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Abstract 
1

The practicum is a focused learning project covering an integtated model of

structural-strategic family therapy. The report reviews literature based on structural

family therap¡ strategic approaches to family therapy, integrated structural-strategic

therapy, a review of relevant family therapy outcome research, and special considerations

for working with multi-problem families. A formal practicum evaluation procedure is

presented, involving the FAM III general scale, a problem checklist, and a client

feedback form. Several case examples and subsequent case evaluations are described in

detail. A final chapter covering areas of perroträl *d professional learning concludes the

report.



11

Acknowledgements

The author of this report would like to extend thanks and appreciation to several

individuals whose contributions were essential in the successful completion of this report.

To my advisor Harvy Frankel, thank you for your direction and encouragement and for

helping me find the fascinating field of family therapy (I think I finally returned all of

your books). To my supervisor and mentor Bemie Klippenstein, thank you for taking a

chance on me, your personal and professional insight and guidance have been invaluable.

I will still be learning from our discussions for some time to come. Thanks, too, for all

the laughs. To Kris Balchan, thank you for your willingness to serve on my committee;

your kind words and genuine expressed interest in my professional development did not

go unnoticed. To the staff of the Family Therapy Department at New Directions for

Children, Youth, and Families, thank you for helping make my time with you so

enjoyable. And finally, thank you to my family you have always supported and

sacrificed for me, this would not have been possible without your lifelong support.



lll
Table of Contents

Abstract

Acknowledgments.

Chapter 1 - Objectives and Rationale.....

Chapter 2 -Literature Review

Structural Family Therapy

Strategic Therapy

Integrated Structural- Strategi c Family Therapy

Critiques of Systemic Family Therapies.

Family Therapy Research.

Working with Multi-Problem Families

Chapter 3 - Implementation of the Practicum...

Appendix C - Problem Checklist.........

Appendix D - Case Load Overview......

11

I

4

...4

t9

31

.29

35

.43

...61

.,...,67Chapter 4 - Evaluation..

Chapter 5 - Case Examples and Evaluation Results.... ......71

Chapter 6 - Areas of Learning. ... . . . . . ..133

References.... . .. . .. . ....1s0

Appendix A - Family Therapist Rating Scale.

Appendix B - Client Feedback and Evaluation Form.

155

ts7

.1s8

.ls9



Practicum I
Chapter I - Objectives and Rationale

The purpose of this practicum was to provide the student with practical

experience in family therapy from an integrated approach of Structural and Strategic

Family Therapies. The practicum site was The Family Therapy Program, a division of

New Directions for Children, Youth and Families, located in V/innipeg, Manitoba.

Leaming Goals

l) To gain experience and skills in working with families.

2) To develop a greater knowledge of systemic thinking and the models of Structural

Family Therapy and Strategic Family Therapy.

3) To develop assessment, interviewing, and intervention skills from an integrated

structural - strategi c framework.

4) To develop and implement a design for the evaluation of intervention with

families.

5) To develop and implement a design for the evaluation of the student's practice

from the perspectives of clients, the supervisor, and the student.

The over-arching purpose of the above learning goals was the development of a

conceptual model to serve as a basis for the student's further development as a

family/individual therapi st.

Intervention Goalð

Process Goals.

1) Develop a tentative intervention plan prior to each client session.

Establish rapport with client system.2)



6)

t)

8)

e)

3)
Practicum 2

Assess the view of the problem from the perspective of all family members

4)

involved.

Aid the client family in setting a common goal(s) they wish to work towards.

Assess the client family structure (i.e. develop a structural map of the family,

delineating significant subsystems, identiffing and assessing quality of

boundaries, both hierarchical and proximal, and how the present structure may

serve to maintain the identified problem).

Identifu an alternative family structure that will not maintain the identified

problem.

Identiff and implement appropriate structural interventions (i.e. enactment,

boundary-making techniques, within-session and homework tasks, etc.).

Adjust assessment and intervention plan as new, more relevant information is

obtained from the family.

