the things that
are different (or, what people are doing differently, or, what
is happening that is different) on the days which vou rate five
and above. Disregard all other days.

This task promotes an expectation of change, and a difference, at a
number of levels. First, by directing family members to pay particutlar
attention to the days they rate high, the task focuses the attention of
family members onto patterns which are functional and different from
those which surround the complaint. Second, the message implies that the
family is already doing something that is good for them and orients the
tamily toward this. Third, completion of the task establishes a context

in which the family relates a "change" or a "difference” to therapy, thus

promoting the expectation of further change. In reporting their results,
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family members frequently identify what has happened as new or different
despite the fact that they are observing events which were present prior
to therapy (de Shazer, 1983). Variations of this task can be applied
throughout the course of therapy, across a wide range of problems
regardiess of their complexity, without changing the basie thinking
behind the task.

Once a context of change has begun to evolve, solutions can be
achieved by formulating a picture of what the family‘s Ffuture will be
like in the absence of the compltaint. Connecting the future to the
present, in this way, reinforces the notion that change is not onty

possible but inevitable.

4, Ideas about what and how to change evolve from the family’s
perception of what the family’s future reality will be tike in
the absence of the complaint and connecting this future reality
to the present. In this regard, change is promoted by making the

future salient to the present {(de Shazer, 1785).

A key to generating solutions in this model rests on the process of
Joining with the family in formulating a picture of a more satisfactory
future, in which the complaint is absent, and making this future salient
to the present {(de Ghazer, 1985}, This process is most easily
initiated by posing a "miraclie question" to each family member, a form of
intervention that closely resembles Erickson’s (1994) and de Shazer’s
{1983) "crystal ball technique". Like the crystal ball technigue, the

miracle gquestion is used to "project the client into a {future that is
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successful ¢ The complaint is gone" {(de Shazer, 1985, p.Bl1). The miracle
question orients family members to a successtul future and prompts them
to describe what they expect to be different once the problem is solved.
The reorientation to a successful future creates an expectation of
change. People‘s expectations influence their behavior and the
expectation of change, alone, can frequenf1y lead to diftferent behavior
and spontaneous solution. The miracle guestion is usually put {forward in
the following {(or some closely related} way !

If you could have a miracle, and you couid have your

family anyway you iike, when the probliem is gone,

what will your family look like, and what will

people be doing (or, what will be happening)

that is different.

The miracie gquestion "enables clients to know what their world might
jook 1like when the problem is solved" {de Shazer, 1983, p.93). Once
family members know where it is possible to go, it is easier to get
there. The vision of an alternative future enablies clients to Jjoin the
therapist in solution behavior. Through responding to the miracle
question, each family member constructs a set of solutions which they,
and others, can potentially adopt. As each family member responds they,
in effect, advise other family members of the course they can follow in
order to create a more satisfactory future. Each family member is
provided with a script for sgsolution oriented behavior. This script
emerges in a hnhon-blaming, nonjudamental manner and leaves family members
fraer to act.

Unce the vision of a more beneficial future is established, changes

can occur in the present., The future is made salient to the present.
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The thinking behind this apprpoach to change can be summarized through

several of de Shazer’s comments:

“Once the therapist has created (or helped to create)
expectations that things are going to be different, next
in importance is what the client expects toc be different
atter the complaint is gone. That is, what you expect to
happen influences what you do; . . . . .

Recent work has pushed our understanding of solutions and

how they work sven further. . . . . What ssems crucial here
is that solutions develop when the therapist and client are
ahle to construct the expectation of a useful and satisfactory
change. The expectation of change or the making of a different
future salient to the present (Besrger, Cohen, Ielditch, 1964;
de Shazer, 1978a) seems to be a skeleton key to opening the
door to solution. This is not, of course, some sort of magic.
It makes sense that if you know where you want to go, then
getting there is easier. What does not seem so commonsensical
is the idea that just expecting to get somewhere different,
somewhere more satisfactory, makes it easier to get there,

and just being somewhere different may be satisfactory in
itself." (de Shazer, 1983, p.45-46).

Through the miracle question, the client is forced to step back from
the problem and the patterns supporting the problem. "Something
different" becomes the focus instead of "more of the same". As de Shazer
puts 1it, the principles behind a technique such as the miracle guestion,

provide the foundation for therapy based on solutions instead of problems

(1985 .

5. New behavior based on a change in the definition or
meaning (frame) attached to the problem can promote the
family‘s resolution of the problem. Simply suggesting a
*reframe” may be sufficient to initiate new behavior

{de Shazer, 19B5).
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“Tao reframe, then, means to change the conceptual and/or
emotional setting or viewpoint in relation to which a
situation is experienced and to place it in another
trame which fits the "facts" of the same concrete
situation equally well or even better, and thersby
change its entire meaning. . . . . What turns out to
be changed as a raesult of reframing is the meaning
attributed to the situation, and therefore its con-
Sequences,y . . « . ' (Watzlawick, Weakland and Fisch,
1974, p.93).

Briet therapists believe that human problems and the meaning that
people attach to their problems detine, and interact with, esach other in
a cyclical manner. The meaning or definition attributed to a problem has
a significant effect on an individual’‘s behaviors, attitudes and
relationships., The meaning or label that people attach to their
difficulty frequently provokes further difficulty and more of the same
(Weakland, Fisch, Watzlawick, Bodin, 1974: Watzlawick, Weakland, and
Fisch, 1974; de Shazer, 198%5).

By the time clients come to a therapist for assistance they have
constructed a world view that is based on the problem and the patterns
supporting the problem. As part of this world view family members
attribute some definition and meaning - a frame - to the problenm. Once a
particular frame begins to develop, other frames, by nature are excluded
and the developing frame comes to be seen as the onty right and logical
way to see things. Unfortunatety the frame is typically one which
reinforces the praoblem and the patterns supporting the probliem. If it
did not, the familty would not be seeking therapy. Solutions, based on
this frame, predicatably reinforce and provoke the probiem leading to the

belief that more of the same is necessary as their is no other logical

way of seeing the world. When something is, without doubt, seen as
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logical and good, then "twice as much" seems in order (the only logical
and right thing to do) (Watzlawick, 1988). “Without doubt", the family
becomes locked into a symptom frame which promotes the problem instead of
resolution.

I+ some doubt can be introduced into the family’s +rame then
alternative behavior becomes possible {for family members {(de Shazer,
1985) . Thus, in working from the model in this practicum, the therapist
endeavours to create some doubt about the frame through which family
members see the problem and introduce a new frame through which
alternative solution behavior can be considered. A reframe can be
initiated by: inducing some doubt into the way family members perceive
the problem; by prompting family members to behave differently; or by
creating a scenario where family members see a difference, which in turn,
creates doubts about their initial framing. The development of a new
frame is an important aspect of the first session and it is built upon in
2ach successive session in order to provide the basis for a consistent
theme throughout therapy.

in order for a reframe to be accepted and utiltized it must +Fit with
the family‘s style of logic and motivation. The therapist works toward
promoting the family’s acceptance and utilization of the frame in several
ways. First, the therapist familiarizes him/herself with the family’s
system of logic. The therapist asks questions which briefly explore the
tamity‘s understanding of the problem and>the things they have attempted
in arder to resoive their problem. The therapist asks questions, and
leads the therapy in a way which ftorces family members back +from the

problem. In this regard the family is frequently asked: "What sense do
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you make out of this (or that)?" This sort of question forces family
members to step back from the problem and atlows family members enough
distance fo view the problem from a different angle. This prompts family
members to reveal their way of thinking. Throughout this process the
therapist pays keen attention to the manner in which family members
describe seguences, the tone, words, and pace they use. These
observations provide valuable information about how to construct and
present the reframe.

Second, exceptions to the rule are explaored. Exceptions to the rule
represent success patterns and frequently tead family members to “see a
difference" or to spontaneously behave differently. This can freguently
- ghift the family‘s view of the problem,

Third, the therapist may assign a research task which asks family
members to observe what is different in their family when the problem is
less savident. Again, this sort of task orients family members to
anything that is different and, thus, induces some doubt into the
family’s frame.

Fourth, the introduction of the message carrying a new frame can be
preceded by a set of compliments for each family member and/or the tamily
as a whole. Complimenting the family is validating and creates a 'vyes
set”, The vyes set" promotes the family’s receptiveness to the frame.
The introductiaon of the compliments and the reframe usually comes after
the therapist has taken a short break, {often to consult with the team or
supervisor) during which time the actual frame is constructed. Taking a
break often serves a hypnotic purpose and promotes a “response

attentiveness" on the part of the family members (de Shazer, 1982, 1985).
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According to de Shazer, "this is the moment to introduce a therapeutic
suggestion or a reframing (19685, p.71).

Unce a reframe begins to develop a new context is formulated for the
family. Within any given context there are a number of different
options., When one of these options doesn‘t work people frequently try
another and another until they have ‘"tried absolutely everything®,
Frequentiy, all that has happened is that more of the same has been
tried, and tried unsuccessfully. Each of these options represent the
same context and, sao, are of the same logical type: the difference isn’t
different enough to make a difference that matters. Change resulting
from this sort of difference is referred to as "first order change"
{change of no real difference). Certain contexts are not helpful for
solving problems. Thus, the options available within a certain context
have no benefit of a difference. What is calied for is a new context.

A new context promotes a difference that makes a difference. Change
resulting from this sort of difference is referred to as "second order
change" {(change of a real difference). Simply creating a new frame helps
the family begin to see the probiem situation differently and, through

this, new pathways emerge and are followed:

“Therapy, through reframing, provides a type of mirror
which can help people to see situations differently and
thus behave differently. Although two (or more) labels

can be applied to the same situation, all ltabels can be
applied to the same situation, all labels are not equal.
Some promote detrimental behaviors while others seem to
promote more beneficial behaviors" (de Shazer, 1983, p.43).

&. All families show unique ways of attempting to cooperate, based
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on their desire to change, which can be utilized by the therapist

to establish a cooperating mode of therapy and promote change

(de Shazer, 1982, 1983).

Therapy which focuses on solutions starts with the premise that
clients want to change. As such, an emphasis upon the concept of
"resistance” 1is not satisfactory. "Resistance" is & concept that

therapists have misused to describe situations in which family members
have lost their way through a difficult situation. [t is the therapist’s
Job to help family’s find their way. An expectation of change promotes a
cooperative mindset in the therapist. The therapist who works from a
model of therapy that is based on solutions establishes a <cooperative
mode between him/herself and the family. In this regard, the concept of
"resistance" is replaced, in the therapist‘s mind, by the concept of
"cooperation® {(de Shazer, 19B2, 1985).

The therapy model in this practicum orients the therapist to a
cooperative position. Throughout the course of therapy, the therapist
creates a therapeutic milieu that encourages and punctuates cooperation
between him/herself and the family. This emphasis begins with the first
session in which the therapist (and occasionally the team} pays
particular attention to the preferred patterns which the family shows
such as: the pattern each member describes around the complainti the
meaning each member attaches to the complainti to whom the complaint is
most distressing; vocabulary’ preferred phrases and adjectives’; visual,
auditory, kinesthetic preferences; activity among family members. These
patterns, along with other processes, provide valuablie clues +for

designing interventions which "fit" for the family, and thus, promote
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cooperation. For instance, communication can be enhanced between the
therapist and the family if the therapist incorporates the family’s
preferred phrases and words into messages (de Shazer, 1982).
Interventions whicH fit in this way reflect the therapist’s understanding
of the family and encourage cooperatiaon.

A cooperative mode is concurrently promoted through a number of
additional processes, several of which have been touched on, including:
highlighting exceptions to the rule; creating an expectation of change;
formulating & vision of a successful future and making this vision
salient to the present; complimenting and validating family members for
what they are already doing that is good for themi highlighting and
punctuating any changes which family members make. These processes mergs
together and build a cooperative mode between the therapist and the
family. Establishing exceptions to the rule, vision of successful
future, and an expectation of change, provide a positive orientation
toward patterns of solutions which form a part of the family’s existing
reality. Once an expectation and vision of a beneficial change becomes
salient in the family’s world view, and the therapist and the family have
constructed this together, then cooperation is a natural bonus. Once a
cooperative mode has been initiated the therapist, folleowing the
principles behind the ripple effect, continues to focus and punctuate

patterns of cooperation:

"I+ a therapist chooses to see the client’s behavior

as resistance, then their attempts to cooperate cannot

be seen, since each view precludes the other: if a
therapist is looking for cooperative behavior, then he
will be unable to see resistance. That is, both concepts
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or levels of description can address different aspects of
the same behaviors" (de Shazer, 1985, p.73).

The context of cooperation that the therapist builds within this
model is perhaps most evident in the process followed when introducing an
intervention to a family. The introduction of a task or homework
assignment is generally preceded by a consultation break and a series of
compl iments delivered to each family member and the family as a whole.
.Dnce the therapist has gathered adeguate information and accomplished the
goal he/she had in mind for the session, the family is informed by the
therapist that he/she will be taking a short break to consider what they
have discussed together, or in some cases to consult with the team. The
therapist generally uses this time to build a "“frame" that promotes an
adequate fit between the task and the family, and to create a set of
compl iments for the family, based on what they are already deing that is
good and useful.

The consulting break promotes a "responsive attentiveness" and
focuses attention upon the therapist, and what they have to say upon
returning to the interview room (de Shazer, 1982, 1989). This break
strengthens the impact of the therapist’s compliments by heightening
expectancy. Upon returning the therapist begins by providing a brief
summary of the family‘s situation (this promotes the family’s perception
that they are being heard) and then introduces a series of compliments to
each family member and/or the family as a whole. The compliments are
usually constructed in a certain way to punctuate particular words,
phrases or pauses, and the therapist usually delivers the compliments in

a manner which punctuates a particular tone or pace, depending on the
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family’s preferences. Compliments might also be delivered along with the
task in a "to the point manner” without any preamble if this is more
isomorphic to the family’s preferred patterns.
When the therapist returns to the interview room, particularly during
the +irst session, family members fregquently make comments which reflect
an "expectation of no change" or "more of the same", such as: "Now, the

bad news"; It’'s hopeless, isn’t 1t?* dea Shazer writes:

"When the conductor returns to the room after the

consulting break, the family is probably ewpecting

a profound series of insights and interpretations

about its psychological make up. (As one client

remarked: "Well, when do I hear the bad stuf{?"}

The family might even be prepared to fight off these

kinds of "negative statements" {(1ike an opponent).

Instead, the team develops compl imentary statements

based on the reframing section of the map and details

of the family’s description” (1982, p.44).
Family members often respond to the compliments by smiling, nodding their
head or shifting their body, all of which suggest a shift in context and,
thus, in thinking,.

Once the compliiments have been shared the therapist proceeds to
deliver the task, The compliments form part of the therapy process in
grder to create a "yes set" and shift the context toward a cooperative,
validating mode. They create an atmosphere of cooperation which
facilitates the family’s acceptance of the task or intervention. The
compliments represent something different and initiate a shift in the
family‘s way of thinking. In combination with other conditions (eg.,

exceptions to the rule, vision of a successful future) they {reguentty

prompt fami]y members to do somethina different which in turn can lead to
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spontaneous change between sessions, Any change in behavior has the
potential to initiate a ripple effect which can eventually build to
problem resolution and a satisfactory future {(de Shazer, 1985). Thus,
once change is initiated, the process of therapy involves highliighting
and punctuating what the family 1s doing that is good for them. The
process of highlighting and punctuating healthy patterns, in and of

itself, can prompt change.

7. Change is built upon highlighting and punctuating what the
family is doing that is good for them. This emphasis, along with
a vision of an improved future, helps to build cooperation and an

expectation of change (de Shazer, 1983}).

This model of therapy establishes and builds upon a family’s success
patterns in order to prompt and reinforce change. This reflects a
departure from most therapeutic approaches which tend to focus on
gysfunctional patterns. Once exceptions to the rule have been identified
and change is initiated in an appropriately beneficial direction, the
process of therapy involves focusing on the things that the family is
already doing that are good and useful. This emphasis is logically more
suited to promoting beneficial change then focusing on what is going
wrong, The former approach to therapy validates and empowers families
while the ltatter colludes with their despair.

Cooperation between the therapist and family is assured when the
family’s success becomes the therapist’s focus (de Shazer, 1988). This

has come relevence {for conducting therapy with families labelled as
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"invaluntary" or ‘“resistant". When the +{ocus is placed on the
involuntary aspect of the relationship between client and therapist
further resistance is generated. Families are usually involuntary and
resistant due to feelings of powerlessness and invalidation. Since the
focus of this model empowers families and validates them for what they
are doing that works, the involuntary aspects of the relationship becomes
Tess of an issue and cooperation is generated instead of resistance.

Since the therapist focuses on what the family is already doing that

works, cooperation is developed {(de Shazer, 1788). Interventions which
build on this "fit" as all that is being asked 1is that the family
continue doing something they are already doing, althoush the family does
not recognize it as a solution:

"This process of solution development can be summed

up as helping an unrecognized difference become a

difference that makes a difference" (de Shazer, 1988, p.l10).

If something doesn‘t work, "do something different", however, once

you know what works, do more of it (de Shazer, 1985, 1988).
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FART II1: THE FRACTICHUM
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in the Youth and Family Frogram at the clinic, The internsnip was
compieted under the supervision of Mr. Secoras Enns, Director of both the
fouth and Family Frogram and the Family Therapy Internship Frogram  at

Macsilli .



The client group representing the primary focus of clinical
intervention in this practicum was composed of adolescent family members
who were identified as requiring treatment by their family or by
community referral sources (e.g9. social services, doctors, other
therapists, school). The client group encompassed cases which included
elements of parent-adol escent conflict and adol escent behavior
"disturbances” involving truancy, defiance, running away, aggression,
physical vialence, del inquencies, withdrawal , and poor school
functioning. Within this broader target group, a secondary focus of
cltinical intervention was with adolescents who had witnessed violence in
their +family. In such cases the family violence often represented a key
factor contributing to the kinds of behavior listed above. Finally, in
addition, the student also worked with two families in which the
identified patients were of 7 and 8 years of age. In all cases, family
therapy was the treatment of choice for the adolescent and their famiiy.
A total of eleven families were seen, invoiving a total of +fifty-nine
family therapy sessions. All families were assigned to the student by

Mr. George Enns, at the Youth and Family Team’s weekly team meeting,
Luration
The practicum was of four months duration extending +from January,

1988 to April, 1988 inclusive. In conjunction with the internship

program, the practicum invoived full time study and practice from Monday
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to Friday of each week over the entire four month period.

Clinical Supervisiaon

The student benefited from a variety of clinical supervision
nodalities on an ongoing, weekly basis throughout the practicum. FPrimary
supervision was provided on sight at the MacNeill Clinic by Mr. George
Enns, Director of the Family Therapy Internship Program and Director of
the Youth and Family Frogram, The clinical supervision provided by
Georae Enns was complemented by clinical supervision provided by two
additional family therapists on the Youth and Family Team. Each
supervisar met separately with the intern each week for 90 minutes of
individualtized supervision of video taped +family sessions or live
supervision. The ongoing availability of three different clinical
supervisors provided the opportunity to receive a range of orientations
(styles) toward family therapy.

The student also benefited from live supervision of himself or other
team members vis—a-vis a one way mirror on a weekly basis. In team
supervision situations where the student was not conducting the actual
therapy, he participated with the team behind the mirror in drawing
assessment conclusions and forming intervention strategies. Supervision
was also provided through ongoing case consultations and strategizing
with supervisors and colleagues. There was also the expectation that the
intern participate in a process of personal supervision and learning
through the completion of reading assignments and ongoing preparation and

review of video taped sessions of the intern’‘s own clinical practice as



well as the clinical practice of other therapists at the clinic.
Finally, in addition to the clinical supervision received on site at the
MacNeill {linic, external supervision was provided by the intern’s

graduate advisor, Ruth Rachlis, and committee member, George Buranyi.