If the identified problem of the family needs to be alleviated quickly andlor

structural intervention is proceeding too slowly, a strategic assessment (Haley,

1981 Madanes, 1982) regarding the behavioral sequences of the family involving

the problem will be conducted. A strategic intervention will be planned and

implemented to alleviate the immediate problem before returning to underlying

structural goals.

Outcome Goals.

Alleviation of the identified problem and/or achievement of the identified goal

specified by the client family.

s)

r)
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2) The goal of an alternative family structure (i.e. alternative family transactional

patterns) that does not maintain the identified family problem will be achieved

and maintained.

3) Improvement in family functioning from the perspective of both the family and

the student therapist.

Rationale

The practicum experience at New Directions for Children, Youth and Families

allowed the student to work towards the stated leaming and intervention goals. The

student, under expert supervision described in Chapter 3, performed family therapy with

voluntary client families from a structural-strategic perspective. An evaluation procedure

described in Chapter 4 provided information regarding student progress toward learning

goals, as well as, client outcomes of therapy.
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Chapter 2 -Literature Review

In this chapter, literature will be reviewed concerning structural family therapy,

the strategic approaches to family therapy, and an integrated structural-strategic

approach. A specific section is also designated for the review of outcome research in

each of those areas. A large proportion of families seeking services at New Directions

for Children, Youth, and Families could be classified as being multi-problem families.

Hence, the chapter concludes with a review of literature concerning family therapy with

multi-problem families.

Structural Family Therap)¡

Structural family therapy is a therapeutic approach that is often attributed to the

work of Salvador Minuchin. According to the structural approach, the family is a living

organism, which is constantly developing and adapting to its changing environment

(Colapinto, l99l). Families are charactenzedby transactional patterns that make up

family structure; the informal organization and interactions of the family (Minuchin,

1974). From a structural standpoint, the function of the family is the "support, regulation,

nurturance, and socialization of its members." (Minuchin,1974, p.l4). The undesirable

behavior of family members andlor other family difficulties are expected outcomes of a

malfunctioning family system. Structural family therapists intervene in family systems

by addressing difficulties with family structure including subsystems, boundaries, and

hierarchies (Chamberlin & Rosicky, 1995).
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Development of Structural Family Therapy

The development of structural family therapy is credited primarily to the work of

Salvador Minuchin in on-going collaboration with a group of colleagues, which at times

included, Braulio Montalvo and Jay Haley (Colapinto, l99l). Minuchin's quest for a

family-based treatment approach developed during the 1960s as he and Montalvo worked

at the Wiltwyck School for Boys, a correctional facility for delinquent teenagers

(Colapinto, I99L). They found that treatment gains with the teenage boys from more

traditional, individual-based approaches, tended to disappear once the boys retumed to

live with their families (Colapinto, l99l). Structural family therapy thus grew out of the

search for a new perspective and treatment approach led by Minuchin and his colleagues

through their beginning work at Wiltwyck, which continued during the 1970s at the

Philadelphia Child Guidance Clinic (Colapinto, l99l). The first comprehensive

conceptual presentation of the structural approach was provided by Minuchin (97$ in

his seminal work, Families and Family Therapy (Nichols & Schwartz,200l).

View of the Individual

The systemic therapies, including structural family therapy, approach treatment

from a person-in-environment perspective. Traditional individual approaches to mental

health have a tendency to view the individual as operating independently of their social

and environmental context (Minuchin,1974). Such a view cieates a false sense of

separation and independence between the individual and the environment. The context of

an individual exists beyond just internal experience (Minuchin,l9l4). An individual

exerts influence on a social and environmental context, which simultaneously exerts

influence on the individual (Minuchin,l974). The influence of the environment extends
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even to an individual's sense of self. Through transactions with other people and the

gteater social context, certain appropriate aspects of an individual's personality are drawn

out, supported, and maintained (Minuchin & Fishman, l98l).

A structural approach views each individual as operating within the immediate

social context of the family that simultaneously shapes their experience and is shaped by

them (Minuchin,l974). It is through this complementary process that continual patterns

of transaction and organization are developed and maintained (Minuchin & Fishman,

1981). By focusing on altering the structural organization of the family, the structural

approach aims to change the immediate context and thus the experience of each

individual family member (Minuchin, 197 4).

Family Structure

Family structure is the invisible set of functional demands that organizes the way

in which family members interact. A family is a system that operates through

transactional pattems. Repeated transactions establish patterns of how, when, and

to whom to relate, and these patterns underpin the system (Minuchin, 1974,p.

s 1).

Patterns of family transaction that have developed over time are what comprise

the structure of a family (Minuchin & Fishman, 1981). The set of primarily implicit rules

at the heart of family structure serve to constrain and guide the behavior of family

members (Colapinto, l99l). There are some aspects of family structure, such as the need

for some organization of interdependency and hierarchy, which are necessary and exist in

all families (Colapinto, l99l). However, families tend to have many forms of contracts

and expectations among members that are unique and serve some adaptive purpose for
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the family (Colapinto, l99l). Whether functional or dysfunctional, the behaviors and

roles of each family member tend to fit together in a complementary fashion to meet

needs and expectations in the family (Colapinto, l99l).

Subsystems. The structural approach discems several different individual, dyadic,

and multiple-member subsystems within the family structure, each of which serve certain

roles and functions (Minuchin, 1974). Each family member takes part in several different

subsystems to help carry out those roles and functions, as well as, to learn new

developmentally appropriate skills (Minuchin, l9l 4).

The structural approach places emphasis on three primary subsystems operating

within a family: the spousal subsystem, the parental subsystem, and the sibling subsystem

(Minuchin, 1974). A primary goal for each subsystem is to form a boundary that

provides both interaction with and protection from other subsystems within the family

(Minuchin,l974). Each subsystem requires protection from the needs and demands of

other subsystems, which may interfere in its ability to meet the needs and demands of its

own members (Minuchin, 197 4).

It may be helpful to briefly explore these three subsystems in the context of the

development of a family (Minuchin & Fishman, l98l). The spousal subsystem is

established when two individuals join together with the intention of a life-long

partnership. Each spouse loses some aspects of individuality, but also develops a àew

sense of belonging and togethemess (Minuchin & Fishman, 1981). It is from observing

the spousal subsystem that the couple's children will leam and develop expectations for

interaction with extrafamilial systems (Minuchin & Fishman, 1981). The parental

subsystem is established with the arrival of children in the family system. The parents
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have the responsibility of socializing the children, including exercising and maintaining

age-appropriate parental authority (Minuchin & Fishman, l98l). They also have the

responsibility to develop a protective boundary around the spousal subsystem that keeps

out interference involving the children (Minuchin & Fishman, l98l). The sibling

subsystem provides the children of a family with their first peer interactions (Minuchin &

Fishman, 1981). It is a practice ground for the development of independent social skills

and other activity. The sibling subsystem requires protection from interference involving

the adults in the family, which would impede the independent aspect of a child's

development (Minuchin, 197 4).

Boundaries. Boundaries are the implicit and explicit rules that govern who can

participate within a subsystem and how they can participate (Minuchin, 1974). ln

families, separate subsystems play specific roles that make, as well as, meet demands of

its members, such as the development of various life-skills (Minuchin, 1974). In order to

achieve its functions, a subsystem requires boundaries that define and protect it from the

interference of other subsystems (Minuchin, 1974). The development and maintenance

of protective boundaries is an essential task for each subsystem (Minuchin & Fishman,

1981). The establishment of functional, clearly defined boundaries is a central concern

within the structural approach to family therapy.

Boundaries can range in terms of their quality. Ideally, a family requires clear

boundaries around the family system as a whole, as well as, around each of its separate

subsystems (Minuchin, 1974). A clear boundary is one that is not overly flexible or

overly rigid (Minuchin, 1974). It allows the members of a subsystem to interact with
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members of other subsystems, but it also prevents outside influences from interfering

with the necessary functions of the subsystem (Minuchin, 1974).