Clinical Evaluation

In theory, the social work profession has laong been concerned with
gvalutating the outcome of treatment services provided te clients seeking
assistance. Evaluation 1is, in part, an ethical issue in that it
addresses the guestion of how to provide the most effective service
through the 1least intrusive means, in the most cost-efficient manner.
Lespite the significance of such a guestion, clinical practitioners are
naot always readily motivated to integrate formal evaluative components
with the treatment services they provide clients. Lack of enthusiasm is,
in part, a spin-off of the limited applicability that some evaluation
instruments have 1in «clinical settings. Trute (1985), for instance,
paints out that the use of comprehensive measuring instruments is not
always time effective within clinical settings in that they frequentiy
demand too great a time commitment given the perceived limited benefit to
the therapist and client, Enthusiasm about wusing +ormal measuring
devices 1is also dampened by practitioners who believe evaluation is
-obtrusive in the context of therapy. Such a betief +frequently reflects
the therapist’s untamiliarity with formal evaluation or a sense of
inadequacy in utilizing evaluation instruments. Therapists are also

retuctant to utilize evaluation devices as they frequently perceive
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outcome evaluation as an evaluation of their clinical skill and
competence. Such beliefs are somewhat short sighted as, in fact, most
clinicians are quite familiar with evaluative processes as the process of
therapy itself aiways involves guestions of evaluation: How 1is the
probiem defined? Which treatment strategies are most appropriate? How
is the client responding to the direction in which treatment is moving?

Trute (19835) points out that the evaluation of family therapy
practice represents a far more complicated process than the evaluation of
individually focused practice simply because, in family therapy, the
clinical focus is upon more than one person. Evaluation of family
therapy must address the transactions between people. Consequently, when
evaluating famity therapy practice "one must consider muitiple levels of
communication encompassing both verbal comments and non-verbal behavior®
(Trute, 1985 p.103). Thus, attempts to evaluate family practice must
utilize multiple measures instead of just a single measuring instrument
or approach.

The system of evaluation to be applied in this practicum will include
muitiple measurements at two basic levels of family therapy practice:

(1) Outcome level: measuring family changej
{2) Process level: measuring the intern’s skill development as a

family therapist trainee f{(adapted from Trute, 1985).

Outcome Level: Measuring Family Change

The system of measuring outcome in this practicum was based on a

pre-test post-test design component as well as a single system time
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series desian involving the application of the Family Assessment Measure

(FAM II1} and the Morrison Centre problem checklist respectively.

Fre-test, Fost-test Measurement: FAM IIl {(APFENDIX A,B,C)

Al families seen in this practicum were required to complete the
Family Assessment Measure. The FAM was administered on a pre—-test basis
immediately before the +first assessment interview and on a post-test
basis immediately following the therapist’s last session with the family.

The FAM is based on Canadian norms for both clinical and non-clinical
populations (Trute, 1985, It is comprised of three scales, each of
which have a number of subscales. The General Scaie, composed of 350
items, assesses family functioning along 7 subscales including: task
accompl ishment; role performance; communication; affective expressiong
involvement; controli and, values énd norms. Measures of social
desirability and defensivensss are also included. The General Scale
measures the family’s overall functioning as a whole system.

The Dvadic Relationship Scale, comprised of 42 items and 7 subscales,
examines relationships between specific pairs of family members. The
Self Rating Scale, aiso composed of 42 items and 7 subscales, measures an
individual family member‘s perception of his/her {functioning in the
family. The evaluation of outcome was operationalized by utilizing the
General Scale.

The reliability co-efficients for the FAM Scale range from .86 (for
children on the Self Rating Scale) to .93 (for adults on the Dyadic

Relationship Scale). The use of the FAM Scale was particularly relevant
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for this practicum g9iven the target population and the model of
intervention to be employed. First, the General 5Scale has demonstrated
reliabil ity and validity in distinguishing between "problem” and '"non-
problem” families. This aspect 1is particularly congruent with the
context in which treatment was offered, namely: Family dysfunction is &
matter of degree and reflects temporary “derailment” from normal life
cycle processes. The symptoms which families present in treatment
reflect situational difficulties experienced by most ordinary families.
Second, the Famiiy Assessment Measure highlights family strengths as well
as tamily problems. This also is congruent with the model of
intervention enployed which focused on strengths. Third, the FAM can
also be utilized to test hypotheses formulated in the initial stages of
treatment, Finaily, the FAM provided a comprehensive analysis of family
functioning in a relatively unocbtrusive manner. Completion of the
instrument took approximately twenty minutes.

Not withstanding these points, the FAM inventory is prabably most
appropriately used in situations of longer term therapy where efforts are
directed at altering the overall organizational structure of the family
system. To cover this bias a problem checklist, similarly aimed at
measuring family change, was empioyed where possibie, on a single system
time series basis. Froblem checklists provide a sound measurement of
specific behavioral changes or goal attainment and have been identified
as having merit in evaluating short term intervention (Trute, 1989). As
such, problem checklists are particularly relevant foar the brief therapy

focus on initiating specific behavioral change as the goal of therapy.
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Time Series Measurement: Froblem Checklist (APFENDIX D}

All  families in the practicum were required to complete a problem
checklist developed at the Morrison Centre for Youth and Family Service
{see appendixes, the Morrison checklist is not copyrighted and is
reproduced without written consent). Atthough the intent was to
administer the problem checklist on a time series basis, this was not
always possible given the small number of sessions with some families.
In all cases the checklist was administered on at least a pre-test and
post~test basis, immediately before the first assessment interview and
immediately following the therapist‘s last session with the family.

While problem checklists are weak in their generalizability and
empirical strength, they provide a sound method of evaluating progress in
respect to the accomplishment of treatment goals which are focused on
speciftic target behaviors (Trute, 1985). This utility is particularly

relevant to brief therapy.

Process Level: Measuring Skill Development as a Family Therapist

The measurement of family change or therapeutic outcome, per se, does
not necessarily tell the clinician about whether or not the family has
received skillful therapeutic services (Trute, 1983). Consequently, an
additional level of evaluation is required to measure the quality of
therapeutic services provided. In this respect, the evaluative segment
of this practicum integrated three different components aimed at

measuring the writer's progress in developing effective skills in
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conducting family therapy: (1) formal supervision and evaluation with
clinical supervisors; (2) personal journal writing; and, (3) the Client
Feedback Scale. The Client Feedback Scais was developed by the therapist
solely for this practicum and is untested.

In conducting process evaluations there is a need to utiiize a number
of varying measurements as certain instrument features may not be
relevant to the model of intervention employed in therapy. This need
arises out of the fact that there is no "one approach” to family therapy.
Different models of therapy advocate different approaches to treatment.
Across these approaches, there is little uniformity concerning the
skills, technigues and strategies which are highlighted and emphasized.
Farticular aspects of some evaluation instruments, then, may be more
congruent with different models of intervention and less so with others,
This possibility is particularly crucial in respect to measurements which
rate skill development. Depending on the context of therapy, particular
skills to be measured in the rating scale may not be applicable or
desirable given the model of therapy employed. This must be kept in mind

throughout the evaluation process.

Formal Supervision and Evaluation

The process of {formal supervision and evaluation provided on site
during the practicum represented a major means of evaluating progress and
development as a family therapist. Clinical supervision was provided on
a weekly basis by three different individuals. The perspective of the

different supervisors enriched the learning and supervision process.
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FART IV: CASE_ILLUSTRATIONS
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Introduction

A total of eleven families were seen over the caourse of the four
month practicum, involving a total of Ffifty-nine family therapy
sessions. Four family therapy sessions were conducted in front of the
team. There was a wide sampling of economic and occupational
backgrounds in the families seen in therapy - ranging from those on
sogcial assistance to those in upper income 4groups. A sampling of
occupations among the steven families includes a bank manager, student,
housewite, teacher, cook, nurses and a university professor.

0F the eleven families, six were single parent families parented by
women, four were intact families and one was a bhlended +amily composed
af a father and his commonlaw wife. In three of the families there was
a history of family vicolence in which the mother was repeatedly
victimized over a period of years by the father or father figure (i.e.,
tive in boyfriend). In all of these cases the perpetrator was out of
the home at the time of therapy. In each of these cases, the
adolescent, identified as the probiem, witnessed violence in the home.
In two of these cases, where the adolescent was male, violence and
aggression was still a major theme inrthe home and often represented the
adoiescent’s primary method of problem resolution. Violence and
aggression represented the primary problem in two other cases, however,
this aggression was directed outside the family. In these cases no
disclosure of domestic violence was received.

All families were seen for an assessment interview (or two) before a

contract for therapy was offered. No more than five sessions were
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offered in the initial therapy contract. If services were still
required at the completion of the 1initial contract then additional
s@ssions were contracted for with the family. A1l family members were
seen together for the assessment interview(s). Attendance at later
sessions was altered accarding to the particular needs of the famity.
Subsequent sessions involved the family unit as a whole, a parent, the
adoiescent, and, with one family, the I.F.’s grandparents. In one case,
therapy involving the adoiescent was completed and the focus shifted to
coupies therapvy.

A1l but one of the eleven families seen for an assessment interview
entered into a therapy contract. The one family that did not, dropped
out after the first assessment interview. 0Of the ten families entering
into contracts, two remained in treatment at the compietion of the
practicum and were transferred to other therapists. Services were
compieted in the remaining eight cases. The average number of sessions
for these eight families was six.

In order to provide a thorough analysis of the brief therapy model
in practice, the number of case iillustrations chosen for presentation is
restricted to two. Each of these case illustrations provide a synopsis
nf the therapeutic process and integrates the salient issues which arose
in the therapist’s own development with respect to the casa.

One of the two case illustrations demonstrates brief therapy of a
family in which the adolescent I.F. had witnessed domestic violence.
The names of family members, and other identifying information, has been

changed in order to preserve confidentiality.
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CHAFTER B

CAGE EXAMPLE: COMPLEX FPROBLEMS DON’T ALWAYS REQUIRE COMFLEX SO0LUTIONS

Circumstances Surrounding Referral

Mrs. L. contacted the clinic, on the recommendation of a government
youth service, in order to receive therapy for her and her son, Jay.
Mrs. L.’s 1nitial request {or service was based on the following

reasons:

- Jay was angry at everything. Although he followed rules, he

was disrespectful and rudeg

- When Jay became disrespectful, Mrs. L. resorted to slapping
him, which in turn led to shoving (retaliation) on Jav’'s
part, and further hitting, on Mrs. L.’s part, so that the
physical confrontation escalated to outright violent

confrontations;

- Mrs. L. was seeking help in order to find more appropriate

means for her and Jay to express their anger.
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Summary of Assessment Interview

Mrs. L. and Jay were both present for the assessment interview and
tor ail other sessions. Mrs. L. (S0) was a registered nurse and was
employed as a Departmental Assistant at the local university. She
jectwred third and fourth year students. Jay (1é) attended high schaol
and was enrolled in a Grade 10 program. Jay was the youngest of three
male children in the family. Mrs, L.’s two other children, Warren (2&),
and Matt (253), were bpth in the Armed Forces and were stationed
elsewnere in Canada. Jay‘s father, Mr. L. {(49), resided in the United
States.

In 1978, Mrs. L, and the children returned to Canada from the United
States where they were residing with Mr. L. Mrs. L. separated from
Jay’s tather two years earlier, in 1976. Mr. L. was physically violent
toward Mrs. L. and toward Jay’s older brothers. Mrs. L. decided to
leave the relationship when her husband began toc physically abuse the
older boys. Jay indicated that he did not witness much of the vioclence
that his father directed toward his mother or brothers. Jay did
indicate, haowever, that he witnessed numerous episodes where Mrs. L.
directed violence toward his brothers. Jay also witnessed episodes of
violence between his brothers.

Jay had a total of four visits with his father since his parents
separated. Mr. L. was an alcoholic dating back to years when the family
was together. He has since remarried while Mrs. L. remained single.

In defining and exploring the probiem, Mrs. L. took responsibility

forr her behavior. From Mrs. L.’s point of view, Jay did not appreciate
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her, or how difficult it was for her as a single parent. When Jay
became rude, Mrs. L. became extremely angry, struck out and continued to
do so until Jay fled. Mrs. L. recognized that her behavior was
unacceptablie and she was embarrassed and remorseful about it,
particularly given her sxperience as a victim of violence herself. Mrs.
L. speculated that Jay‘s disrespect was retated to her tendency to
‘gmother” him as she constantliy reminded him and worried about him. She
also wondered whether Jay was angry at her for leaving Mr. L.

Jay denied the latter sxplanation but agreed that he felt smothered
and that this contributed to his verbal disrespect. From Jay’s point ot
view his mother did not treat him as & 16 year old. This "put him in a
fighting mode", and once a fight began his mother wouldn’t back down.

Throughout the interview both Jay and his mother presented as very
verbal and quite open. Jay assumed a protective role in relation to his
mother by assuming the targer portion of responsibility for the
presenting problem despite his mother‘s clear statement that she was
partially responsible for the conflict. [uring the interview Mrs. L.
made frequeant physical contact with Jay, patting his knee, as though to
reassure him. Mrs. L. watched Jay intently as he spoke and occasionally
"moved in" to answer for him. She freguently asked his opinion when
responding to a question.

This family had many strengths. For instance, Mrs. L. had already
identified some of the patterns which were contributing to their
difficulty {e.g., her tendency to smaother Jay) and both Ms. L. and Jay

indicated a clear desire to change.
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Structura]l Assessment of the Family

This family was characterized by a diffuse generational houndary.
The mother occupied an overinvolved position in relation to her son and
the son complemented this by assuming a protective role by worrying
about his mother, and assumed an inappropriate degree of responsibility
for the problem. This structure was supported by a dysfunctional
pattern of interaction in which the mother persistently pursued the son
Dy reminding him about chores, daily activities and, in the process,
communicated distrust and invaiidation of her son‘s ability. The son
wauld become irritated with thié overinvalvement and, in an attempt to
establish distance, verbally abused the mother, in turn refuting her
primary goal of receiving respect and appreciation. The mother, in
turn, resorted to her primary means of defence and problem resolution
over the vyears and physically lashed out at the son, leading to his
attempts to establish more distance by pushing and shoving the mother
away, leading in turn to more of the same response by the mother. These
periods of contlict were followed by guilt and embarrassment, on the
part of Jay and Mrs. L., and led to reconcilliation and fusion,
reinforcing the cycle of built-up worry and overinvolvement,

Thus, Jay’s behavior represented an attempt to establish greater
distance between his mother and himself, but the resulting guilt drew
Jay and Mrs. L. into greater proximity. This rigid pattern prevented
Jay from negotiating appropriate development tasks and teft him in =
vuinerable position to face the developmental task of separation from a

positicn of confidence.
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Treatment Goals

- To establish a clearer generational boundary and greater
distance between Mrs. L. and Jay so that Jay was free to
confidently negotiate appropriate developmental tasks and
Ms. L. was able to function on a daily basis without anxiety

and worry in relation to Jay.

- To alter the interaction pattern between Jay and Mrs. L. so
that Mrs. L. communicated in a less intrusive manner and .Jay

compmunicated in a more mature, respectful manner.

- To estabiish involvement between Jay and Mrs. L. that

supported ciear personal boundaries and neutralized the

pattern of guilt - fusion - anger - distancing.

Therapy Contract

The therapist and the family agreed to meet in two weeks time from
the assessment interview at which time the need +or ongoing sessions was

to be evaluated.

Intervention Frocess

There was a total of three sessions, including the assessment
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interview, with this family. The first two sessions were conducted in
front of the team. There was also one planned follow-up telephone call,
approximately one week after the last session.
After the therapist compieted the assessment portion of the first
interview he took a break and then returned to deliver the +following

intervention message consisting of compliments, a retrame and tasks:

Therapist I‘'ve talked with my colleagues about the
things we‘ve discussed today, and, in
talking with them, it is clear

that we are all very impressed with the
two of you and we would 1ike to
campl iment you on somethings.

(Compliments) Mre. L., you know, it’'s clear that you have
a ot to offer the situation and it‘s obvious,
from what we’ve talked about, that in many ways
you already have some solutions in mind.
{Ms. L. smiles and begins to laugh in relief.)
I‘'m realiy struck and impressed with your openness.
To be able to come in and discuss things as openly
as you have today is really exceptional.

And, Jay too, I'm really impressed with vyou.
Teenagers often find these situations difficult
and you were able to participate and be open
throughout. And, also, you are very, very
perceptive. I‘m really struck with how perceptive
you are. A good example of this is how you know
how_important it is to you to go to school,

to do your homework. You recognize how important
it is to you, to do it for vous That’'s very
perceptive on your part., (Jay smiles.)

{Reframe} whét strikes me and my colleagues is that in many
ways, the anger really isn’t the problem
{(mother looks slightly surprised).

What the problem really is, is that you both

worry very much and feel guilty very much

{(mother nods and says m m hum). This worry

and guilt builds up and builds up until the two of
vou end up getting angry; but, in many respects
the anger is only secondary.
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The guilt and worry is the crux.

S50, we need to find some way to get throuah
that part.

What occurs to us is, you've already thought

of some_solutions and, the two of you are already
saying you want, something different; that, it’s
time to do something different;

And, I'd like to ask you if you wouid be interested
in doing an experiment over the next two weeks (Ms. L.
and Jay nod appravali.

Over the next two weeks 1'd 1ike vyou to experiment
with this.

Me., L., I'd 1ike you to pay particular attention

to what vou can do, to what works, that helps Jay

feel Tike an adulit. Fay attention to the kinds of
things you do which reinforces Jay feeliing like a man,
moving into adulthood. You kpow, it could be that,
vou’‘re going to stop nagging him about the day:

stop getting him up in the morning.

So, pay particular attention to _the things that work.

And, Jay, we feel it’s important that you take
advantage of the opportunity this will present
you with to, show how independent and how much
of a man you can be.

Fay attention to and do somethings to, demonstrate
to your mom and show_your mom that vou can_be
responsible like an adult. This might involve
showing that you appreciate your mom. So, vou
might decide to make_ vour own_supper, or supper
for you and your mom without telling her or asking
her: you know, do_things on vour OWN « « « ¢ =,
things, that show you appreciate her. Like, vou

might Jjust give your mother a hug.

I would 1ike you to, put into _action, the things
that show you _are responsible and you appreciate
your mom.
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Second Session

Both Ms. L. and Jay completed their tasks and reported dramatic
changes during the two weeks between the first and second sessions. Mrs.
L. reported that she was able to separate herself from an issue Jay had
at school so that he handled it on his ownj extend Jay’s weekend curfews:
not nag him about the dayj; not run his bath water, and allow Jay to go
"cruising" with his friends. Jay managed his increased autonomy in a
responsible manner, complimented his mother and even gave her & hug. Jay
related that he felt his mother was trusting him more and treating him
Tike an adult. Given these shifts, Mrs. L. and Jay did not have any
verbal or physical outbursts.

The reports provided by Mrs. L. and Jay clearly contirmed that Jay’s
verbal and physical aggression represented an attempt to create greater
distance between Mrs. L. and himself. As Mrs, L. moved to a less
intrusive position, Jay behaved more responsibly and showed appreciation

for his mother. There were no incidents of violence between Mrs. L. and

Jay. This, in turn, reinforced Mrs. L.’s move to a less involved
position and neutralized the pattern of guilt - {fusion - anger -
distancing. On opeccasion Mrs. L. alluded to how difficult it was to

resist becoming involved with Jay. This was taken as an opportunity to
turther validate Mrs. L:

“You love your son and want to ensure he

is cared for. At the same time, you recognize
he will have to leave the nest some day.