Boundaries, when not clearly defined, tend to lean towards one of two extremes:

overly diffuse or overly rigid (Minuchin,1974). A boundary that is overly diffuse allows

for a blurred distinction between two or more subsystems and for the interference of each

subsystem's functioning (Minuchin,l974). Due to diffuse boundaries, the involved

subsystems are unable to meet the needs of their members and become hindered from

serving their function within the family. Families that display overly diffuse boundaries

among their subsystems are described as being enmeshed (Minuchin, 1974). At the other

end of the spectrum, a boundary that is overly rigid, prevents the participation and

interaction of its members with other subsystems (Minuchin,1974). Within a family,

each member ideally serves a function and has certain needs met by participation in

several subsystems. If the boundaries between these subsystems are too rigid, family

members will be hindered from playing many necessary roles in the family and will

prevent many of their needs from being met. Families that display overly rigid

boundaries among their subsystems are described as being disengaged (Minuchin, 1914).

The Functional Family

A structural approach recognizes that functional, healthy families can come in

many different shapes and sizes (Minuchin, 1974). However, a structural approach must

also use a model of normal family functioning in order to identifu and measure potential

dysfunction (Minuchin, 1974). A well-functioning family has a structure that promotes a

sense of both individuality and belonging in its members (Minuchin & Fishman, l98l).

Ideally, a functional family develops and maintains clear boundaries around the family
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system as a whole and among the three significant subsystems: spousal, parental, and

sibling (Minuchin, 1974). The spousal subsystem must be protected from the demands of

parenting and family life to ensure that the needs of both partners in the spousal

relationship can be met and that a supportive relationship is nurtured (Minuchin, 1974).

'Within the parental subsystem, both parents must operate collaboratively as a

team in providing the nurturance, guidance, and control functions within the family

(Minuchin, T974). A functional family is one in which both parents and children accept

the authority and superior position in the hierarchy of the parental subsystem (Minuchin,

1914); authority, not in the sense of dictatorship and tyranrry, but of protection,

leadership, and support (Colapinto, I99l).

Clear boundaries must also protect the sibling subsystem from the interference of

adult family members to ensure that the children can independently explore and develop

age-appropriate social, cognitive, and emotional skills (Minuchin, 1974). It is the

subsystem that serves as the first peer group for the children, in which they can

experiment and leam in relationships that are relatively, hierarchically equal (Colapinto,

reel).

V/ell-functioning families display the ability to both maintain family structure, as

well as, change in the face of arising circumstances (Colapinto,l99l). Development of a

stable family structure with clear boundaries and established hierarchy is necessary for a

family to function (Colapinto, 1991). If the family structure was always in a state of flux,

the family would have no stable basis of expectations and understanding from which to

perform its duties and fulfill its needs. However, a family must be willing and able to

adjust to new circumstances as they arise (Colapinto, l99l). New demands will arise
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within a family as its members age, gain age-appropriate skills, and develop new needs.

The context outside of the family is also subject to change. A functional family will

demonstrate the ability to adjust and alter in order to successfully face changing

circumstances.

The D)¡sfunctional Famillr

A structural orientation perceives family dysfunction as the ineffective responses

of relatively normal families to stressful family transitions (Minuchin, 1914). In other

words, it is the inability of the family to adjust to changing circumstances originating

from within the family system or from the external family context. "If a family responds

to stress with rigidity, dysfunctional patterns occur." (Minuchin, l9l4,p. 66). Families

who seek therapy are often stuck in following the implicit and explicit rules of family

transactions that were functional before a change occurred, but that are no longer useful

(Minuchin & Fishman, l98l). By attempting to stay the same when new responses are

necessary, old functional patterns of transaction become dysfunctional and family stress

increases (Minuchin & Fishman, 1981).

According to the structural approach, dysfunctional family structures tend to

manifest through patterns of enmeshment and disengagement (Colapinto, 1991). Patterns

of enmeshment in families tend to be charactenzedby the existence of weak, diffuse

boundaries (Colapinto, l99l). The balance between individuality and family belonging

becomes tipped in favor of interdependency and family loyalty. The family becomes

very sensitive to the actions of its members and reacts intensely to any attempts at

differentiation or autonomy (Colapinto, l99l). "Indicators of enmeshment include an

increase in the rate of communication, exaggerated concern and protectiveness, mutual
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demands for loyalty, naffow perceptions of self, and paralysis at times of transition when

different responses are needed." (Colapinto, 199 l, p. a2Q.

Patterns of disengagement in families tend to be charactenzedby the existence of

overly rigid boundaries and emotional distance (Colapinto, 1991). The sense of family

interdependency is low as the family fails to fulfill its supportive and protective functions

(Colapinto, l99l). Unlike, enmeshed family pattems, disengaged families display low

sensitivity to the individual actions of family members (Minuchin, 1974).

While enmeshment and disengagement tend to be described as polar opposites,

most, if not all, families display pattems of both (Colapinto, l99l). For example, one

parent and child may have an enmeshed relationship, whereas the other parent is

disengaged. It is also important to remember that enmeshment and disengagement are

stylistic preferences and are not necessarily dysfunctional, but in extremes they may

indicate the presence of dysfunctional structures (Minuchin, 1974).

Assessment

Assessment in structural family therapy is active and on-going. Rather than being

the process of collecting a complete history of a family's ills, assessment is conducted

with a strict emphasis on achieving change in the present and the goal of providing a

road-map for intervention (Colapinto, l99l).

When working with any family, it is important to determine the unit of

assessment, i.e. which family members and significant others are to be involved in

therapy. Ideally, the unit of assessment should include all people who are relevant to the

problem (Colapinto, l99l). It is advisable to begin therapy with all members of the

family who live under the same roof (Minuchin, 1974). From there, certain members can
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be excused or significant others from outside the household can be introduced to the

therapeutic system. Structural family therapy is flexible in this regard (Colapinto, l99l).

Structural assessment places special emphasis on two particular categories of

information (Colapinto, 1991): The first is the rules and overall personality of the family

that the therapist will have to be aware of and accommodateto, in order to successfully

work with the family. Characteristics such as a family's communication style are

important to the therapist who wishes to develop a functional therapeutic relationship

with the family. The second category of information that holds particular importance in

structural assessment is the structure of the family. The therapist wishes to develop a

structural map of the family including the nature and quality of its boundaries, as well as,

the roles and relationships between significant subsystems.

Minuchin (1974) presents an approach to structural assessment that involves a

focus on six primary categories of relevant information:

First, he (the therapist) considers the family structure, its preferred transactional

patterns and the alternatives available. Second, he (the therapist) evaluates the

system's flexibility and its capacity for elaboration and restructuring, as revealed

by the reshuffling of the system's alliances, coalitions, and subsystems in

response to changing circumstances.

Third, the therapist examines the family system's resonance, its sensitivity

to the individual members' actions. Families fall somewhere on the range

between enmeshment, or such extreme sensitivity to individual members' inputs

that the threshold for the activation of counterdeviation mechanisms is

inappropriately low, and disengagement, or such extremely low sensitivity to



Practicum 14

individual members' inputs that the threshold for the activation of

counterdeviation mechanisms is inappropriately high.

Fourth, the therapist reviews the family life context, analyzing the sources

of support and stress in the family's ecology. Fifth, he (the therapist) examines

the family's developmental stage and its performance of the tasks appropriate to

that stage. And sixth, he (the therapist) explores ways in which the identified

patient's symptoms are used for the maintenance of the family's preferred

transactional patterns. (p. 130)

It is important for the therapist to recognize and avoid at least three potential

pitfalls that can occur during structural assessment (Minuchin, 1974):1) Ignoring the

developmental stage and process of the family; 2) Ignoring some family subsystems

while focusing on others; 3) Supporting and joining with only one family subsystem.

lntervention

Theory of change. The family is the immediate context in which each family

member functions (Minuchin, 1974). Change in the subjective experiences of family

members is achieved from a structural approach through altering the relationship these

members have within this immediate context (Minuchin, 1974). A structural orientation

approaches individual family members within their family context and focuses on

altering the family structure/organization (Minuchin, 1974). Through altering the

transactional pattems of the family, the experiences and relationships of individual family

members also change (Minuchin, 197 4).