In spite of how difficult it was for you to
resist doing things for him, you managed to

stay out. That reflects how much you truly

love your son and how strong you are as a parent”



-147-

The process of the second session, then, highlighted and built upon the
solution oriented patterns which Mrs. L. and Jay were reporting. To
ensure such an emphasis the following kinds of guestions and comments
were delivered by the therapist:

=~ "You have had wonderful success over the past two weeks!
What sense do you make out of this success?™

- "With you pulling back, Mrs. L., what changes have you
noticed in Jay’s behavior? What sense do you make out of
all of these changes?"

- "What, Jay, have you noticed your mom doing that helps
you behave Jike an adult? How do you interpret your mom’s
changes?"

- "Well, Jay, it’s clear that you have had plenty of
opportunity to demonstrate how mature you are.
I’'m interested in what kinds of things you have done."

- "How did you resist being pulled over to Jay?"

- "What, Mrs. L., were you and Jay doing that was different,
when things were going well?"

- "When things were going well, what were you and your mother
doing different?"

- "How has this change affected your relationship?"
- "On the whole, what do you attribute your success to?"

- "What’s your sense of what you need to do to keep going in
this direction?"

- "If this success continues, what will things look like,
what will vyou, Jay, and you, Mrs. L. be doing?"
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These kinds of questions oriented both Mrs. L. and Jay to their
success patterns, and in the process reinforced a continued expectation
of beneficial change. The latter qguestions resemble the ‘“miracle
questicn® as they direct Mrs. L. and Jay to a future in which their
probiems are absent.

Based on Mrs. L.’s and Jay’s task performance, and the preferred
patterns which emerged for each of them during the first two sessions, it
was evident that a cooperative mode could be promoted by providing clear
tasks which encouraged Jay’s independence. However, this would have to
be done in a way that did not iﬁvalidate Mrs. L.’s need for respect and
recognition. In providing the tasks, consideration also had to be given
to the emotional pulls which Mrs. L. was still feeling toward Jay and the
protective position Jay often assumed in relation to this. Given these
factors the tasks were aimed at providing Mrs. L. with a focus other than
Jay that was validating of her, and "normal® given this family’s life
cycle stage. After complimenting both Mrs. L. and Jay for the changes
they had made between sessions, the therapist delivered the +{ollowing

message and tasks:

Therapist "As you, Mrs. L. and you, Jay, continue
in the direction that you_are presently
moving, your time together will be
less, but it will be more enjoyable. Naturally,
each of you will have more free time on your
hands. To occupy your free time I would 1ike
{Task) - you to consider trying some things. Mrs. L., to
occupy your free time the team would like you to

consider the following:

- One team member thinks that if Jay is out late at
night you should stay out and come home later than
hims
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- Another team member feels that you are still a very
attractive and interesting woman and, after all, like

all teenagers Jay will have to eventually leave the
nest. He thinks vou should consider getting
remarried.

- Another team member feels that if Jay forgets to
take the garbage out, you should dump it in his
bedroom.

These are Jjust some ideas to consider. 1 believe in_all
likelihood, Ms. L., you will come up with vour own ideas

and solutions about what you can do with your free time, and

these are likely to be best.

(Task) Jay, to avoid the temptation of falling back into your old
ways I would like you to consider the following:

- You, wake vour mom up in the morning
before she can wake you up;

- Make decisions _on your own, before talking
to your mother, and then tell her about the
decisions vou’ve reached.

In closing, the therapist delivered the tollowing message:

Frescribing

the

extraordinary success. To aveid the
disappointment of having a sense of failure,
that is imminent after such success, and to
avoid forgetting where you have come from,

I would like you to pick one day every week
and revert back to what you were doing in

the past. 0On that day I would like you,

Ms. L., to nag Jay:; and, Jay, I would like you
to act irresponsible.

symptom in this manner set the stage for the third, and

final session, with this family three weeks later.
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Session 3

In the third session Ms. L. and Jay reported that they had
"backslid", by arauing with one another, however, there were no incidents
ot physical aggression or violence. When this was explored {("Iid this
happen more in the tirst, second, or third week™") it became evident that
the arguing did not take place wuntil the last, of the three, weeks
between sessions. Mrs. L. related that she had been "down" and that she
took it out on Jay. She resorted to nagging and he, in turn, argued with-
her. This meant that the family had enjoved success +or four consecutive
weeks and five in which viclence was not at all evident. This
information was crucial to the process of the interview and therapy as it
provided ‘a key success pattern to build upon.

In following up on the tasks, Ms. L. related that she didn’t really
have much free time. BShe looked in the “companions wanted" section of
the newspaper and found two men who were of interest to her, however, she
was topo nervous to follow up on the ads. Jay found it impossible to wake
his mother up as she simply got up early. However, he did make some
decisions, regarding school, on his own. Mrs., L. was validated Afor
having the courage to even look in the "companions wanted" section and
was advised that in most cases the anxiety of trying something as
different as this, would have immobilized most people. Jay was
compl imented for making decisions, that were good for him, on his own.

[espite continued success during the first two weeks, and the fact
that there had not been any violent outbursts at all, both Mrs. L. and

Jay came to the session focused on the arguing that had taken place
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between the two of them. Maintaining this focus through the session
would only have reinforced the patterns supporting the arguments. It was
important, then, for the therapist to reorient the family to what they
were already doing that was solution oriented and successful. Once you
know what works do more of it (de Shaﬁer, 1988) . The therapist
punctuated the fact that there were not any episcdes of violence and that
for four consecutive weeks Mrs., L. and Jay had not even had one argument.
The "slippage" that took place was reframed as part of the typical road
to change: two steps forward and one step back. Jay‘s behavior was
reframed as a protective move to distract his mother from whatever was
getting her down and she was complimented for raising such a sensitive
SOM . The arguing was also normalized as something that happens in all
families, particulariy when teenagers and parents attempt to adjust to
2ach other’s changing needs. The process of the interview then
punctuated and highlighted the patterns in which Mrs. L. and Jay were
doing things which were good and useful in reaching solutions. This
meant focusing on the time periods in which the complaint (arguing) was

not evident (exceptions to the rule):

"During the two weeks when things were going
well you must have been going about vyour business.
Ms. L. I'm curious to know what was different then?"

"In total you've had four consecutive weeks without
any arguing. During that four weeks what have vou
found your mom doing that has particularly helped
you be responsiblie?”

"What’'s your sense, Mrs., L., of what has helped
you to resist being pulled over to Jay, during




the four weeks when things were going well?"

“What are you doing with your new found eneragy,
Ms. L., when things are going well?"

This emphasis helped move the family to a greater sense of competency
and solution oriented behavior. Both Mrs. L. and Jay began to share
their fears and ambivalence about Jay eventually leaving home. These
tears uwere normalized within the context of the family life cycle. Mes.

L. and Jay were then directed toward potential solutions:

"What ‘s your sense of what would help the two
of you make this transition?"

"What's vour sense, Jay, of what your mom can
do to help you with preparing for the worlid?"

Jay was then able to share that he needed his mom’s support, but it
would be most helpful if she could provide advice when he asked for it.
This process helped to create distance between Jay and Mrs, L. and helped
to establish a clearer boundary between the two of them.

Given the success that Mrs. L. and Jay had, the need for {further
sessions was reviewed. Mrs. L. felt that they were headed in the "right
direction" and that further sessions were not needed. Jay 'agreed that
they were headed in the right direction but he was worried that “they
would blend back afterwards®. Given Jay’s ambivalence it was agreed that
Mrs. L. and Jay would take a week to decide whether they needed to come
back. Mrs. L. related: "We can’t keep coming back forever. There comes

a time when you gotta take it and go with it . . . . . especially if
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you’ve been shown the tools". In closing the session both Ms. L. and Jay
were complimented for their openness and desire to have a healthy

relationship. They were then given the following tasks:

Therapist - Mrs. L. I would like you to pay particular
attention to what helps you to resist naagging Jay.
{Task) If you become frustrated with something he hasn’t

done, then sing a song or 90 for a walk. Ms. L., do
whatever it takes, that is different, to resist being
pulled over to Jay’s side.

- I+, Jay, you reguire help or advice then ask your
mother, otherwise, she will simply play the role of
consultant.

- I would like you, Mrs. L., and you, Jay, to think
further on whether you need to come for further
525510NS.

When contacted one week later, by phone, Mrs. L. advised that she and
Jay had talked it over and decided that they didn‘t need to come back for
further sessions at that time. Mrs. L. expressed pleasure with how Jay
was doing. From her point of view, Jay was acting more mature. He had
also received his highest marks yet in two courses at school. Mrs. L.
related that she and Jay were "headed in the right direction and they
Just needed to keep doing so". She indicated that if in the future they
needed a "check in" she would contact the clinic. The therapist
validated Mrs. L. for her and Jay’s success. The therapist prescribed
that there will likely be some difficulties in the future, but‘ indicated

that some set backs are normal.
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Qutcome Level: Measuring Family Change

The FAM(III) General 5cale and the Morrison Centre problem checklist
were administered to the L. family on a pre-test basis, immediately
preceding the first interview, and on a post-test basis, immediately
tollowing the final interview.

The pre-test profiles (Time 1) on the FAMs (AFFENDIX F) completed by
this family support the conclusions drawn in the therapist’‘s own
assessment. There is congruence between Mrs. L.’s and Jay‘s high scores
on the Involvement and Control subscales suggesting a shared perception
of how they function in these areas. Both Mrs. L.’s and Jay’s profiles
show elevated scores in these areas supporting the notion that this is an
agreed upon problem area in which there is intense involvement, broken by
chaotic periods in which Mrs. L. and Jay engage in covert power struggles
escalating to vialence. The elevated scores along the Involvement
subscale supports the presence of an enmeshed, overinvolved relationship
between Mrs. L. and Jay. High scores along this subscale reflect the
involvement to an extreme degree, between Mrs. L. and Jay and the lack of
autonomy that they both exhibit. The elevated scores along the Control
subscale support the presence of shame-based attempts at control which
are chaotic and characterized by covert power strugglies. The periods of
emotional distance triggered by the violence between Mrs. L. and Jay, are
followed by shame and guilt which eventually reinforces continued fusion

until the build up of frustration and worry, resulting from this, leads




to another explosive episode.
Outside the congruence that 1is evident 1in scores along the
Involvement and Control subscales, Mrs. L. and Jay show considerable

discrepancy in the areas of Role Ferformance, Communication and Affective

Expression. Jay’s scores on these subscales cluster together in the
average range of functioning (Role Ferformance - 513 Communication - 52
and Atfective Involvement - 47}, while Mrs. L.’s scores are highly
etevated (Role Pertormance - 83: Communication - 68; and Affective

Expression - 63). This discrepancy possibly reflects that Mrs. L. was in.
a highly anxious state at the commencement of therapy. If accurate, this
may have contributed to her motivation to change. Mrs. L.’s extremely
high score on the Role Ferformance subscale reflects the difficulty and
stress she was experiencing in adapting to her family’s lTife cycle stage.
Certainly, this adaptation was highlighted during the process ot therapv.
The post-test scores (Time 2 on Mrs. L.’s and Jay’s FAM profiles
(APFENDIX F) reflect dramatic improvement in most subscale areas,
particularly with respect to the problem areas of Involvement and
Control. Both Mrs. L. and Jay scored these subscales within an  average
range of functioning. They again showed relative congruence suggesting a
shared perception of improved functioning 1in these areas. The lower
scores in the subscales of Involvement and Control can be attributed to
the increase in emotional distance between Mrs. L. and Jay and the
associated autonomy. This was, of course, interrelated with the absence
of any violence, thereby neutralizing the shame based control patterns.
While Mrs. L.’s score on Role Ferformance dropped signiticantiv (from 83

to 700 it was still elevated to a level which reflects problematic
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functioning. This attests to Mrs. L.’s struggle to adapt along with the
iife cycle transition she and Jay were in at the termination of therapy.
Certainly, this transition was in full bloom during the 1last session.
However, such tension can be framed as normal and situational.

The behavior checiklist was administered on a pre-test (Time 1) and
post-test (Time Z) basis given that there were only three sessions with
the +family. Again, there are some discrepancies between Mrs. L.’s
profiles and Jay’s profiles (APPENDIX G?. Mrs., L.’s pre-test profile
reflects a more negative assessment of her family‘s functioning than does
Jay’s pre-test profile. A comparison of the pre-test and post-test
profiles indicates that significant change was perceived by both Mrs. L.
and Jay in most of the twenty-four areas of family concern. An analysis
of Mrs. L.’s pre-test/post-test comparison reveals that she perceived
improved change in twentv-one out of twenty-four areas. There was no
change in the remaining three areas, each of which was rated as "In
between” before and after therapy. 0f the four areas with which Mrs. L.
was dissatisfied prior to therapy, three were rated as "Satisfied" at the
end of therapy and the fourth was rated "In between”. O0OFf the eight areas
with which she was "Very dissatisfied" prior to therapy, six were rated
as "In between®, one was rated as "Satisfied”, and one was rated as "Very
satisfied" at the end of therapy. A comparison of Jay’s pre and post
test profiles indicates that he perceived positive changes in fourteen
out of twenty-four areas; seven areas remained the same (rated “In
Between" "Satisfied" or "Very Satisfied" before and after therapy); and,
negative change was perceived in three areas (Being patient and calm with

pthers - from Satisfied to In between. Being consistent with discipline
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- from Satistied to In between; Making contacts Qith friend, relatives,
etc. - from Satisfied to Dissatisfied). Jay’s rating of “In between" in
two of these areas may have reflected his ambivalence in terminating
therapy as well as the "slippage” he perceived in the week preceding the
tinal session. Jay‘’s rating of Dissatistied with respect to “contacts
with friends etc"” might be related to the possibility that he was more
directly faced with this area of functioning by virtue of his increased

distance +rom Mrs. L.
Frocess Level: Measuring Skill Development as a Family Therapist

Three components aimed at measuring the therapist’s skill
development, and the guality of service provided, were utilized in
relation to this case. These components were: (1) the client <{eedback
scaley (Z) personal Journal writings; and, (3) formal supervision and
evaluation with the therapist’s clinical supervisor and colleaques

incliuding feedback based on two interviews before the team.

The Client Feedback 5cale was completed by Mrs. L. and Jay
immediately following the final therapy session. Both forms reflect

satisfaction with the quality of service provided (AFPENDIX H).

Excerpts +from the therapist’s personal Jjournal provide some insight
into the issues which arose for the therapist in relation to this case.
The excerpts also present a still shot of the supervision process with

respect to this case. There were, in total, four Formal supervision
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sessions on this case. Three of these sessions centered on reviewing the
video tape of interviews with the clinical supervisor. The other session
was a preplanning session in which pertinent case issues were reviewed
and an initial hypothesis was drawn. The therapist also had the bpenetfit
of working before the team for the first two interviews with the L.
family. Each of these interviews was followed by a feedback session in
which the therapist received concrete information from each team member
about the strengths and weaknesses observed during the session (AFFENDIX

I). Highlights of this feedback are also reflected in Jjournal excerpts:

March 9., 1988 - Day No. 39

I saw one family the L. family before the team on
March 9, 1988. This was a 16 year old boy who was
physically aggressive toward his mother. Largely, the
cycle goes from the boy yelling at the mom
(disrespect), the mom physically slaps the boy (her
goal is to receive respect) and he tries to gain some
distance by pushing her away which leads to further
physical hitting on mother‘s part. This family has a
history of family violence. The mother was abused over
a period of years as were her two older sons. The I.F.
witnessed violence in the home. This mother and son
are enmeshed. The boy tries to establish distance by
being disrespectful as mother 1is so intrusive. She
starts to remind him of things from first thing in the
morning. Mother refuses to “"take" any disrespect so
she resorts to the mechanism she best knows to defend
herself - violence. This keeps the cycle going as they
feel remorseful afterward and fuse leading to greater
resentment, worry etc., then anger.

In this case the model really is clear. I deal
with the presenting -problem and symptom and try to
break the pattern. At this point we have agreed to a
second assessment interview. As the mother puts it:
“1f things are going well over the next two weeks there
is no reason that we can’t continue it on our own®.
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Thus, aven 1f one regards the past violence as
something that needs toc be resgived - - there is no
contract to deal with it.

This was interesting in the sense that I thought I
had a very good interview. I thought that I had
tracked +airly well and explored certain areas that I
needed to explore (e.g., separation, grandparents, role
in the pattern, father’s role in the pattern). The
feedback from the team was that I did a nice job at the
beginning of the interview (defining problem, Jjoining)

and in complimenting and task assignment. 6. and M,
felt that I could have tracked "deeper" instead of
ztaying at the same level. Also, I tended to move away

from the interaction between the mother and son when I
explored the other areas. 0One team member disagreed
slightly and thought I needed to explore these areas.
So, I thought this is a wonderful chance for learning
as I can review this tape with M. We did so on Friday,
11th. It was very helpful to receive feedback from her
on how to go deeper, etc. What’s helpful is having a
sense vyou did something, then having to learn more in
order to push the learning process deeper, This is
never ending at the clinic and in the internship. As
you learn and move ahead vou are pushed to learn more.
Also interesting was that during the break when we plan
tasks and compliments, it seems that M. was pushing me
more to come up with some of my own compliments and
tasks instead of relying on the team.

March &3, 1988 - Day No. 46

Today was a busy day. It started with a regular
team meeting, case assignments, then I did the
interview in front of the team. Following this I had
an interview with the F. family and then one with the
L. tamily.

My interview in front of the team was interview No.
2 with the L. family. This was the first time I did a

follow-up interview in front of the team. I had a
clear agenda of what I wanted to follow. This was a
very hard interview for me. It seemed that on one

fevel everything was clear, vyet on another level
gverything was unclear. It seemed 1ike the mother and
son had given me everything in the first fifteen
minutes and then I simply seemed to be asking the same
guestions. I was trying to track deeper but it seemed
like everything was staying at the same level. [ came
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out of the interview with & headache - - thereby really
confirming the extreme enmeshment in this familv. At
one point the mother mentioned that one of the changes
was that she was no longer running the bath water for
her son!! I discussed this interview with G. He
indicated that what was happening was that at a process
level the family was pulling on me very hard to "join®
their family. My resistance to this creates tension,
intensity and keeps the therapist stuck. The therapist
needs to break the intensity somehow by perhaps
cracking a Joke, making a comment. When this happens
the pattern is broken, but then, the therapist needs to
have a geal in mind so he can lead the family,
ptherwise, the pattern wiil start up again. G.'s
information was helpful.

Friday, March 2%, 1988 - [ay No. 48

Today was low key. I had supervision with Margo
and reviewed my interview with the L. family. She
thouaht it wasn’t a bad interview, that 1 had covered
everything I set out to. But I could have taken it
further. So, what else is new?? It seems T1ike it can
always be taken further,
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CHARFTER 9

CAEE EXAMFLE: THREE'S A CROWD

Circumstances Surrounding Referral

Mrs. Brock contacted the clinic to request therapy for her szon,
Faul, and herself. Mrs. Brock‘s initial reguest for service was based

on the following reasons:

- Continuous contlict between Faul and
Mrs. Brock centering on Faul’s irresponsibility;

- Faul’s irresponsible behavior including lying,
truancy, late hours, losing his driver’s licence;

- Suspected use of drugs and alcohol.

Summary of Asgessment Interview

The azsessment interview was attended by natural mother, Marcie
Brock (38), and Paul (17). Ms. Brock was a registered nurse and had a
history of employment in various health care settings. Ms. Brock had
received earlier therapy at the clinic, off and on over a period of
three years, in relation to the breakup of her second marriage. Faul
attended high school, in Grade 12 and held down two part-time jobs. Ms.
Erock and Faul had been seen at the clinic for one session of family

therapy, three years earlier, and then dropped out.
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In addition to Faul’s "irresponsible behavior", Ms. Brock also
expressed concern about the stress she was feeling at work and in
connection to the relationship with her boyfriend, Fred. Ms. Brock
showed some ambivalence in viewing Faul‘s behavior as totally
irresponsible and acknowledged his responsibility in holding two part-
time Jobs. Faul defined himself as the problem, stating that he doesn’t
"do his part", and is unable to contribute anything at home.