As mentioned earlier in the discussion of family dysfunction, families who seek

therapy tend to be stuck in patterns of transaction that were once functional, but due to
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change in circumstance are now problematic (Minuchin & Fishman, 1981). Structural

family therapy can be viewed as a process of helping families get unstuck from obsolete

patterns of transaction by creating enough of a crisis to push the family to explore new,

more functional ways of being (Minuchin & Fishman, l98l).

It is important to recognize that a structural approach achieves change by altering

the current family context (Minuchin, 1974). Unlike many traditional therapeutic

approaches, the past is not the focus of structural intervention (Minuchin,1974). "Since

the past was instrumental in the creation of the family's present organization and

functioning, it is manifest in the present and will be available to change by interventions

that change the present." (Minuchin,l974, p. 14).

Goals. The goals of therapy are negotiated between the therapist and the family

(Colapinto, l99l). Negotiation involves a process of identiffing and agreeing upon the

particular problem that the family would like solved. Both the family and therapist

would like therapy to result in the solution of the problem, but they often disagree on how

to reach that goal (Colapinto, 1991). Families tend to want the problem to be solved, but

their current family structure to stay the same. They expect intervention to be focused on

changing identified problematic individuals within the family system (Colapinto, 1991).

The therapist, on the other hand, focuses on changing the family system as a whole

through altering the family structure in such away that the problem will no longer exist

(Colapinto, l99l).

Role of the therapist. The therapist operating from a structural orientation is not a

neutral, passive, facilitator of change (Minuchin, 1914). Rather, the structural therapist

actively uses herself or himself in interaction with the family to challenge and alter
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specific family transactions (Aponte & VanDeusen, 1981). The therapist attempts to

catalyze change by developing relational opportunities for the family to attempt

alternative transactional patterns (Aponte & VanDeusen, l98l). Essentially, the role of

the structural therapist is to serve as the fulcrum for change by joining the family system

and actively altering the position of family members and problematic patterns of family

transaction (Minuchin, 197 4).

Joining. Joining involves actions on the part of the therapist with the direct

purpose of developing a relationship with individual family members and the family as a

whole (Minuchin, 1974). It is through the process ofjoining that atherapist can develop

an understanding of a family's transactions and create an atmosphere where intervention

and change are possible (Minuchin & Fishman, 1981). Joining with a family may or may

not help move the family towards the goals of intervention, but when successful it

increases the likelihood that the therapeutic relationship will continue and thus have

further opportunity to achieve the desired goals (Minuchin,1974). There are three

distinct levels of involvement with a family from which joining maneuvers can be

performed (Minuchin & Fishman, 1981):

First, from a close position, the therapist recognizes and validates the experiences,

strengths, and reality of the family system andlor subsystems (Minuchin & Fishman,

1981). The therapist responds sensitively to the difficulties of the family system and

finds ways to confirm negative characteristics and behaviors in a way that does not

emphasize responsibility.

Second, from a middle position, the therapist joins the family by serving as a

neutral listener (Minuchin & Fishman, l98l). The therapist is not operating at an
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emotional level as in the close position, but actively helps the family to share their story

and experiences (Minuchin & Fishman, 1981).

Third, from a disengaged position, the therapist joins the family from the position

of being an expert (Minuchin & Fishman, 1981). Using knowledge and understanding of

theory and intervention, the therapist can create situations that instill a sense of

confidence and hope within the family (Minuchin & Fishman, 1981). From the

disengaged position, the therapist "...functions not as an actor, but as a director."

(Minuchin & Fishman, 1981, p.40).

Minuchin and Fishman (1981) recognize that therapists can sometimes have

difficulty finding common ground with client families and thus have difficultyjoining

with them. In such situations, they suggest that the therapist find away to be helpful to

the family. Therapists tend to like the clients that they are successful in helping. Thus, if

the therapist can find a small way to be helpful with a family, there will likely no longer

be a problem with joining (Minuchin & Fishman, 1981).

Accommodation. An important and related concept to joining in structural family

therapy is that of accommodation. Accommodation refers to the active adjustment of the

therapist to take on the family's style of interaction and to accept certain aspects of its

organization, in order to facilitate the development of a therapeutic relationship

(Minuchin,1974). Through accommodation, the therapist hopes to develop and maintain

an accepted position of trust in relation to the family system (Aponte & VanDeusen,

1981). From such a position, the therapist has a foundation from which they can

challenge the family to change (Aponte & VanDeusen, l98l). If the therapist does not
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have the trust of the family and acceptance into their support network, any attempted

restructuring maneuvers are likely to be rebuffed.

Intervention strategies. There are many specific intervention techniques used by

structural therapists as restructuring maneuvers in working with families. These include

enactment, boundary-making techniques, escalating stress, and assigning tasks, among

others. Rather than describe each technique in detail, it may be more conceptually useful

to briefly review the three main, over-arching strategies of the structural approach as

described by Minuchin and Fishman (1981).

The first strategy is to challenge the symptom (Minuchin & Fishman, 1981).

Families seeking therapy are seeking it for a reason. There is some difficulty or problem

that they want solved. Sometimes, one family member is defined as the focus or source

of this problem. Sometimes, there exists a problem within a specific subsystem of the

family. 'Whatever the case, the focus of the structural therapist is that the problem is not

just in a particular individual or subsystem, it is part of a reaction by the entire family

system to some form of stress (Minuchin & Fishman, 1981). "The therapist's task, then,

is to challenge the family's definition of the problem and the nature of their response."

(Minuchin & Fishman, 1981, p. 68). By helping the family view the problem as

relationally versus individually based, the therapist can prompt the family to attempt new

solutions to the problern (Minuchin & Fishman, 1981).

The second strategy for intervention involves challenging the family structure

(Minuchin & Fishman, l98l). Families seeking therapy are likely stuck in obsolete

transactional patterns that have become problematic (Minuchin & Fishman, l98l).

Challenging the proximity and distance between the members of significant family
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subsystems can force the family to alter the problematic transactions and experience new

ways of existing together (Minuchin & Fishman, 1981).

The third strategy for intervention is challenging the family reality (Minuchin &

Fishman, 1981). Family transactional patterns are based in the family's sense of reality.

In a complementary fashion, the family's sense of reality also restricts the range of

transactions that the family views as available to them (Minuchin & Fishman, l98l). By

challenging how families view the nature of their problems, the nature of their

environment, and the nature of themselves, the possibility of acting and experiencing in

different ways becomes available (Minuchin & Fishman, 1981).

Strategic Famil)¡ Therapy

Strategic approaches to family therapy are approaches in which the therapist

designs and implements an intervention strategy that is unique to each problem presented

(Madanes, 1991). From a strategic perspective the therapist takes responsibility for

initiating what occurs in therapy, as well as, for its outcome. If the presenting problem of

a family remains unsolved, the therapist takes responsibility for the failure (Madanes,

l99l). Strategic therapists view problems as occurring within a social context rather than

as isolated difficulties. This context is usually the family system, but at times may

include significant systems outside of the family (Madanes, I 99 1). The primary tool of

strategic iirtervention is to give families directives (i.e. specific tasks) to carry out both

within therapeutic sessions, as well as, at home (Madanes 1991). In that strategic

therapists design a specific therapeutic plan for each presented problem, it is believed that

strategic therapy is applicable to almost, if not every client situation (Madanes, 1991).
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Strategic approaches to family therapy are not a unitary discipline, but rather, a

group of approaches that differ both conceptually and methodologically (Nichols &