With the exception of her mother’s frequent‘involvement, Ms. Brock
largely raised Faul on her own. Ms. Brock separated +rom Faul’s father
during her pregnancy with Faul. Ms. Brock indicated that she and Faul’s
father were too immature to maintain the relationship. Faul‘s father
lived in the same city but, Faul had not seen his father since he was 8
vears of age. Ms. Brock recently made a contact with the father on
Faul ‘s behal+f, however, the father was not willing to see Faul. Ms.
Brock ‘s second marriage ended in divorce, after four years.

Ms. Brock’s second husband did not assume a parental role with Faul.
According to Ms. Brock, the relationship ended because she and her
second husﬁand were not compatible. At the time of the assessment
“interview Ms. Brock was in a relationship which she characterized as
"stressful at times".

In raising Paul, Ms. Brock frequently turned to her mother for
support. At one point, Paul lived with his maternal grandmother for six
months when he was 14 vyears of age. Ms. Brock described a pattern
whereby her mother would respond to Ms. Bhock’s requests for support by
criticizing her, taking over the parent role and aligning with Faul.

Ms. Brock also described a pattern whereby she would discipline Faul, as
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a chiid, and then not follow through because she would feel guilty. MWMs.
Brock would also do things for FPaul because it was =asier than putting
her +oot down. Ms. Brock speculated that this pattern, along with
emotional problems she has had over the years, and the absence of a
father for Faul have all contributed to the current situation. FPaul
downplayed the latter two sxplanations.

Throughout most of the interview, Ms. Brock presented as anxious and
tentative. ©5She tended to define herselt as powerless in the face of
1ife’s stresses. Rather than taking a clear position of va]idation in
relation to Faul, she more clearly focused on the very few areas that he
Wwas irresponsible, thereby inval idating his independence and
responsibility.

Faul presented as subdued and distant. He adopted a protective
position in relation to his mother by defining himsel+ and his behavior
as the problem. Faul frequently looked toward his mother when
responding to guestions as though to ensure he did not deviate from his

protective role,

Structural Assessment of the Familv

The primary dysfunctional interaction pattern in this family
supported the existence of a diffuse generational boundary between Ms.
Brock and Paul., Ms. Brock historically assumed an overly respaonsible
position in relation to Faul, thereby blocking him +from acguiring the
contidence and freedom to address appropriate developmental tasks of

adolescence such as identity, independence and autonomy. Faul’s
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dependencies were reinforced by a dystunctional interaction pattern in
which Ms. Brock focused on that part of Faul‘s behavior that was
irresponsible, thereby invalidating his current responsible behaviors.
Faul ‘s misbehavior, in turn, served a protective function in +hat it
provided & focus other than the issue of separation associated with the
family’s life cycle stage of adolescence. Faul’s behavior also provided
Ms. Brock with a focus other than her own pain, loneliness, and the

decisions she had to make in connection to her relationship with Fred.

Treatment Goals:

- To establish a clearer generational boundary between Faul and Ms.
Brock, thereby freeing Faul to address appropriate developmental
tasks related to adolescence and freeing Ms. Brock to directly
negotiate other concerns in her Tife including her relationship

with Fred.

- To strengthen Faul ‘s confidence in addressing developmental tasks
by shifting the interaction pattern in this family so there was a
greater focus upon the responsible behavior Faul was

demonstrating.

- To empower Ms. Brock so that she was stronger to address conflict
and relationship issues directly instead of avoiding and

deflecting them through her triangulation of Faul.
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Therapy Contract

The therapist and the family contracted for an additional assessment
interview from which a contract for five sessions of family therapy was

agreed upon.

Intervention Frocess

There were a total of seven sessions, including two assessment
interviews, with this family. Of the seven sessions, four were with Ms.
Brock and Faulj; two were with Ms. Brock and her partner Fred; and, one
was with Ms. Brock alone.

Based on the first interview it was evident that Ms. Brock and Faul
were facing a developmental crisis related to the adolescent life cvcle
stage and that other stresses, associated with Ms. Brock’s relationship
with Fred, were impinging upon this transition. In this context, Ms.
Brock remarked: "I'm terrified for when he leaves". It was clear that,
as part of completing this tramsition Ms. Brock would have to sguarely
face the issues 1in her relationship with Fred. Faul was caught in a
triang]é with Ms. Brock and her partner and was fulfililing a protective
function by allowing his mother to deflect the ankiety and ambivalence
trom her relationship with Fred, onto himself.

However, the "miracle guestion" revealed that Ms. Brock envisioned a
successtul future in which Paul was demonstrating that he could "be an
aduit", "someone who can be responsible for himself". Faul’s miracle

included a vision in which he c¢ould take his share in instrumental
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functions such as housework, contributing financially. This was
different than assuming responsibility for affective functions, yet, it
represented a good “fit" for the mom’s vision that Paul be responsibie.
This provided a clue as to what and how change needed to cccur.
At the completion of the first session Ms. Brock and Faul were
complimented and then asked to complete the following research task

during the two weeks between sessions:

Therapist Between now and our next session, at the end
of every day, I would like each of you to
(Task) individually rate the day on a scale from one

to ten (where ten is the highest and one is

the lowest) according to how well you think

things have gone between the two of vou.

Fay particular attention to what you are both doing
differently and what is happening that is different,
on the days which you rate five and above.

Disregard all other days.

The purpose of this task was to orient Ms. Brock and Faul to the
things they were already doing which were solution directed and which
could lead to spontaneous change throush the ripple effect. The
research task also provided information about solution patterns which

could form the basis of the next session {(and future sessions) along

with an emphasis upon broadening the problem definition to include Fred.

Second Session

The purpose of the second assessment interview was threefold:
first, to build upon and punctuate the success patterns which emeraed
through Ms. Brock’s and Paulgs report on the research task; second, to

more clearly define Fred’s involvement in the family; third, to
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establish a clear contract for therapy.

In following up on the research task, both Faul and Ms. Brock
reported that twelve out of fourteen days were good (an average of "7¢
and above). As Faul verbalized: "There is a different cycle”. This
"ditferent cycle" is much 1ike the snowball rolling down the
mountainside and demonstrates the power of the “ripple effect”. Faul
had taken initiative in completing chores around the house and Ms. Brock
was pleased about this. Ms. Brock, in turn, did not nag Faul and they
had some good conversations. Faul related that he felt much better
about himself and wasn’‘t as worried about the future. Thus, the process

of the interview punctuated these patterns:

~n

"To what do you attribute your success, Ms. Brock?

“On successful days, what were you and Faul doing
differentiy?"

"What‘s your sense of how Faul has taken more initiative?"

“What sense, Faul, do you make out of the presence of this
different cycle?”

"What can your mom and you do to keep going in this
direction?"

"What has your mom done to help you worry less about the
future?"”

Through this process solution patterns and a positive context
emerge. This creates the expectation of further change. The validating
nature of this process created a climate in which Ms. Brock and Faul
could begin to address pertinent developmental issues. They talked
about "growing pains", independence, "mid life crisis”.

The freedom was also created to begin tracking Fred’s involvement in
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the family:

“When Faul is taking on more responsibility, and you’re not
having to nag him anvmore, what are you doing with vour extra

=n

energy”

Me. Brock reported that she was not as stressed about her
relationship with Fred and that she was making a firm commitment to him.
Ms. Brock related that she and Fred were looking for a house and that
they would be moving in together shortly.

Toward the end of the session Ms. Brock and Faul were complimented
on the success they had achieved in the two weeks between sessions. The
"issues" they were facing were framed as normal and an expected part of
the lite cycle transition in which they were in the midst. Faul was
then dismissed for a few minutes so that the therapist could deliver the

following intervention:

Therapist: I'm really _impressed with the success vou'‘ve had
over the past two weeks. What I‘'m really impressed
with, is how you’ve managed to not nag Faul, you’ve
let him be responsible. That’s wonderful because
that leaves him to wrestle with his own conscience,
his own guilt. That’s one of the best ways to help
him prepare for the adult worid.

Ms. Brock: What do you mean?

Therapist: Well, it’s natural for parents to nag their kids
because they worry about them, especially at Faul’s
age. The thing 1is, when parents naa their kids,
especially teenagers, the child never has to feel
their own guilt about not doing things they should
do. A1l their energy goes into blaming their
parents, and rebeliing, because of the nagaing.

Ms. Brock: Nods and acknowledges the logic behind this.

Therapist: What I‘d 1ltike to suggest is that you Jjust keep
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doing what you’'re doing. Try not to nag Faul. If
he doesn’t do his chores, or is irresponsible, try
not to nag. Let him wrestle with his own guilt.
You might even want to compliment him on the things
he does well over the next three weeks. That will
help build his confidence.

Ms. Brock agreed to the task and then sent Faul in alone to talk with
the therapist. Faul was complimented on his responsible behavior over

the past two weeks and was asked to:

1) continue doing his chores and behaving responsibly
on his own initiative;

2) keep track of what he appreciated about his mother
and caompl imented her on this.
The +amily and the therapist contracted for five sessions of family

therapy. The following session was scheduled for three weeks later.

Session Three

The process of the third interview was critical in that it began to
free Faul from his triangulated position. Ms. Brock and Faul reported
that things were not as positive as they were between the first and
second session, however, things were still much better then before the
start of therapy. Faul continued to take on responsibility at home,
although to a lesser degree. Faul was also able to compliment his mother
on several occasions. Ms. Brock was unable to totally refrain from
nagging, however, both she and Faul thought that the nagging was still
noticeably less. In fact, Faul and Ms. Brock had only one "fight" over

the course of the three weeks between sessions and it became clear that
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this was strongly related to stress in Ms. Brock’s relationship with
Fred. The therapist attempted to challenge the pattern of triangulation

vet punctuate the success that Ms. Brock and Faul did have:

Therapist: What sense do you make out of this change?

Ms. Brock: 1 &attribute it to the move and to my relationship
with Fred.

Therapist: How did you see it Faul?

Faul : Well, that was when she lost her cool.

Ms. Brock: I was waiting for Faul to come home and wanted to

cry on his shoulder. When he came home, I Jjust
blew wup at him.

Therapist: 50, he was your trigger valve that night?

Ms. Brock: I have to have someone to yell at and he‘s the only
one who comes s0. .« . .

Therapist: 50, is that the onlv fight you have had in three
weeks?

Ms. Brock: Yes

Therapist: Well, that’s marvelous. In spite of how stresstul

things have been with the move and Fred, vou've
only nagged Faul once.

Faul: {(to his mother) Well you can’t just stop doing every thing: you
wouldn’t be a good mother.

Therapist: You’ve done a wonderful job with your son. He’'s
very sensitive, very protective of vou.

Ms. Brock: Sometimes I think too much. Lots of times he wants
to take half the blame and he isn’t to blame.
Ms. Brock acknowledged that her tension in relation to Fred had
spilled onto Faul and she took responsibility for managing her tension

with Fred in this manner. The process of the interview, then, helped
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Faul and Ms. Brock to see that the issues between Ms. Brock and Fred were
“"their issues" and not Faul ‘s. “

After taking a short break, toward the end of the session, Ms. Erock
and Faul were complimented on how well they had done considering the
recent stress associated with the upcoming move and their discouragement
with having slipped slightiy. Their slippage was normalized as part of
the change process. Faul was then dismissed and the {ollowing

intervention was delivered to Ms. Brock alone:

Therapist: Basically, I think that you’'re on the right road
and heading in the right direction. In spite of
the one disagreement you and Faul had which we
talked about, vou’ve really done an excellent Jjob
at not nagging and leaving him to be responsible.
What’'s exceptional about all this, is how open and
willing vyou are to take vour share of the
responsibility for things. You recognize that your
problems with Fred spill over onto Faul. Because of
that, vyou're a lot further ahead than a lot of
others. 1 really think that you need to keep doing
what vou’ve been doing, you’'re on the right track,
It you can think of yourself as Faul ‘s consultant,
it might help.

Ms. Brock: Consultant?
Therapist: Yeah, what I mean is try _and take a _consultant
role. I+ you need to set limits with Paul like

curfews or chores, tell him that you prefer he do
certain things, but, 1ieave the decision to him.
That will help him take responsibility for things.

The therapist then spent a few minutes alone with Faul and delivered the

following message and tasks:

Therapist: I really want to compliment you on how well you’ve
been doing. I‘m also impressed with how sensitive
and protective vyou are of vour mother. I think
that one of the best ways vou can help vour mother,
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is to not_worry about her, because she worries
about you worrying.

Soy I'd like vyou to keep doing what you’ve been
doing to show your responsibility. This will help
her worry less. I'd also like you to pay attention
to what helps you not to worry about your mother.

The next appointment was scheduled for one month later, thereby

reinforcing the notieon that Ms. Brock and Faul were on the road to a

solution.

Session 4

Ms. Brock and Faul followed through on their tasks from the
tast session. On the few occasions that Ms. Brock was able to take a
consultant role with Faul, it worked positively. Faul indicated that
there was no need to worry. Both Paul and Ms. Brock reported that things
were going well between the two of them. However, Ms. Brock indicated
that she was quite unhappy with her relationship with Fred. Between
sessions they had completed the move together and Ms. Brock was
particularly unhappy about having to look after Fred’s son and the lack
of support Fred was displaying overall. Ms. Brock did not talk with Fred
about these issues and her resentment had buiit up.

Faul reported that he was unaware of his mother’s unhappiness and
that she had not been nagging him. Ms. Brock agreed that her stress had
not spilled over onto Faul. This change suggested greater distance
between Ms. Brock and the presence of a clearer geherationa] boundary.
This "exception to the rule" was punctuated and highlighted through a

number of sequences:
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Therapist: Well last time we talked vou mentioned that when
things aren’t going well with Fred, this spilled
gver onto Fauwl. How has this gone?

Ms. Brock: I find myself getting detfensive with Fred.
Therapist: But, it hasn’t come out in nagging?

Ms. Brock: Na.

Therapist: Wonder+ul!

Therapist: Faul, I know that you're a sensitive person, have

vou picked this up from your mother?
Faul : Not really.

Therapist: So, you’'ve been able to go about vyour business
without worrying about your mother.

Faul : Yeah.
Therapist: This is wonderful. What sense do you make out of
this? What has been different?

In line with the emphasis in this model, the process of the interview

punctuated and highlighted the ways in which Ms. Brock resisted naaging

Faul and the manner in which Faul was able to go about his business.
During this session Ms. Brock clearly acknowledged the pattern of how

her tension with Fred spilled over onto Faul and she was able to

acknowl edge how this pattern of triangulating Faul impeded his

development. Ms. Brock eventually indicated that she wanted specific

help with her relationship with Fred. This was eventually built to,

through a number of sequences in the interview:

Therapist: When vyour thermometer was rising did vyou say
anything to him?




Ms. Brock:

Therapist:

Ms. Brocl:

Therapist:

Therapist:

Ms. Brock:

Therapist:

Faul :

Therapist:

Ms. Brock:

Ms. Brock:

Therapist:
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No.

What’s your sense of what would happen if you did?

He would get angry and defensive.

Well wvery quickly vou’‘ve become like a wife and a
mother. That’s a hell of a load. This 1is very
unhelpful for you. If you continue to keep thess
things inside you might end up with headaches,
depression; your resentment might spill over onto

Faul . . . . .

Well if I asked you to tell Faul what his job is in
life right now what would you say Ms. Brock?

To be responsible for you. That’s the main thing.

You see, Faul, if you warry about your mom - vyou
won't be able to do what your mother wants you to
do.

I always thought I could do both.

These are the things that catch Faul in a dilemma
and make it difficult for him to leave the nest.
{The therapist then compliments Ms. Brock for not
nagging Faul even when under stress.)

It would be very hard for me to do the nagging,
like before, again.

(Talking about her relationship with Fred.) I
don‘t know if through this whole thing I was just
kidding myself. I don‘t know if this would
overwhelm anyone. I +eel wound up, unclear and
cloudy.

From here, it seems clear. Feelings don‘t go away.
They might stay inside; they might give vyou a
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headache; lead to depression or spill over onto
Faul. When things are unresolved resentment builds
up. I am prepared to meet with yourself and Fred
to coach the two of you on this. This would be a
beautiful gift to your son. Some day he will be
married and one of the nicest gifts would be to
show him how to problem so0ive in an  intimate
relationship.

Ms. Brock indicated that she would ask Fred to attend some sessions
with her in order to try and resolve some of their differences. The
contract was re-evaluated to include two sessions with Ms. Brock and her
partner Fred and ong session to review and evaluate the need for
continued sessions with another therapist as the internship was coming to
a close. The decision about whether or not Faul should be included in
any of these sessions was left to the family to decide.

Before ending the session separate time was spent with Ms. Brock and
Faul. Ms. Brock related that her attempts at playing the consultant role
had worked well. Ms. Brock was encouraged to continue taking a
consultative role with Faul in order to continue promoting his

independence and responsibility. The following message and task was also

delivered:

Therapist: You’ve done a wonderful Job with yvour son. He is
‘ s0 sensitive, especially to your needs. My only
concern 1is that he 1s so sensitive that he might

gsacrifice his own development.

Ms. Brock: I don’t want that at all.

Therapist: The more that you can do to convey to Faul that you
can_work it out, that it’s vour _issue, that he’s
not responsibles the less responsible he will feel
and the less he will worry. S0, I'd like vou to
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keep doing what you’'re doing as a consultant. I°d
also like you to do whatever you can to convey to
Faul _that vyou and Fred can  resolve  vyour own
probiems. You're already on the road.

Individual time was then spent with Faul:

Therapist: id you have a chance to think about what helps vou
not to worry?

Faul : Yes. I realize that she’s been through it and can
handie it. She’s an adult. There’s also vou. G&he
has people to relate to.

Therapist: Well, I really want to compliment vou for how well
you’ve handied this whole thing, especially for
being_able to go about your business. I would Jjust
like wvou to continue what vyou have been doing
that’s worked. When you start worrying about vyour
mom do something to distract vourself; watch
television, listen to the radio or go for a walk.
I+ 1t gets unbearable Jjust ask her if there is
anything you can do.

It was ciear that Ms. Brock’s issues with Fred were not being
addressed and that the stress of this relationship had been spilling oaver
onto Faul, creating a diffuse generational boundary between Faul and his
mother. This dysfunctional pattern of triangulation blocked Faul’s
development and Ms. Brock’s resolution of issues. Once a frame had been
established to promote greater distance between Ms. Brock and Faul,
through the ripple effect, this pattern was exposed and a clearer
generational boundary was drawn. This freed Faul from the triangulation
and empowered Ms. Brock to begin sguarely addressing the issues in her

relationship with Fred.




Bessions Five and Six

Two sessions of couples therapy were conducted with Ms. Brock and
Fred before the case was transferred to another therapist. It was clear
trom these sessions that Ms. Brock’s attempts to negotiate with Fred were
blocked by Fred’s defensiveness. Fred interpreted Ms. Brock’'s
challenges to negotiate as ‘"overly charged". Rather than following
through on the negotiation, to break through the defensiveness, Ms. Brock
withdrew, leaving issues unresolved. This withdrawal, in turn, led tDb a
puild-up of more frustration and resentment before it spilled over onto
Faul or was discharged in a subsequent ‘“overly charged” confrontation
between 5. Brock and Fred. This led to more defensiveness on Fred’s
part and a continuation of the pattern.

The first of these two sessions was much 1ike an assessment session.
Effort was made to identify "exceptions to the rule" in which Ms. BErock
and Fred were able to negotiate successfully. During the second session
effort was made to highlight and normalize much of their current stress
as transitional and "to be expected” given the fact that they had Jjust
moved in together and, in this sense, were blending families. Greater
emphasis was placed on the exceptions during the past week in which the
couple was able to negotiate and achieve compromise. It was evident that
Ms. Brock was more ambivalent about the relationship then Fred. They
were both validated for their efforts to make the relationship go.

After the second session it was agreed that the next session would be
a review session to determine whether a case transter should take place.

Ms. Brock and Fred were given the assigned task:
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Therapist: Each night Ms. Brock and Fred I would Tike vou to do

the following:

Go somewhere private. Each take tive minute turns sharing
the concerns that you have about something that the other
has done that day, and what that person can do to resclve
the concern. After sach has taken a turn, you are each to
take another turn at sharing what you were particularly
pleased sbout in respect to vour relationship. Alternate
who starts from day to day.

By doing this task Ms. Brock and Fred were ‘“doing something
different” in the area of the compltaint. The latter part of the task
also focused each of them toward something positive in their relationship
and directed them to share this. Finally, the task was built on an
exception pattern in that both Fred and Ms. Brock described scenarios in

which most of their successful negotiations took place when they were

alone and away +from the kids.

Segsion Seven

Ms. Brock attended this session alone and reported that she and Fred
had four very good days after the last session. GShe indicated that they
did not have to do the assigned task. Instead Ms. Brock had made a list
of pros and cons concerning her relationship with Fred and she reviewed
this with Fred. She felt that Fred had really “heard her out” and that
this had contributed to the four good days. Ms. Brock indicated that she
wanted to work things out in the relationship instead of gquitting. Ms.
Brock also indicated that she did not fee! the need to continue sessions
in relation to Faul but she requested that sessions continue for Fred.

The remainder of the session highlighted the achieved solutions.
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Evaluation

Outcome Level: Measuring Family Change.

The FAM (111} General Scale was administered to both Ms. Brock and
Faul on a pre—test basis, immediately preceding the first interview, and
on a post-test basis, only with Ms. Brock as Paul was not present at the
final interview. The HMorrison Centre problem checklist was also
administered: to Ms. Brock before the first interview, after three
sessions, and aftter six sessionsi to Faul only before the first interview
and atter three sessions.

The shape of the pre-test profiles (Time 1) on the FAMs completed by
Ms. Brock and Faul (AFFENDIX I) are generally congruent, however, Ms,
Brock’s scores are extremely elevated in comparison to Paul‘s. This
perhaps refliects that Ms. Brock was the "client". In this regard Faul’s
willingness to come for therapy is consistent with the protective
position he adopted in relation to Ms. Brock. Certainly, Ms. Brock’s
scores, ranging from sixty—four to eighty-three across all subscales with
the exception of Communication, reflects a high level of distress.

Comparison of the two profiles reveals that Ms. Brock and Faul
similarly perceive the problem in functioning to lie in the areas of Task
Accompl ishment, Affective Expression, Involvement and Control. These are
the four areas in which Faul’‘s profile shows scores elevated into the
problem range, along with Ms, Brock’s profile. Interpretations of the
scores along these four subscales supports the therapist’s assessment

that Ms. Erock and Faul were having a difficult time responding to ltife
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cycle changes, and changing life events. There is evidence of insecurity
and a lack of autonomy among family members (Involvement) supported by
the presence of shaming attempts to control often characterized by overly
intense emotions (Affective Expression) and involvement. Ms. Brock’s
extreme scores on the subscales of Task Accomplishment (83) and FRole
Fertormance (83) cglearly reflect an inability to adapt to the change in
roles and circumstances involved in the evolution of the family life
cycle, in particular the stages of adolescence and launching children.

The post-test scores (Time Z) on Ms. Brock’s FAM (AFFENDIX Jreflect -
significant improvement in all subscale areas except Values and norms and
Communication. The score on Vatues and norms remained the same and the
score on Communication actually rose. The most dramatic change in scores
was evidenced along the subscales of Task Accomplishment (from 83 to 63),
Role Performance (from 83 to 51) and Affective Expression (from 82 to
62). The improvement along the former scales suggests an increased
ability to adapt to the life cycle changes impinging on Ms. Brock. Along
with the subscale of Role éerformance Ms. Brock’s profile also suggests
improvement into the average range of functioning 1in the areas of
Involvement and Control. Improved scores on these subscales support the
presence of a clearer generational boundary between Ms. Brock and Faul,
implying greater emotional distance and autonomy.

Comparison of the completed behavior checklists reveals some
discrepancy hetween Ms. Brock’s profile and Faul’s profile that is
consistent with the discrepancy observed in their FAM profiles (AFFENDIX
K). Ms. Brock’s Time 1 profile reflects a much more negative assessment

of family tunctioning than does Faul ‘s profile. This is consistent with
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the extreme scores on her FAM pre-test profile. Nevertheless beneficial

change was perceived to have occurred by both Ms. Brock and Faul. A&
comparison of the Time 1 and Time 2 protiles completed by Ms. Brock

reveals that she perceived beneficial change in 22 out of 24 areas of

tfamily concern. In the two remaining areas (Farticipation in family fun
and recreation; Feeling good about mysel+) no change was perceived and

each was rated as In-between at both time measurements. A comparison of

Ms. Brock‘s Time | (prior to therapy) and Time 3 {at the completion of

therapy - seven sessions); profiles reveals that beneficial change was
perceived 1in nineteen out of twenty-four areas of concern; no change was
perceived in four areas (Being positive, saying nice things about others;

Making sensible rules; EBeing able to discuss what is right and wrong;

Feeling good about myself, were all rated as In-between at both
measurementsi; and negative change was perceived in one area
(Farticipation in family +fun and recreation, went from In-between to
Dissatisfied). While a comparison of these profiles clearly reflects a
perception of change, one must note that seventeen of the aresas were
rated as "In-between" by Ms. Brock. This suggests a great deal of

ambivalence on Ms. Brock’s part at the time of the third measurement.

An  analysis of Faul’‘s Time 1 and Time I profiles indicates that
beneficial change was perceived in fourteen out of twenty-tour areas of
concern: no change was perceived in seven areasi and negative change was
perceived in one area (Dealing with matters concerning sex went from
Satisfied to In-between).

In summary, the profiles do indicate that both Ms. Brock and Faul

perceived significant change to have occurred. This is particularly true
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when one compares the measurements taken at Time 1 (before therapy) and
at Time 2 (after three sessions! since the Time 2 measurement was taken
at a time when both Ms. Brock and Faul felt they had slipped slightly.

For a closer examination of the behavior checklist profiles, the reader

is referred to the actual checklist.

Frocess Level: HMeasuring Skill Development as a Family Therapist

The components used to measure the therapist’s skill development, and
quality of service, in this case were: (1) the C(lient Feedback Scale,
{Cantafio, 1988); (Z) personal Jjournal writing; and, {(3) formal
supervision and evaluation with the therapist’s clinical supervisor.

The Client Feedback Scale was completed by Ms. Brock upon completion
of the +inal session. Faul did not complete the scale, as he was not
present for this session. The feedback provided by Ms. Brock refliects
satisfaction with the guality of service provided (APPENDIX L).

Excerpts from the therapist’s personal journal highlight issues which
arose for the therapist in the context of his own personal examination as

well as those which emerged in the supervision process:

January 26, 1988 - Day No. 12

This day turned out to be a long day in terms of
hours. I started with supervision with J.T. J.T.
took a more directive approach, structuring how I
could approach the family I was going to see that
she 1is supervising me on. We went through the
interview model! together. Some of this was
helpful; some not, as I have conducted several
interviews so far. This session of supervision
accents the differences in esach supervisor. 1
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think I will learn different things +rom each
person.

I +finished the end of the day with an assessment -
- a 17 vear old boy and his mother. Presenting
problem relates to the boy’s irresponsibility and
associated conflict. My hypothesis is that this
boy’s behavior reflects a difficulty in negotiating
the separation and launching that is forth coming.
Mother has assumed a very involved role with her
son and he feels i1l -equipped to address
responsibilities. This was a good interview as I
was able to engage both. [ was also more aware of
my tone and their‘s. They (mom) presented as very

deteated. I thought it was different to utilire
myself to alter this tone. This interview now
completes six  full assessment interviews. I feel

that I am now into it. But, is this totally it?

Tuesday, February 2, 1988 - Day No. 2%

Today started with supervision with J.7. It was
very helpful. We finished viewing my tape of the
B. family and then strategized as I am seeing them
fater today. From supervision and feedback I've
picked up that I need to take things further in
detail: tracking, miracle guestions, etc., so that
the family is always being moved in the direction
of the therapeutic goals.

I met with the B. family for first follow-up. Both
the boy and the mother reported twelve out of
fourteen days went well. The boy attributes this
to simply doing more around the house, thus his mom
nags less, he feels better. She reports that she
is feeling less stressed out. Clearly, this is an
example of where the de Shazer, brief model,
particularly doing something different, from the
family’s point of view has had a major impact. The
next appointment with this family is scheduled for
three weeks down the road. This boy’s and woman‘s
aftfect were much more alive today then two weeks
&390. This reflects their much more positive
orientation.

Tuesday, February 16, 1988 - lay No. 27

I had two supervision sessions today. The first,
with J.T., involved a review of an assessment
report, hypothesizing and strategizing re: The B.
family. J.T7. is really good at helping me think
more systemically, particularly in respect to
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complementarity of relationships. We also looked
at part of the second session with the B. family.
I could have used my "self" more in this interview;
i.e., tone, and excitement at the family’s
progress.

1,.1988 - Lay No. 34

Tuesday, March

The other session was with the B. family. This was
their third session. The mother and the 17 year
old boy reported that things were not as positive
as the time between the first and second session,
but things were still better overall, then before
they came in. This family will be back in one
month's time. We may follow this up with one
additional session before I leave.

In both these sessions I tried to focus on having a
strong position in the system. I tried to track
more and maintain a clearer focus.

29, 1988 - Day No. S0

I started the day with having supervision with J.T.
tirst thing in the morning. We reviewed the last
interview with the B. family. I thought, on the
whole, that this was a good interview. I found
some of this supervision time frustrating in the
sense that I did not feel that I got to show some
of the good sequences of the interview. Anyway the
advice J.T. gave was absolutely excellent and I
used it in the interview I had with B. mother and
her son, Faul in the afternoon. I was clearly able
to establish and clarify the dysfunctional pattern
in the tamily. Mother triangulated the boy by
falling on him for support, nagging him, whenesver
she has conflict with her boyfriend. It was a nice
interview. I eventually worked it so that the
mother is coming in with her boyfriend for a few
sessions before I leave.

This case provided an excellent vehicle for the therapist’s

learning process as it challenged the therapist to a greater awareness

sensitivity to the systemic principle of complementary pairings:

principles. At

triangulation, whole patterns; and the generalizability of systemic

the onset of therapy with this family the therapist
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tended to focus on anly one half of the complementary pairing between
Ms. Brock and Faul. In other words, the emphasis was upon Ms. Brock’s
overinvolvement and intrusion with Paul. However, "with work® the
therapist’s thinking did shift to observe the complementarity of Ms.
Brock’s and Faul’s functioning: As much as Ms. Brock seemed to be the
overinvol%ed mother, it became evident that Paul enabled this through
his protective positioning. Faul ‘s protectiveness was as much a
factor in blocking the developmental process as was Ms. Brock’s
overinvol vement .

The therapist’s understanding of triangulation deepened as he
became more aware of the need to view patterns in their entirety. In
the therapist’s initial thinking he placed emphasis on Ms. FErock and
Faul, and neglected the impact that Fred had on the familv. The
therapist’s thinking gradually shifted to include Ms. Brock’s partner.
Once the therapist began to think of the pattern mare {ully he was
able to direct therapy in a way that exposed the pattern of
triangulation and shifted the focus.onto Ms. Brock and Fred. Finally
the generalizability of systemic principles crystallized {or the
therapist when the principles behind his thinking remained unchanged
although the focus in sessions moved from the mother and son to the

wife and husband.
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FART Vi DISCUSSION AND CONCLUSIONS
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Introduction

The organization of this practicum has encompassed two major
components. The +irst of these components, and perhaps the most
articulated, is the application of an integrated model of brief therapy
with families Jlodged in the adolescent stage of the family 1ife cvcle.
fAs an adjunct, some attempt has been made to test the afficacy of brief
therapy with more complex cases in which children have witnessed family
violence. The application of this clinical model has involved the
acquisition of assessment, intervention skills needed to practice family
therapy and so the second of these themes relates to the process of
tracing the writer’s skill acquisition and personal development as a
tamily therapist. Discussion and a number of conclusions can be reached

Wwith respect to each of these components.

Fersonal Development as a Familv Therapist

An examination of the therapist’s #perience in the internship
reveals that there are several "psuedo—stages" involved in the process
ot developing as a family therapist. The stages to be discussed reflect
the therapist’s se1f—anaTysis based on his experience as a family
therapist intern. After an initial "Jjoining" phase in which the intern
is quickly introduced to his colleagues and the mechanics of the
internship (supervision times, evaluation dates, scheduling =zessions,
meetings) , the intern slips into a stage which is experienced pretty

much as a regression in skills, knowledge and competency in conducting



-188-
therapy. It is as though the intern has left all of his sk117s, his
tricks, his knowledge in a bag at the front door. “Stripped" of his/her
skills, the intern is ripe for Tearning. This stage of development is
best described as "not knowing what you don’t know".

What becomes apparent, sometime Tater, is how much of the
therapist’s earlier practice was based on intuition and instinct. Biven
this intuitive base to practice, part of the learning process involves
supplanting the therapist’s intuition with increased knowledge relating
to family therapy practice. This involves a process of deepening the
theranist’s understanding of concepts (e.g., boundaries, complementary
palrings, punctuation) and skills (2.g., tracking, reframing,
validating) and how these fit together. This process introduces more
sophisticated interpretations of practice and Jleads to increasing
confusion and losses in clarity. An excerpt from the therapist’s
journal illustrates this experiences:

"I felt myself moving from clarity to more and more
muddiness. This, I think is the learning process - - -
from confusion comes gradual clarity. I‘m wondering
how muddy this will get. I have found this - - - that,
whereas I was feeling clearer esarlier - - - I am now
becoming unclear and muddy. It leads one to gquestion
confidence, competence."

The confusion that characterizes this stage of development points to
and substantiates the importance of having a theoretical framewcork, such
as the structural model, from which to work. In the absence of such a
framework the therapist is much more likely to be pulled blindly into

the +family svstem. While the structural framework does not eliminate

the family‘s emotional pulls upon the therapist, it helps the therapist
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respond more effectively to such pulls. de 5Shazer’'s model of
intervention, in and of itself, can be criticized on the grounds that it
does not provide the therapist with a framework for understanding the
family. In practicing the integrated model of brief therapy in this
practicum (which includes de 3Shazer’s briet therapy mode] of
intervention), the therapist relied heavily on the structural framework
toc organize observations, The structural framework pgrovided the
therapist with a backdrop upon which to rely in the confusion of working
with some of the families. With such coﬁfusion the therapist came to
rely more on the framework and, in the process, achieved a beginning
cltarity in how to use the framework to advantage in practice. By this
stage of development the therapist has advanced to the stage of “knowing
what he doesn‘t know". Once at thisz stage the therapist has a clearer
sense of the process of therapy, his strengths, and weaknesses in
conducting therapy, however, the therapist’s ability to transfer his
increasing knowledge, awareness, and clarity into practice is more
inconsistent, then consistent. Two excerpts from the therapist’s

personal Journal reflect this:

Monday, February 29, 1988 - Day No. 33

Today I started the morning by preparing for my mid-term
evaluation which is tomorrow. For the most part, I was
clear on what I thousht my areas of weakness and strength
are. It’s curious to note that in some respects "I have
jearned what I don‘t know" - - this is the flip of "not
knowing what you don’t know". It‘s an interesting way to
conceptualize learning. As I have been gradually coming to
understand some of the concepts more +ully I become more
aware of the little I have known about some of these
concepts. Sa, in some respects, the first stage of learning
is recognizing that I don‘t know a great many things (that
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perhaps I thought I knew) then learning about them in a
fuller, more accurate way.

Tuesday, March 1, 1988 - Day No. 34

Today was a relatively productive day. I had my mid-
term evaluation with C., M. and J. Basically, what I
was seeing in myself was confirmed by others. G.'s
emphasis was for me to concentrate on "my position in
the system". I need to be more definite and assume
more of an expert position. This will encourage my
interventions to have greater impact. M. thought I was
“right where I want to be". I need to concentrate on
taking more leadership and keep forging ahead. J.'s
sense was that I had a nice set of skills; my work is
free of personal issues. At this point I feel my
learning process has started, partially, with
“discovering how much and what I don’t know'. I am
stronger in terms of the framework, but there is a
definite gap in putting it into practice.

The next stage of development involves moving to an increased feeling
of confidence and consistency in being able to practice therapy in  an
organized fashion based on the particular clinical model in mind. This
stage of development is described as "knowing what you know". This stage
of development 1is characterized by an increasing clarity and
understanding with respect to systemic principles and the pointg of
emphasis which underline the clinical model of choice. The therapist is
more often clear then unclear. When the therapist is unable to actualize
and manipulate these principles in practice the therapist is most often
aware then unaware. At this level of practice the therapist generally
has a sound appreciation of how change is enacted through his clinical
model and a solid foundation for continued developmental growth has been
Taid.

The therapist’s level of development along these stages was clearly

reflected in the comparison of his practice at the beginning of the
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internship and at the end. During the beginning stages of the internship
when the therapist was learning the brief therapy model, he found it more
difficult to assume a leadership position with families and maintain a
focus during sessions on a consistent basis. Interventions tended to be
"soft" asz the therapist was not conducting therapy from a position of
confidence. As the therapist became clearer about systemic principles
and how the clinical model worked, there was a significant change in his
practice. With greater clarity achieved, the therapist was able to
assume 3 stronger position in the therapeutic system. Thiszs was reflected
in an increased ability to take leadership during sessions, maintain a
focus, specity clearer goals, expose patterns, and direct the process of
sessions and therapy toward change. This developmental process is

captured in a Jjournal entry:

Friday, April 8, 1988 - Day No. 57

Today I had my second interview with K. family. M.
supervised me live but I didn’‘t use the bug. I

thought this interview went very well for a number of
reasons. I was cleary I took leadership, and I did a
nice job of tracking. The other thing is that both the
son and mother reported improvement and success over the
past week. This means that the tasks I had assigned last
time around were appropriate and instigated

some change. I think this interview generally reflects
my increased clarity, and sureness as compared to where

I was at earlier in the internship. I‘ve also worked
harder at establishing a stronger position with families
and I think this has happened some. 1 still need to work
on this however,

A number of different components were encompassed in the process of
tracing the intern’s development as a family therapist. Included among

these components were: formal clinical supervision meetings and
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evaluation with clinical supervisors; live clinical supervisiony szelf-
examination, review and evaluation of therapist’s personal video tapes:
observation and analysis of live and videotaped interviews conducted by
other therapist (team members, supervisors); personal Jjournal writing and
reflection; and, analysis of the Client Feedback Scale.

The components which aided the therapist’s development most, were
those which directly examined the therapist’s own work and the work of
others and did neot require a second interpretive process. Among all
components, the process of clinical supervision presented the therapist
with the agreatest opportunity to learn and develop. By this, is meant
the series of steps involved in preparing for supervision meetings (self-
analysis of taped interviews), the actual meeting itself (review of tape
with supervisor, feedback and discussion, strategizing for next session
with family), and trying out what was made salient in the process. While
live supervision was occasionally advantageous, in that it allowed the
supervisor to view an entire session, it did not play as significant a
role in the intern’s development as ongoing supervision meetings. In
tact, some disadvantages were observed. Fractically speaking, it is
simply not possible to provide live supervision with enough frequency.
Secondly, because of the time factor, it does not allow for a cross-
section of the intern’s work over a number of different cases. It is
noteworthy to mention, however, that live supervision ‘is particularly
helpful in situations where the therapist becomes stuck with a family and
needs immediate direction in an interview to become unstuck.

The process of observing other therapists conduct interviews, either

live or on videotape, represents the second most significant aid to
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developing family therapy skilis. 5Such observation promotes learning in
two ways. First, it allows the developing therapist to observe the
process of therapy (e.g., engaging, tracking, leadership, focus, reading
process) and the execution of interventions (e.g., task assignment,
delivering messages, marking boundaries, reframing) performed by more
advanced therapists. This provides a modelliing function. Second, it
allows the developing therapist to learn from the mistakes that others
make. This is particularly the case in observing live interviews, where
the developing therapist is able to assume the position of therapist from .
the other side of the mirror. The power of this learning is illustrated

in the followina excerpt:

Wednesday, March 16, 1988 - Dav No. 44

Today started with our regular team meeting and
then team interview. This was a good learning
experience for me in that I was able to view the
therapist make several errors, ones that I have
made, and see it in living colour in someone else.
The therapist continued to cut people off, and

was, or seemed, unaware of this. Then when G. had
her direct the father to talk to the daughter she
continued to intervene when they {(father and
daughter) were doing a nice Jjob. This was helpful
for me to observe as this is exactly what I had
done in an eartier interview, with the M. family.
This type of learning was guite powerful as I was
able to detect the problem on the other side of the
mirror. It also demonstrated the strength and
power of being in the room with the ftamily and how
the therapist can get caught into their own goals,
and hypothesis, agenda, and lose touch with the family,.

What this, and the suggested value in clinical supervision points to,

is the important role that modelling and “trial and error® play 1in the



-194-
process of becoming a familv therapist.

The benefit or utility of the remaining compornents in developing
skills and competencv as a family therapist was somewhat limited. The
personal journal was used on a daily basis to document and reflect upon
pertinent issues which arose in the internship in relation to cases,
supervision, self-examination. Over the couwrse of the internship the
Journal actually served little purpose in the process of development. In
fact, the therapist stopped making entries into the Jjournal with three
weeks left in the internship. Howevér, the journal has served  a useful
purpose as a retrospective document in that it deoes highlight particular
themes and provides a cross-section of the issues which did arise in
devel opment .

Finally, an analysis of the Client Feedback Scales, completed by
family members, did not reveal any patterns with respect to the
therapist’s skill development. Overall, feedback was positive regardless
of the time complieted, the number of sessions, or the complexity of the
case (AFFENDIX M).

In summary, the process of clinical supervision and observing the
work of other therapists represent the most salient components in
prombting the intern’s development as a family therapist. This speaks to
the importance of modelling, practicing, and learning from one’s own and

other’s mistakes in conducting therapy.

Conclusions About The Brief Therapy Model of Fractice

The brief therapy approach and the structural framework, which
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constitute the basis for the integrated model of brief therapy in this
practicum, sach brought important aspects to the process of conducting
family therapy. The structural approach has provided a framework for
observing the family as a system, assessing the family’s organization and
tevel of functioning. Together, with other principles of briet therapy,
the structural framework has defined the direction for therapeutic
change. The brief therapy principles underlying the model, largely taken
from de Shazer (1972a, 197Sb, 1980, 1982a, 198Zb, 1985, 1988) has
oriented the therapist toward establishing a cooperative mode of therapy
that is built wpon validating families for what they are doing that is
good; highlighting and punctuating a family’s success patterns: helping
families to create a vision of a satisfactory future in which the
complaint 1is absent; and, establishing a context for unavoidable change
that is beneficial.

In accordance with the philosophy of brief therapy, much of the
emphasis in therapy was placed upon creating a small change, with the
intent that through the “"ripple effect" this change would snowball to
eventual solution. Freguently, this invelved prompting family members to
do something different from what ﬁhey were doing that was contributing to
their complaint. This approach to therapy is consistent with principles
of brief therapy which emphasize that only a small change is required to
initiate a series of additiocnal changes Teading to solution. In fact, de
Shazer advocates that all that is required is that the troubled person
or family member(s) do something different in order to alleviate their
troublesome situation (1983).

The therapist’s observation of family change while working from this



model , throughout the practicum. certzinly  indicates the validitv of
these principles. Time and time again the therapist cbserved svidence of
the ripple affect. based on an initial small chanaos or a “chanae of
dir+erenca’, Mot withstanding these obssrvaticons, a critical point  is
fto D& made: Any of the therapist’s interventions aimed at creating a
smail change or a change of a difference, which were of any Sucoeszs, wers
atwavs preceded by a thorough,., accurats assessment and undsrstanding of
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tne familv’s organization, structure and  functioning
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structural framework. 3Such an assessment, along with "exceptions to  th

il e and the clisnt's vision of a satisftactory future, pointad to th
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gesired direction of changs and helpged sstablish a “frame’ to move the
tfamily in  the desired direction. For sxample, the desired direction of
ter distance between Mrz. L.

change in the L. family was to create gre

pa]
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and  Jay based on  the structural  asssssment that Mres. L. ang Jay

maintained a fused., over—involved relationship. Thus., & retrane was
devaloped to create distance, not orowimity. Brisf therapists maintain
that such a structural assessment is not necsssary. Their belisd is that

the solutions which people apply to their problems sexacerbate the oroblem
0 that the splutions b=come the problem. The concern of the briet
therapist 1is with c¢reating a ‘“second order change" by intervening to
cnange the client’s attempteﬁ solutions and not the problem itseldf.
Thus, de Shazer speaks of prompting the family members to "do something
diftferent” from what they normally do in response to the problem.

de Sharer claims that "it is not rnecessary even to bé able to

construct with any rigor how the troubles is maintained in order to

orompt solution . " (1533, p. 71. The details of the complaint are
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important onivy in how thev are different from how familv members behave
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tgina the family do "more of the same”, more of what already works,

a3 outlined by sxcsptions fo the rule.

It exceptions to the rule can be generated a detailed asssssment  is
not essential, as sxception patterns provide the information necessary to

plan  intarventions and promote change  in a beneficial direction. In
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“distance" or "involvement" depending on whether family relationships are
characterizsd by “"snmeshment” or "disengagement” respectively. Thus, 1n
responding to the exception guestion, Mrs. L. and Jay described a
situation in which there was greater distance betwsen the two of them.
Both described a situation in which thev went on an outing together. The
important differences outlined by Mrs. L. and Jay revolved around their
observations and conclusions that thev were able to relate to one armother
as adults, on an =sgqual level. rom MPs. L.'s point of visw, Jay beshaved
maturely, and treated her with respect. Consequentiy, she did not have
to nag Jay. From Jay’s point of view, hizs mother did not impose herself

or nag him. She treated him 1ike a 16 vear old . This helped Jav 1fc

feei more mature. Mot surprisingly, the outing Mrs. L. and Jay described
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The miracle guestion is complementary to excestions to the ruls as i

+urther expounds ugon the direction of change.

zi1c1iis notions of what family membars will be doing
reported  complaint  is soived. In effect, these notions furiher outlins
the direction of changs and orovide measurab
in the L. family, Mrs. L, described 3 "mirac in which she would not be
12 and be able to loock atter himsel+.
Mrs,. L. described a futuwre in which Jayv would be funciioning as  separate
and indepandsnt. Jay describsd & miracls in which bis mother aiiowed him
mors  +fresdom. one in which he and his  mother were not arguing and

fiahting, and one in which nis mother was able to aqo about  her  cwn;

—t

guestion and miracle guestion described situations of  areater amotional
dlstance. These responses are consistent with what one wouwld prescribe

as the direction of change based on a structural assessment. Given this,

orne mignt argue that "exceptions to the ruale" and the "miracle guestion®,
in affect, due represent an assessment as they provide information upon

which the therapist bases intervention.
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de Shazer maintains that information based on "esxcsption
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rule” and the "miracle guestion” is all that is necessary in order o

plan  interventions and promote change. However, in the practicum, in at

t2ast one case in which an accurate assessment had not been achieved. in
+

conJunction with "exception informaticn®, and "miracle information”, the

frames and interventions utilized did not +it. HNo evidence of & ripple
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gffect was observed and chanae was superticial . Asking the family fto "do
something different” created 1ittle impact in altering pattesrns because

what famlly members were asked to do missed the mark.

The family history 10 this case was characterized by years of  family

violence directed at  the mother as wsll as her children. The mother’

4

primary concern  centered on the sffects of the wviolence upon har
chiidren. The mother was unable o “control” her adolescent dauahter s

Uy

he dauahter was displayving noncompl iant behavior, a very poor

sa2if-imaae and had begun Lo run awayv with increasing reguiariiy. Both
tne acther and the daughter were able to articulate responses to the

exception guestion and the miracle guestion, however. interventions based

on these responses were repeatsdly ineffective. As therapy progressed it

oECcame apparent  that the mother’'s parents  (dawahter’s  srandparents:

assumed a very overinvolved position in re2lation to their granddaughier

and the familyv's funpctioming in  gensral. It became clear that

r+

h
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initial aszsessment of this +familv’'s organization and functioning was
incomplete as 1t did not take into account the diffuse gensrational
poundary and the intergenerational alliance that existed between tThe

adolescent girl and her grandparents. Any attempt made by the mother o

m

“do something different”, based on the initial sxception and miraci

guestions, were invalidated by the grandparents, Teaving the mother in A
powerltass position relative to her  daughtsr. Orice & more accurate
assessment of the familyv’s oraanization was achieved, the therapist was

——t

ple ton promote some change by drawing a clearer generational boundary

and positioning the mother in an appropriate executive position in

gxception

1

relation  to her daughter. In sffsct, interventions bassd on
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to the rule” and the "miraclie guestion” wers of asinimal  influencs  in

promoting change because the family stracture was misread. Certainly, id

more  attention would have been focused on what was maintaining the

proplemis) (i.e. the grandparent’s overinvolvemenit), intervention would

nave oeen much more successful sarlier in therapy. This cass illustrates
the importance of complieting a thorouah assessment in developing

srfactive intervention strategises. Such an assegsment iz vital at

i

exceptions  to the rule" and the "miracle guestion®

despite de Shazer’s assumpiions to the contrary.

e conclusion that a thorough assessment is es

in

ential represents a

direct challenge and corifticism to de  Shafer’s assumption, one which

underiines this model. that "it is not necessary sven to be able to

canstiuct With any rigor how the troubls maintained in order to prompt

ot
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ssiution”  (193%, p.7). But what, then, iz aoina on when de Shazer makes

31}

this assumption? First, de Shazer talks about "without any rigor® which

et

implies that some assessment is possible but it is not reguired in any

detaii. de Shazer’s assertion is a point of emphasis much like the other

points of emphasis which wunderline the wmodel in  this practicum.

Secondly, de Shazer is making this assertion based on fifteen years {(now

more) of doing therapy. His understanding of Families

nd family

fu

organization 1s second nature. de Shazer need not complete a "formal®

assessment: "he Just krnows", without any rigor or detail, what i

11}

hapoening in a family. In fact, de Shater alludes to assessmen

"However, the therapist does not simply receive this
1 ¢ r .
information as a videgtape does. He interprets the
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client’s interpretation of what is going on and construcis
this interpretation on & aeneral, goal-directed foundation:
il :
I}

‘What will & soclution took Tike?Y’ iz, the therapi
maps his perception of thes client s interprztation and
then maps his perception of his own interpretation. The
differsences betwsen these two maps point in the direction
o+ the potential solutions and provide the +r Amuw:r“ for
intervention design’ (1983, p.53d).

Are these maps different than structural maps? A similar lesvel of

practice was chserved in more advanced therapists st the clinic who often

first sxplicating their ass2ssment in detail.

The conciusion reached in this practicum  is  that an  accurate  and
thorough  assessment of the family, its structure, and the pattern
surrounding the complaint is a necessary part of formulating sffective

intervantions., Interventions can be aimed at initiating small changes

o
-
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out eftectivensss is freguentivy enced by an accurate assessment  and
understanding of  the complalnt gattern. What is clear from this model,
nowever, is that the emphasis in therapy is not on the patterns which
maintain the problem, but instead, on the success orientad patterns the
family portrays. The power and effzctivensss ot the model lTies in  this
gmphasis.

Implicit in the discussion above is the notion that the therapist’s
structural assessment heips indicate the direction of thesrapeutic changs.
Tnz model ‘s integration of structural goncepts in fthis mannsr qualifies
the orisf therapy notion that change, of anv kind., is deéirab}e and
gual ifies other related principles. While de 5Shazer and other brief

therapists are clear in their emphasis upon the desirability of creating

crnange, however small, they do not clearly address the issue of



"direction”. According to Briet therapists a small change in behavior,
or shift in a pattern can. througsh the rippie effect, lead to eventual

soiufion. However, the infsractive gprinciples which amplify a positive

nanas 1z initiated in the wrong direction., In fact, it 1z this sort of
thing that has gotten families into trouble in the first place.

What de Shazer and other brisf therapists are refeorring to when  they

say "do somsthing different® iz a class of bshavior or change in &
gattern that is bensficial to the family. In order for the change to be

ot bensfit it must move the ftamily in a direction that is opposite to the

direction in which the family is moving. de Shazer talks of this when he

i

refers to "chanages of a differencs". "beneticial changes" or “differences

Ll

that make a difference”. However, thess references to therapeutic changs
are not at ali ciear. Based on these points one can concluds that change

bensfits un

r

in and of itszelf may not produce therapesuti
initiated in & particlar or “right" direction. Change that iz not
initiated in the right direction, at best, may have a neutral sffect. At
worse, 1t mav kick the family into a negative cvcle, through the ripple
effect. This speaks to the value of working from a theorstical framewori
that serves as a backdrop to organize cbservations and pinpoint the
direction of change.
The integration of structural concepts into the practiced model
impiles that change in a specific direction is therapeutic dependent upaon
the therapist’s assessment of the family’s structurs. For instance, the

direction of therapeutic change in  an enmeshed relationship i3

"distance"; the direction of changs 1in a disengaged relationship i1s
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"involvement". In cases of the former “"exceptions to the rule" would
convey situations where there is greater distance in the relationshipj in
cases of the latter ‘“exceptions to the rule" would convey situations
where there is greater involvement in the relationship. Once the
appropriate direction of change is established in the therapist’s mind,
“exceptions to the rule" and responses to the “miracle question" can be
utilized to create a therapeutic “"frame", develop a set of compliments

and design interventions which initiate change, however small. Once

change in the right direction 1is initiated the principles behind the

“ripple effect" and the process of highlighting and punctuating success
patterns becomes the rule. The important aspect of this model is that
any change in the right direction is highlighted and built wupon
throughout +the process of therapy so that change generates further
change, leading to eventual solution.

It is clear that the most powsrful and effective aspect of this model
is the emphasis it places upon validating families through complimenting
them; focusing on what they are already doing that is good; highlighting
and punctuating success patterns; and establishing a context, throughout
therapy, in which the "positive" looms much larger than the "negative'.
The process of therapy is ‘“empowering” rather than "defeating".
Repeatedly, the therapist observed family members come to therapy feeling
hopeless, frustrated and powerless over their dilemma, with the
expectation that therapy would definitely confirm what they were doing
Wwrong. The therapist’s conscious emphasis upon complimenting family
members and punctuating that which they were doing well, was observed to

have a dramatic impact on the change process. This was particularly



egvident after the +irst session in that familv  members  freguentisy

demonstrated signs of increased confidence, hope and anergy toward ths
progiem. This was evidenced in their verbal sxpressions {YIt's good  to
near not o oall i1s itost®; "1 was sxpecting to hear a 1ot worse'y “"Thers 1s
hope”: YwWhat a reliet. I was fesling that [ was a terrible parsnt®) and
non-versal axpressions  f(smiling, taughter, relaxed face and  Sody,

This shitt in context sesemed to provide a renewed  reslity  with
o~

respect  to the complaint and was often followed by dramatic changes.

Family members otisn connectsd these changes to “feeling better about the

situation”, toa discussion in the previous session that +ocused on
something gositive, or to doing something they used to do when things
were going well., These Y“spontameous” changes can be  attributed to  the
positive, coopsrative context in theﬁapy. The renswed hops and ensrgy
generated throuah this context, in and of itseitf, seemed to b= a pathway
to beneticial change.

The ‘'"spontaneous" changes attributed to the positive, cooperative

T

context in therapy were not Timited to anvy particalar kind of case.
peneficial  impact resulting From the s=amphasis dpon the positive was

"o

observed in "simple" problems as well as those of a long standing,

apparently complex nature such
This observation is particulariy significant in that it points to  the
potential effectiveness of this aspect of the model with families who
nave a history of previouws therapy or with "resistant families”. In some
respects fhne model ‘s emphasis upon cooperation allow the therapist  (and

family) to bvpass the "tug-of-war® fthat characterizes the process with
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resistant clients, Families are often ‘"resistant" because they feel
powerless and invalidated. The process aof therapy in this model, which
actively wvalidates and empowers the family, neutralizes potential
resistance without having to address the resistance directiv. This
observation holds particular relevance for areas of social work practice,
such as child welfare, in which families are often “involuntary" and
“resistant®.

Though this model was effective with a range of cases, including very
complex ones, in two out of the three cases in this practicum in which
children had witnessed violence in the home, the effectiveness of brief
therapy interventions was inconclusive. In one of the two cases only
superficial change was observed. It was clear in this case that simply
"doing something different" was not enough and what was called for was
"being different". The therapist was never able to create an adequate
enough frame to assist the mother to genuinely assume a firm, clear
position with her son with respect to his violent behavior and
irresponsible lifestyle. While the mother was able to do something
different with her son she was never able to emotionally distance herself
aﬁd "be different” with her son. One might interpret the mother’s
change as being of the "first order variety" (change of no real
difference) instead of the "second order variety" (change of a real
difference). Thus, while the mother was able to take a firm position by
asking her son to leave the home (in the face of his threat of violence),
she continued to emotionally pursue her son and absolve him of his
irresponsible lifestyle outside the home. In this case it was evident

that the mother’s change was limited to the home context and was not



-2046-
generalized beyond the nome. Certainly, at a structural level there was

i1ttle change asz the mother continued to pursue the son cutside the home.

Thus, change was superficial and of the “first order varisty". This
ooints to  the conclusion that “doing somsthing different™ isn’t alwavs
srouah 14 the “differsnce” isn’t  dramatic  snough  or acrogss  different
contexts {(e.a. at home and ouiside homel.

in tne second inconciusive Case, matic change was observad in the

‘familv’s orasanization. however, this change was initiated more throuah
ztructural  infervantions than  interventions based on traditional orief
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Therapv prin
chronic  Aistory  of  family  wvioclence and of family dystunction over
gensrations. The organizational structure ot this family Was
craracterized by & cross-gensrational  alliance between the identified
adolescent patient and her grandparents which left the mother in 2
position of powsrlsssness  to ffect any change with respect to the
relationship between her and her daughter. At termination the mother had
bean repositionsd to an executive position with her  dauwghter, however,
brief therapv interventions played little role in this process. Thus, of
the three cases in which children had witnessed violence, brief therapy
was an extremely effective method of intervention in one cCasei Was
minimally effective in the sscond, and was not effsctive at all in the
third.

In cases where family members were not able to establish a clear

ti

statement of "sxceptions to the rule® or a clear vision of a satisfactory
futurs, based on the “miracle question”, an emphasis upon structural

concepts and interventions seesmed to be more sffective  in initiating
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chanae than an emphasis upon brief ftherapy princiclies. at leas

beginning of therapy. One such case involved a family of four  in which
the identified patient was 2 13 vear oid adolescent boy. The reguest for
tnerapy was bassd on the boy’s behavior. The father reported that the

pov would throw temper tantrums whenever he didn't
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participate in "normal activities" for b age., The +amily had suffsred

~+

the ioss of the bov’'s birth mother, after a ienathvy battle with cancer,
two  vears prior to  the commencemsnt of therapy. The father had since

developed a relationship with a woman., fourteen vears vyounger than

Py

hims=2lt, wno had been livina with the family for four months. It was
gvident that the partner had been drawn into the family fto +Fii1 =&

parenting function.
This family was characterized by an unclear generational boundary.

The father maintaine
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ged position in relation to his son  and
fils  partner. This position was supported by a dysfunctional interaction
pattern in which the father communicated in a very unclear, inconsistent
tashion as he would often send contradictory and confusing messages to
both his partner and his son. For instance, the father would makes 3
statement and then minimize or alter the statement whenever his partner
attemptad to negotiate with him around the statement. He would alsc
avold direct communication with his son and was reluctant to discipline
him. Efforts to negotiate around relationship struggles wers often

blocked or detoursed by the fathesr, lesaving family members very confused

about their position in relation to him and in  the
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For instance, the father’s partner ouicklv found herself functiconing as a
parent, by default, vy=t she did not fzs! zhe had 2 “liczhsse" to saet

timits with the chiidren a3 her sfforts werse alwavys undermined or

father.
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around  this issue, he minimized the inconsistency in their approaches,

vet, continusd to
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he father was a ‘"contlict avolider® and tended to maintain emctional
diztance at all costs. Attempts to engage the father in providina olear,
Concrete messagses were usually blocked.

oiven the father’s pattern of avoldance with othersz, it was  very

difficuit to gain a clear response from him to the exception cusstion and

the miracle gquestion. This negated the therapist’s ability to develop a
clear “frame” and set of interventions that would "fit" $or the sntire
famiiy. [During the initia)l stages of therapy, then, the therapist relied

on structural  interwventions aimed &t repositioning the father to &
arzater degrse of involwvement in relation to both his partnse and  his
son. This was accomplished by tracking and amplifving sequences in order
to expose the dysfunctional pattern and stracture; directing family
members to negotiate around specific relationship issues and marking
boundaries in order to block detourina and trianaulation processes.
These interventions helped to Join the father with both his partner  and
his son. Once there was a corrssponding  improvement in the son’s
behavior the focus of therapy was then placed on punctusting  and
highlignting what +the family was already doing that was good for them.

This helped to engage the father in a Zooperative manner and promoted  a

rippie effect in the process of change. At the end of therapy, the
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father was communicating much more clsarly with family members, assuming

a major role in parenting the children and spending much more time with

niz son. The father’s gartnsr was reporting more of 2 “united front”  in
-

the parsniinag arena, and was =supressing much less anxiety with respect fo

her ralez in the family. In this case, once change was initiated

the process of chanas. In other words, once the therapist and the familwv
“know  what works - - - keep doing it?. However, if the family and the

therapist “"gon’t know what works", due to vague responsses to the

m

sception  and  miracle guestion, it iz difficult to build on some of de
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nerapy principles. In cases o it may bes more

frultfyl to wtilize structural interventions, particularly at the onset

at THEF%qv.
de  Shazsr  1988b)  acknowledges that his approach is not fooiocroof.

-
il

he approach mav break down when the therapist is unable to help th

family see the significance of the s:kceptions, when the therapist and
family have fferent goals, or when the therapist is unable to help the

famiiy do morz of what it is already doing that works (de Shazer, 1588b).
grtainiy, in the above-noted case one might argue that the father’s aoal
was to avoid conflict. Thus, his "resistance" to any grocess of dirsct
negotiation around issues. Clients miaght be 50 focused on the complaint
that +they do not recognize the sxcsptions or they may interprst the

wceptions as "+luke" While the therapist mav not need to understand
the origins of & problem, family members often believe they need to,

additional

Ll

otherwise they haven’t "trulv" resolved their probiem. DOne
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interpretation, that has to do with "knowing, then doing" can be offersc
to =zuplain why some family members may not provide a clear statement of

"exceptions to the rule” or s clear response o the miracis aquestion.

It
=1

family members :!eaﬁ]v respond to fhe exception guesiicn and the
miracie gquestion, thev in essence provide one another with & script  of
what they can do to promote change, Once family members bnow what they
can do, the next step is doing it "hoing  it" might repressnt 3

ditficuit  or painful process for some peopie if it involves beina honest

wWwitn one’s seit, dirsctly facing issues in ES relationship or

acknowiedain stresstul or uncomfortable feelinas. Thus, in some cases.
ramily membsrs may have an investment in not clearly responding to the
exception and miracle gquestions. In such instances the therapist may
need to rely on other stratsgisgs such as those based on the structural

framewsr .

In aogition to those cases in which clear responses to the esxception
and miracie guestion were not  achisved, structural  interventions wers
also observed to be more effective in cases where families "short
circuited” the opportunity for a positive focus by only partiaily
completing tasks. Im such instances, an emphasis upon structural

interventions, such as "tracking", at least exposed the familv’'s way of

:fi

interacting and, at some level, shifted the family’s organization o

P

n g

+

perceptions. Anv observed shift was framed bv the therapist as a si

]

positive change and was builf upon and highlighted as a success pattern

o

clution pattern.
Trnus, gractice in this model always reflects a return to the emphasis

upon  processes  of  chanage (not homeostasis), success patiterns, solution



behavior, and the things

15 humane, empoOwering

This process

that family members are doing that are good {or
15 the keay elament in groviding family therapy that
and sftective.

A% the writer sees it, the social work professicon needs to move
toward greater Consciousness in empowering clisnts by adooting modelis of
practice which validates clients and ensuwre a process that emphasizes  the

things which

nctuates

jul

which place
2neray foward

individuals and

a client’s soiution

demonstrate
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d in this practicum. In line with this. the social
neads to move away from individwually focussd models,

sSource of in the individuals, and refocus

original  orisntation of viewing

their families in their context, their systems, and their
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APPENDIX A: FAM (111) Questionnaire



@ amily
(D ssessment
(g)casure

GENERAL SCALE

Directions

On the following pages you will find 50 statements about your family
as a whole. Please read each statement carefully and decide how well the
statement describes your family. Then, make your response beside the
statement number on the separate answer sheet.

1€ you STRONGLY AGREE with the statement then circle the letter "a"
beside &hﬁ {tem number; if you AGREE with the statement then circle the
letter "b".

1f you DISAGREE with the statement then circle the letter “c"; if you
STRONGLY DISAGREE with the statement then circle the letter "d".

Please circie only one letter (response) for each statement. Answer
every statement, even ‘f you are not completely sure of your answer.

@ Copyright 1984, Barvey A. Skinner, Paul D. Steinhauer,
) Jack Santa-Barbara



10.
.
12.
13.
14,

16.
17,

19.
20.
1.
22,
23,
24,
25.

Please do not write on this page.
Circle your response on the answer sheet.
te spend Zoo much time arguing about what our problems anre.
Famify duties aere fairfy shared.
when 1 ask someone to explfain what they mean, 1 get a stralght wuswer.

When someone An oun family {5 upset, we don't know L§ they are angry,
sad, scared on what.

We are as well adjusted as any family could possibly be,

VYou don't get a chance to be an individuaf in our family.
When 1 ash why we have certain aules, 1 don't get a good answen.
We have the same views on what is aight and whong.

1 don't see how any family could get along better than ours.
Some days we axne more easify annoyed than on othens. »
When problems come up, we thy different ways of sofving them.
My damily expects me to do mone than my share.

We argue about who said what in owr family.

We telf each other about things that bothenr us.

My famify could be happien than it is.

- We feel Zoved in oun family.

When you do something waong in our family, you don'l know what to expect.
1t's hand to tell what the aufes are in owr family.

1 don't think any §amily could posaibly be happien than mine.

Sometimes we ane unfain to each othen,

(Ve never fLet things pile up until they ane more than we can handle,

We agree about who shoufd do what in our family.

1 neven know what's going on in our family.

1 can et my famify hnow what {s bothering me.

We never get angry in owr family.



26,
27,
28,
29.
30.
3r.
32.
33,
34.
35,
36.
37,
38.
39.
40.
41,
42.
43.
44,
45,
46.
47.
48,
49.
50.

Please do not write on this page.
Circle your response on the answer sheet.

My family fries to nun my Lige.
1§ we do something wrong, we don't get a chance to explain.

We angue about how much freedom we should have fo make own own decisions.

My damify and 1 understand each other completely.

We sometimes hurt each others feelings.

When things aren't going well it takes oo Long Lo work them out.

wé can't nely on family members to do their pant.

We take the time to Listen %o each othex.

When someone 45 upset, we don't gind out untif much Latenr.
Sometimes we aveid each other.

We feel close to each othenr.

Punishments ane fain in our family.

The mules in owr family don'i make sense.

Some things about my family don't entirely please me.

We never get upset with each othen.

We deaf with ouwr probfems even when &hey'ne serious.

One famify member afways thies Lo be the centre of atiention.
My §amily Lets me have my say, even if they disagnee.

When oun family gets upset, we ftahe too fong fo get over if.
We always adnit owr mistakes without trying to fide anything.
We don't neally thusit each other.

We handly ever do what is expected of us without being fofd.
We are gree to say what we think in cur famify.

My famify 44 not a perfect success.

We have neven fLet down anothen family member in any way.



APPENDIX B: FAM (111) Interpretation Guide



TABLE 3 FAM Interpretation Guide
1. TASK ACCOMPLISHMENT

LOW SCORES (40 and below) STRENGTH HIGH SCORES (60 and above) WEAKNESS

— basic tasks consistently met — failure of some basic tasks

— flexibility and adaptability to change in — inability to respond appropriately to changes in
developmental tasks the family life cycle

— functional patterns of task accomplishment are ~ problems in task identification, generation of
maintained even under siress potential solutions, and implementation of

~ task identification shared by family members, change
alternative solutions are explored and attempted - minor stresses may precipitate a crisis

2. ROLE PERFORMANCE

LOW SCORES (40 and betow) STRENGTH HIGH SCORES (60 and above) WEAKNESS

~ roles are well integrated: family members — insufficient role integration, lack of agreement
understand what is expected, agree to do their regarding role definitions
share and get things done - inability to adapt to new roles required in

- members adapt to new roles required in the evolution of the family life cycle
development of the family ~ idiosyncratic roles

~ no idiosyncratic roles
3. COMMUNICATION

LOW SCORES (40 and below) STRENGTH HIGH SCORES {60 and above} WEAKNESS
~ communications are characterized by sufficiency — communications are insufficient, displaced or
of information masked
- messages are direct and clear — lack of mutual understanding among family
— receiver is available and open {0 messages senl members
— mutual understanding exists among family - inability to seek clarification in case of confusion
members
4, AFFECTIVE EXPRESSION
LOW SCORES (40 and below) STRENGTH HIGH SCORES (60 and above) WEAKNESS
— affective communication characterized by — inadequate affective communication involving
expression of a full range of affect, when insufficient expression, inhibition of {or overly
appropriate and with correct intensity intense) emotions appropriate to a situation
5. AFFECTIVE INVOLVEMENT
LOW SCORES (40 and below) STRENGTH HIGH SCORES (60 and above) WEAKNESS
- emphatic involvement — absence of involvement ameng family members,
- family members’ concern for each other leads to or merely interest devoid of feelings
fulfillment of emotional needs (security) and — involvement may be narcissistic, or to an
promotes autonomous functioning extreme degree, symbiotic
~ quality of involvement is nurturant and - family members may exhibit insecurity and lack
supportive of autonomy
6. CONTROL
LOW SCORES (40 and below) STRENGTH HIGH SCORES (60 and above) WEAKNESS
— patterns of influence permit family life to - patterns of infiuence do not allow family to
proceed in a consistent and generally acceptable master the routines of ongoing family life
manner — failure to perceive and adjust to changing life
_ able to shift habituat patterns of functioning in demands
order 1o adapt to changing demands - may be extremely predictable {no spontangity) or
~ control style is predictable yet flexible enough to chaotic
allow for some spontaneity ~ control attempts are destructive or shaming
. = control atiempts are constructive, educational — style of control may be too rigid or laissez-faire
and nurturant — characterized by overt or covert power struggles
7. VALUES AND NORMS
LOW SCORES (40 and below) STRENGTH HIGH SCORES (60 and above) WEAKNESS
~ consonance between various components of the ~ components of the family's value system are
family's value system dissonent resulting in confusion and tension
- family"s values are consistent with their ~ conflict between the family’s values and those of
subgroup and the larger culture to which the the culture as a whole
family belongs ~ explicitly stated rules are subverted by implicit
- explicit and implicit rules are consistent rules
— family members function comfortably within the ~ degree of latitude is inappropriate

existing latitude



APPENDIX C: Authorization to copy FAM (111), Dr. Harvey Skinner



Alcoholism and Drug

o Addiction Research Foundation Comonce

Fondation de la recherche surla toxicomanic EAony il
Canada M5S 251
(415) 595-6000

January 21, 1988

Mr. Frank Cantafio

214-811 Wollaston Crescent
Saskatchewan, Saskatoon
S$7J 404

Dear Mr. Cantafio:

I am responding to your recent letter regarding the Family Assessment
Measure. You have my permission to use FAM III in your clinical practicum,
and you may reproduce a copy of FAM in the report from your work. Obviously,
1 would be quite interested in learning of your findings.

I have enclosed a sheet which describes how you may obtain copies of the

Lisa test booklet and answer sheets, Best wishes for the new year.
Jells  np
ou  hove Sincerely,

S s, AT

Harvey A. Skinner, Ph,D.
Senjor Scientist

HAS/rs

Encls.

Ar ogency of the Province of Ontario » WHO Collaborating Cenlre / Un organisme de la province de FOntario » Centre de collatoration OMS



APPENDIX D: Problem Checklist - Morrison Centre



Below 4s a list .uf faﬁilz"couc‘ehs. Indicate how. satisfied you are wi -
!';dc:oing now in each area, Puc a chedt (x) ia che bex thae sho‘ds ycur.?ezgngo:{og‘:mily
aach area. -

ot . 7 . tVery Dis-| Dis- In

; Satisfisdlsatisfiedibatiean |53

'l._shodng 5cod fealings (Joy, hap-
viness. plsasure, ete.) -~

2. Sharing feelings like anger, . . .. .

+ sadneds, hurt, stc. i ) ) “ KRS

P+ Sharing problems with the family

Vary
1ad, 4 d

1~

4. listenisg and undersganding

5. Being patiant or ca.‘un with
aothers
6. Snowing care and concern

7. Bedi irdira, fess
ngsggsoﬁt gchsaving nice

~im

Knowing what beha\rior :o
expect at diffesrent ages

« Dazling wir.'-n m::a:s concsraing . '
sSex. :
. Making sensible rulas v . . B - RECE T A

T=
- R N

1=

. Being able to discuss what is -
rizht and wrong' N
. Tazding on :espnqs:g‘uilitiu

T Y R

Encouraging others to take on .
resocnsibilicies . . .
<114, Use of self-conirol I . -

.mF

15, Proper use of alcohol, drugs

*§. Peciding, agresing upon
__digedoline

7. Being comsistent wir.h dis-
' _efaline

18. Participation in £amily fun
. _&nd vecreaticn

29, Making iodividual decisions

20. Making family decisions - . !
1 ) }

7k, Hakisg contact with frieads, .
i rmslapivas. church, etec, : . :
22. Dealing with stTess - N

23. Feeling good about our family .

Make the last rating for vourself:
24, Fesling good about ayself ]




APPENDIX E: Client Feedback Scale



Below is a 1ist of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not heipful, and how the services you received could
ba more helpful. Such information assists in providing quality services
to families. Put a {x} in the box that best describes your opinion
about the services your counseilor has provided.

Keeps to appoiniments and
time commitments

Yery Dis-
satisfied

Dis-
satisfied

In
between |satisfied

Very
satisfied

Communicates clearly

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humer

Provides a relaxed atmosphere

Helps family to find
own solutions

Provides fnformaticn in
a way that is not imposing

Demonstrates warmth

Helps family to see things
differently or in a new way

Overall quality of service

Any Additional Comments

Cantafio, 1988



APPENDIX F: L. Family FAM Profiles



FAM GENERAL SCALE
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APPENDIX G: L. Family Behavior Checklist Profiles



Balow is a list of familz concerts.
{s doing now in each area.

exch area,

Indicate how satisfied you are vith huw
Put a check {x) in the box that shows your feelipn

your family
g ibou: ‘

Very Dis-
Satisfied

Dis-

satisfied

.

gua et

7.

piness, pleasure, ete.)

showing geod feelings (joy, hap-

In

between

X

Satisfied.

Very
atisfied

Sharing feelings like anger,
sadneds, hurt, ete.

)‘4

3

Sharing problems with the family

X

4,

Liscening and understanding

X

Belng patient or calm wi:h
others

Showing care and, concern

[
Beiggs ogitive saging ndca

836t 5en

B e X

Knowing vhat bahavior to
expect at different ages

Dealing with mat:ers concerning
gex

Haking sensibla rules

X P

i1,

Being able to discuss what is
right and wrong::

FR

Taking on respgng;bilities

TP

T=
e |
.

Encouraging others to take on
responsibilities

Use of self-control

Propér use of alcohol, drugs

Paciding, agresing upon
discipline

DX DepPX| P

. Being consistent with dis-
cipline

2B
79,

Perticipation in family fun
and recreaticn

Haking individual decisions

20.
+

Haking family decisions

5 [ [

21.

22.

relatives, church, ete.

Haking contact with friends,

Daaling with stress

23.

Feeling good nbou: our family .

X

Hika the last rating for yoursslf:

24,

Feeling good about xyself I

>

Mrs, L.
TIME 1



it e
Below i3 a st ot f,zéilz"conc‘qfiis. Indicste hov satisfied you are e ps T g
%3 doing mow in each area, FPuf a check (x) iu the box that shows yozingetﬂn?:{o::“h
each area, S Lot - ’ - R B
. TVery Dis-| Dis- “In T ey
Satisfied|sarisfiadibetveen [Sarisfied.Saciafied

1. showing gocd feelinga (joy, hap~-

! ‘piness, pisasure, ete.) - t - b S
2. Sharing feelings like anger, - R . YT
:  sadneds, hurt, ete. : X

1 3. Sharing problems with the famlly
4. Liscening and yanderscanding

5. Being patient or calm with

| others
6. Showing cara and concern T

L e pe| X

by
1. Bein;spggé&vg&ggi‘ug ni'.ca ‘

$. Kaowing what behavior ta - . X .
expect at differeat ages ) . . x

$. Dealing with patters concerning : !

i _sex. i : :

9. Haking sensible rules

AP

1. Being able to discuss vhat is =
¢ _right and wrong: : -
_‘.%. Taking ou :espa‘n:si:hm:iu

e
t

19, Encouraging others to take on
responsibilities
Use of self-control

e & pE

NS, Proper use of alcohol, drugs

9. Daciding, agresing upon

discinline
_fi7. geing consistunt with dis-
s einline - :

l&r. Pzrticipation in famlly fun
.__2od recrestion :
£9, Haking individual decisions

0. Haking family decisions

2%, Haudng contact with friends,
i relatives. church, etc. . - .

22. Dealing with stress X
ral

23. Feeling good about our family . _. ’ ’ -

Lv;ke the last raring for vourself: .
74. Fealing good sbout mysell l l . I x

- " R N

| KPP x| B

- N Mrs., L
TINE 2



[

Below is a list of famdlz concatns.

each area.

Indicate how satisfied you are
{s doing mow in eich area. Puf a check (x) io the box that shoua your feeling ibout

vith hcw your family

H

Very Dis-
Satisfied

Dis~
satisfied

In
batween

l. _Showing gaod !eelings {joy, hap-
! ‘piness, plessurs, ete.) -

Very
Satigfied.Satisfiad

X.

2 Sharing feelings 1ike znger,
sadness, hurt, ete.

i ﬁ Sharing problems with the family

-
X

4. Listening and wmderstanding

5. Being patient or cxlm with
! _others

6. Showlng care lnd,poncern

fess
z. %ﬁigéspogit vsthetging nica

B. Knowing uhn: behavior :n .
expect at different ages

9. Dealing with matters ecncerning
i _Sex

l?. Haking sensible rules

11. Being.sble to discuss what is
- _right and wrong::

1}. Taking on requp;{bilities

lﬁ. Encouraging others to take on
.__respongibilities

lé. Use of self-control

5. Proper use of alcohol, drugs

4. Deciding, agreeing upon
" _discipline

3. Being consistant uith dis-

+ _eipline

18, Participation in fsmily fun
.__and recreation

2, Haking individusl dacisions

20. Making family decisicns
'

21. Haking contact with friends,
:_relatives, church, ste. :

22. Dealing with screas

Eﬁ. Feeling good about our family .

Malke the lase rating for vourself:

24, Fealing good about m:yaself

sl | Bebebie] Il x| pebe] X P

Jay

.TIME 1



Below i3 a list ef familz conceris. Indicz:e how utisfied you’ are vith h our famil
is doing ggv in -uh ares, ﬁu: a check (x) ia th- box that nhmu yeu: !uﬁn’g l'hm.it y
ur.h area. . .
Very Dis-| Dis- Ia Yooy
Satisfiad|satisfiedlbetvaan Satisfied at.:fied

1. _Showing gead fealinga (joy, hap-
! ‘piness, plessurs, etc.) -

2. Sharing feelings liks anger,
i__s8adneds, hurt, etc.

P+ Sharing problems with the family

gb. _Lisl:_ening and ung:letsr.anding

5. Being patient or cxlm with
! others

6 Showing care and concarn

T et '

nring ndca M

‘B. Knowing whaz behavior to .
expect at different ages

9. Dealing wi:h uttus concaming
i sex.

J.B. Haking unsihh :u.les

[L1. Being nb.la to discuss what is
- right and wrong:-

X
X
X
X
X
X
X
X

ig. Taking on xupon_a:‘:bilities

[13. Encouraging others to taks on .
. _responaibilities

15, Use of self-control

_:u. Being consisteat with dis-

13‘\. Propar usa of alcchol, drugs

I-8. Daciding, agresing upon
___discisline

X

cipline

1§ Pareicipacion ia !amily fum
gnd recrsacion

19, Haking individual dacisions
L)

C. Making family dacisions
£

2. Hacdog contact with friends,
i_relacives, church, stc. :

22’. Dealing with stress

23. Feeling good about our family .

}ﬁke the last rating for yourseif:

24, Fesling good about xzyself ]

Jay
TIME 2

B I



APPENDIX H: L. Family Client Feedback Scale



Below is a list of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families, Put a {x) in the box that best describes your opinion
about the services your counsellor has provided.

Yery Dis~ Dis- In Very
satisfied | satisfied between [satisfied | satisfiad

Keeps to appointments and
time commitments

Communicates clearly

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are _helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Helps family to find
own_solutions

Provides information in
a way that is not imposing

Demonstrates warmth

Helps family to see things
differently or.in a new way

Kxxxxxﬂxkxxx

Overall quality of service

Any Additional Commants
Qjﬁ{,ﬂ,.{W@zm ,&xa&ﬁﬂf"w
MJW$M, oo Sl LTl MM
S Akt Cetorg Tie (30 MLE bl Zartl)
- T ou !/

Mrs. L.
CLIENT FEEDBACK

RN
N

-



Below is a 1ist of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families. Put a (x) in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Yery Dis-
satisfied

Dis~
satisfied

In
between

Very
satisfied | satisfied

X

Cormunicates clearly

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are helpful .

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Hetps family te find
own solutions

Providas information in
a way that is not imposing

Demgnstrates warmth

Helps family to see things
differently or in a new way

Overall quality of service

Xx x| X[ Ao

Any Additional Comments

Jay
CLIENT FEEDBACK



APPENDIX I: Therapist Feedback Form



~ THERAPIST FEEDBACK FORM

Clear and Concrete as possible

PREPARATION

JOINING - TUNING IN TO FAMILY MEMBERS

MAINTAINING FOCUS, TRACKING:

CLEAR DEFINITION OF PROBLEM FROM EACH MEMBER'S
PERSPECTIVE

EACH MEMBER'S UNDERSTANDING OF THE PROBLEM

CLEAR DESCRIPTION OF INTERACTIONAL PATTERN AROUND
SYMPTOMATIC BEHAVIOR

EXCEPTIONS TO SYMPTOM
BEHAVIORAL CHANGES OF FAMILY MEMBERS IF MIRACLE OCCURRED
MAINTAINING A POSITIVE, VALIDATING POSITION

DELIVERY OF COMPLIMENTS

DELIVERY OF TASK(S)



APPENDIX J: Brock Family FAM Profiles



FAM GENERAL SCALE
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FAM GENERAL SCALE
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APPENDIX K: Brock Family Behavior Checklist Profiles



ELA L

Below 1s a list of Eaﬁilzfconcﬁiﬁs. Indicate how satisfied you are-uith how your family

is doing mow in sach area. Put a chack (x) in the bex that shows your feeling dbout B
each area. ) . TR
e Very Dis-| Dis- In Very
Satisfiedlsatisfiedibetween |Satisfiled.fSatisfied

1. showing good feelings (joy, hap-
{ piness, pleasure, etc.}

2. Sharing feelings like anger,
__sadneds, hurt, ete.

3. Sharing problems with the family

4. Listening and understanding

x| pXPS

5. Belng patient or calm with
others o

6. Showing care and, concern x v
. B i i \
T BpingoPaeditvsugpyios e X |.

~| 8. Knowing what behavior teo
expect at different ages
9. Dealing with matters concerning
I gex i -
19. Making sensible rules

XX

11, Being able to discuss what is
- xighr and wrong::
lg. Taking on requpg;bilitiea

< |

13. Encoursging others to teke on
responsibilities
-~ -H%. Use of self-control

5. Proper use of alcohbol, drugs

'§. Peciding, agreeing upon

| discipline

7. Being consistent with dis-
r cipliine -

18, Participation in family fun )(

.__and recreation :

(9. Making individual decisions

X | DX <3

P4

20, Making family decisions
1

7¥. Haking contact with friends, )( f
: relatives, church, etc, :
22, Dealing with stress

23, Feeling good about our family

Make the last rating for yourself:
24, Fealing good about myself l | ] X

Hs. Brock
TIHE 1



ot g
..

Below 1s a kst of Eaéilz“coné&fﬁs. Indicate how Qatisfied you'aré“uithvhcq

your family

is doing now in each area., Put a check (x) im the box that shows your feeling sbout

each area, . : . T

. Very Dis-} Dis- In Very
Satisfiedlsatisfiedlbetwesn lSatigfied.Satisfied

L. Showing good feelings (joy, hap-
i _piness, pieasure, stc.) °

X

2, Sharing feelings like anger,
Sadneis, hure, etc.

| 3. Sharing problems with the family

X

4. Listening and understanding

§. Being patient or calm with
! _others

6. Showing care and concern

fete
[ ERRR.PR8SE aunagyine nice

X X

8. Knowing what behavier te
expect at different ages

9. Dealing with matters concerning
{ sax . :

ﬁ?. Haking sensible rules

[

[L1. Being 2bls to discuss what is
- xight and wrong:

ig. Taking oa :equggbilities

x> (X

L3. Encouraging others to take on
._resoonsibilities

+il4. Use of self-control

P

L5. Proper use of aleohol, drugs

4. Deciding, agreeing upon
discioline

Jfi7. Being consistent with dis-
+_cioiine - :

18, Participation in family fun
. _tnd recreation i

Xix| X x

12, Making individual decisions

Zd. Making family decisions

2k, Haxing contzct with friends,
i _relarives. church, ete.

22. Dealing with atress

2?. Feeling good.about our fauily

Nfaka the last rating for yourself:

24. Fealing good sbout wyself

Ms. Brock
TIME 2

e



BN -

"Below 1is a list of faﬁilz"conc’a_i-.is. Indicace hew satisfied you are v
is doing now in each ares. Put a check {x) 4a the box thac shous yoy
each area. . : . :

1th hes your famiiy
r feeling sbout

< N

Very Dis-| Dis- In Very
Satisfiedisatisfiedibarvean Satisfled.Sacisfiad

i vinass. oisasure, ste.)

: 2. Sharing feelings like angsr,
:__Sadness, hurt, ete.

.-j #- Sharing problems with the family

‘1. showdng good feelinga (joy, hap-

4. Listening and understanding

3. Belng patient or cals wich
I_others
6. Snowing care and concern

. Bel 37e, s
T ks

“ | 8. Knowing what behavier to .
expect at differant ages
Dealing with nattara conceraing

sex.
ILO. Haking sensibie rules

RENEY-N S

1. Being able to discuss what ig
- rizht and wrone::
3. Tadng on Tesponsipilities

13. Encouraging ochsrs to taka on
- tesocnsibilities
-~  +fl4. Uge of self-conczol

NN YN (RSFR]

L5. Proper use of sleshol, drugs

[-3. Deciding, agresing upon :
disciolina - /

3 Being consistent with dis-
g¢ioline = .

\

i

1 .
JEH P::udpation in famlly fim ‘/
. and recreation :

2. Making individqual decisions

A

9
Zé. Making family decisions
)

+ Hakdog contact with friends, v !
i relarives. church, ete. :

22, Dealing with stzess V ...

23. -Fe'eling good agout our family . . . o l/

siza the last rating for vourseh®:

24, Fesling good about zyself ] i , v i

Ms. Brock
N TIME 3



LR L e,

Below is a list of family concerus.

1s doing now in each area.

each area.

Indicate how éatisfied you are with how your family
Put a check (x) in the box that shows your feeling about

Very Dis~[ Dis~
Satisfiedlsatisfied

In
between

Very

Satisfied Eatisfied

_Showing good feelings (joy, hap-

piness, Eieasure. etc.)

X

2

.

Sharing feelings like anger,
sadneds, hurt, etc.

K.

3

Sharing problems with the family

4.

Listening and understanding

Being patient or calm with
others

Showing care and concern

e

IR R ey s

* Qo

Knowing what behavier to
expect at different ages

9.

Dealing uith mattera concerning
sex

0.

Making sensible rules

X (X

i1,

Being able to discuss what is
right and wrong::

. Taking on responsibilities

.

Encouraging othera to take on
responsibilities

s

Use of self-controli

TR

Proper use of alcohol, drugs

1-6 .

Deciding, agreeing upon
discipline

X X (X

Jiin

Being consistent Hith dia-
cipline

1%,

Pzrtisipation in fnmily fum
and recreation

P

Haking individual decisions

R
1

H#king family decisions

2k,
22.

relatives, church, etc.

Haking contact with friends,

Dealing with stress

Zq. Feeling good about our family

x| |x[X| ®

Hake the last rating for yourself:

24, TFeeling good about myself

|

| X |

Paul

TIME 1

v o

e



in IR LI KEDRE ’ T
Below is a list of. fa.nilz conceris. Indica:; how .a.ati.sfied ¥ou n:;.ws,
is doing nov in each area, Put & check (x) in the box that shows your
each area. .

th hw yeur family
feeling about -

Very Dis~| Dis- In Ve

H Satisfiedisatisfiedlbetieen Satisfied.Satisnfvied
1. shcw:i.ng good f:el.ings (Joy, hap-

! ‘oineds, pieasurs, ete.) - ) : - X

2. Sharing feelings like anger, . .. N

: _sadneds, hure, ete. : Pl

P+ Sharing problems with the famly . X

4. Listening and vnderstanding

5. Belng patient or caln: with

i _others _ - i x

6. Showing care and, concern

dety
‘?‘. Eﬁig o2 %E‘i:vgthsaving nice

8. Knowing what behavior :o
expect at different ages

9. Dealing wir.h mc:ers eoncerning
sex
10. Haking sensible rules

11. Baing able to discuss what ig
- right and wrong:-
li2. Taking on responsibilicies

P | X

13. Encouraging others to taks on
.__resoonsibilities

. 14 Use of self-control

5. Proper use of alcohol, drugs

discionline

8. Ceciding, agreeing upon

cipline

f. Being consistent wi:h dis-

XXXk 

gnd recreation

I
’
14, Participatien in family fun

[-2+ Making individual decisions

20. Haking family decisions

X

relatives, church, etc.

21_. Haking contact with friends,

22. Dealing with stress

23. Feeling good ahouc our fanily .

X X

*ake the lase rating for yourself:

26. Fealing good about myself ' ‘ I

Paul
TIME 2




APPENDIX L: Brock Family Client Feedback Scale



Below is a 1ist of questions conceraing the ceunselling services you
have received. These questions provide information about what was
helpful, what was not helpful, and how the services You received could
be more helpful. Such information assists in providing quality services
to families. Put a {x) in the box that best describes your opinion
about the services your counsellor has provided.

Yery Dis- Dis- In Very
satisfied | satisfied {between satisfied | satisfied

Keeps to appointments and
time commitments

Communicates clearly

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Helps family to find
own solutions

Provides information in
2 way that fs not imposing

Demonstrates warmth

Helps family to see things
differently or in a new way

AR

Overall quality of servica

Any Additional Comments

/‘r:b’¢4g ™ Fo h’iﬁdé;z;r ;ﬁ;,
uq{:‘ Maﬁ)::: :—m%r fld % >

Ms. Brock
CLIENT FEEDBACK



APPENDIX M: Client Feedback Scales, Other Families



Below is a 1ist of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families. Put a (x) in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

VYery Dis-
satisfied

Dis-
satisfied

In
between

satisfied

Very
satisfied

<

Communicates clearly

Demonstrates . an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Helps family to find
own solutions

Provides information in
a way that is not imposing

Demonstrates warmth

Helps family to see things
differently or in a new way

Overall quality of service

X3¢ I > [PPSR X

Any Add{tional Comments

_T¥\o_-}ka_.i¥-kC~«~}l V%a\ ~£A>JJJ€;LNLJ~iSf!



Below is a 1ist of questions concerning the counselling services you
have received, These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families. Put a (x) in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Yery Dis-
satisfied

Dis-
satisfied

In
between

satisfied

Very
satisfied

Communicates clearly

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Helps family to find
own _solutions

Provides information in
a way that is not imposing

Demonstrates warmth

Helps family to see things
differently or in a new way

Overall quality of service

X
)
X
iy
3
X
X
X
A
X
X
X

Any Additional Comments




Below s a list of questions concerning the counselling services you
have received. These questions provide information about what was
heipful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families. Put a (x) in the box that best describes your opinion
about the services your counsellor has provided.

Yery Dis- Dis- In Very
satisfied Jsatisfied {between |satisfied | satisfied

Keeps to appointments and ><:
time commitments

Communicates clearly

standing of our family

Dempnstrates acceptance

Provides suggestions that
are helpful

X
Demonstrates an under- ><\
A

Demonstrates a sense of )<r’
humor .

Provides a relaxed atmosphere

Helps famity to find
own_solutions

Provides information in
a way that is not imposing

XA R

Demonstrates warmth

Helps family to see things ) )<
differently or in a new way

Overall quality of service X

Any Additional Comments

frank haa ben very Wbm%m}jf
N Pames. His unda’sfand:r'\ﬂ of ouv problums
has hatped ma 4nd sebulions mygeyf I am

" very Sa-tnbé-uéd and. am %ZaaL 9 tame o

Ml (Diaee




Below is a list of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families. Put a (x} in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Yery Dis-
satisfied

Dis-
satisfied

In
between

satisfied

Very
satisfied

Pas

Communicates clearly

Demonstrates an under-
standing of our family

Demgnstrates acceptance

Provides suggestions that
are hetpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Helps family to find
own _solutions

D3

Provides information in
a way that is not imposing

Demonstrates warmth

Helps family to see things
differently or in a new way

Overall quality of service

Any Additional Comments




Below is a list of questions concerning the counseiling services you
have received, These questions provide information about what was
helpful, what was not helpful, and how the services yoe recéived could
be more helpful. Such information assists in providing quality services
to families. Put a {x) in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Very Dis-
satisfied

Dis-
satisfied

In
between

satisfied

Very
satisfied

Communicates clearly

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

KK

Helps family to find
own _solutions

Provides information in
a way that 1s not imposing

Demonstrates warmth

.Helps family to see things
differently or in a new way

Overall guality of service

< Px

Any Additional Comments




Below is a list of questions concerning the counselling services you
have received, These questions provide information about what was
helpful, what was not helpful, and how the services you received could

be more helpful. Such information assists in providing quality services

to families. Put a (x) in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Very Dis- Dis- In Very
satisfied | satisfied |between [satisfied | satisfied
v

Communicates clearly

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Helps family to find
own_solutions

Provides information in
a8 way that is not imposing

Demgnstrates warmth

Helps family to see things
differently or in a new way

Overall quality of service

AN \\\\Q <N\

Any Additional Comments




Below is a list of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quatity services
to famities. Put a {x) in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Very Dis-
satisfied

Dis-
satisfied

In
between

satisfied

Very
satisfied

Communicates clearly

Demonstrates an under-
standing of gur family

Demonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

\

e [P [ B [3S de [oc

Helps family to find
own _solutions

Provides information in
a way that is not imposing

Demonstrates warmth

Helps family to see things
differently or in a new way

Pl o O P

Overall quality of service

Any Additional Comments




Below is a 1ist of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families. Put a (x) in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Yery Dis-
satisfied

Dis-
satisfied

In
between

satisfied

Very
satisfied

Communicates clearly

Jemonstrates an under-
standing of our family

Demonstrates acceptance

KKXX

Provides suggestions that
are helpful

Demonstrates a sense o
humor .

Provides a relaxed atmosphere

Helps family to find
own solutions

Provides information in
a way that is not imposing

Demonstrates warmth

Helps family to see things
differently or in a new way

Overall quality of service

X PR (R

Any Additional Comments




Below fs a )ist of questions concerning the counselling services you
have received. These questions provide information about what was
helpful, what was not heTpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to famities. Put a {x) in the box that best describes Yyour opinion
about'the services your counsellor has provided. '

Keeps to appointments and
time commitments

Very Dis-
satisfied

Dis-
satisfied

between

in

satisfied

Very
satisfied

v

Communicates clearly

v

Demonstrates an under-
standing of our family

Demonstrates acceptance

Provides suggestions that
are _helpful

Demonstrates a sense of
humor

T

Provides a relaxed atmosphere

Helps family to find
own solutions

Provides {information in
a way that is not imposing

Demonstrates warmth

N\

Helps family to see things
differently or in a new way

Overall quality of service

Any Additional Comments




Below is a list of questions concerning the counselling services you
have received., These questions provide information about what was
helpful, what was not helpful, and how the services you received could
be more helpful. Such information assists in providing quality services
to families. Put a {x} in the box that best describes your opinion
about the services your counsellor has provided.

Keeps to appointments and
time commitments

Very Dis-
satisfied

Dis-
satisfied

In
between

satisfied

Very
satisfied

S

Communicates clearly

Demonstrates an under-
standing of our family

Cemonstrates acceptance

Provides suggestions that
are helpful

Demonstrates a sense of
humor

Provides a relaxed atmosphere

Helps family to find
own solutions

NENAN

Provides information in
a way that is not imposing

Demonstrates warmth‘

~

Helps family to see things
differently or in a new way

Overall quality of service

Any Additional Comments




APPENDIX N: FAV Profiles
For Five Other Families
For Which Pre and Post-Test
Scores Were Achieved
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FAM GENERAL SCALE
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FAM GENERAL SCALE
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FAM GENERAL SCALE
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FAM GENERAL SCALE
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