Schwartz, 2001). Primary strategic approaches include the strategic models of Jay Haley

and Cloe Madanes, the members of the Mental Research Institute (MRI), which has

included Paul V/atzlawick, John Weakland, and Richard Fisch, and the approach of the

Milan systemic group (Nichols & Schwartz,200l). These different schools of strategic

therapy all arose out of the therapeutic approach practiced by Milton Erickson (Madanes,

l98l). Three basic principles of Erickson's work are common to most models of

strategic therapy: "...they share a belief that (l) therapy should be brief (2) most people

are not pathological, and (3) change can be brought about suddenly and profoundly."

(Nichols & Schwartz, 2001, p. 3a7).

The following review of strategic therapy is primarily focused on the approach

developed by Jay Haley with some attention given to the earlier works of Cloe Madanes.

Jay Haley worked alongside Salvador Minuchin and Braulio Montalvo at the

Philadelphia Child Guidance Clinic where he was involved in the development of

structural family therapy (Colapinto, l99I). Though Haley moved on to develop a

strategic approach to family therapy, he incorporated the structural view of family

organization into his approach as a context for assessment and intervention (Nichols &

Schwartz, 2001). Hei emphasized the hierarchical aspects of family structure, whereas,

Minuchin tends to emphasize the proximity of family members (i.e. enmeshment and

disengagement) (Nichols & Schwartz,200l). Thus, Haley's strategic approach appears

to be the natural selection in building towards an integrated structural-strategic approach.

Haley's model of strategic therapy was first clearly described in his book, Problem-
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Solving Therapy (Haley, 1976), which has since been published in an updated form

( l e87).

View of the Individual

Just like structural family therapy, the strategic approach is a systemic orientation.

Strategic therapy approaches problems from within the context of the family (Haley,

1987). The focus of assessment and intervention is on the family/social context rather

than on individual factors of pathology (Haley, 1987). From this perspective "...a

problem is defined as a type of behavior that is part of a sequence of acts between several

people. The repeating sequence of behavior is the focus of therapy." (Haley, 1987, p.2).

Due to this problem-in-context approach, separation between the individual and the

family is not helpful or relevant (Haley, 1987).

The Functional Family

Most strategic authors have focused their writings on the issue of dysfunctional

families rather than those that are functional and healthy (Stanton, l98lb). The main

exception to this rule is in the area of the family developmental life cycle (Stanton,

l98lb). Strategic therapists recognize and understand the potential difficulty families can

face as the family progresses through natural transitions, such as marriage, the birth of

children, children entering adolescence, etc. (Stanton, 1981b). Families that are

functional are able to maneuvei through these normal life transitions without much

difficulty (Stanton, I 98 lb).

In terms of family organization, functional families have boundaries, hierarchies,

and other structural attributes that conform to generally accepted cultural standards

(Haley, 1987). A functional family has an established hierarchical organization, which is
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generally accepted by family members (Haley, 1987). It does not have to be a particular

hierarchical structure, but some form of functional, accepted hierarchy must exist (Haley,

1987). From a strategic perspective, descriptions of functional interactions among family

members are not meant to serve as a strict definition of what all normal families look

like. They are meant as a template to help guide therapy (Haley, 1987).

The Dysfunctional Family

From a strategic perspective, dysfunction is the result of narrow, repeated

sequences of behavior within the family system (Haley, l98l). Such sequences are rigid

in nature and prevent the exploration of alternative forms of behavior (Haley, 1987).

They function as constantly repeating feedback loops, in which the behaviors of family

members affange into pattems that occur in sequence over and over again (Stanton,

leslb).

As mentioned earlier, healthy families display a functional family hierarchy,

which is accepted and adhered to by family members. Dysfunctional families, on the

other hand, lack a functional hierarchy. For example, a common characteristic of family

dysfunction from a strategic perspective is the existence of coalitions among members in

different levels of the family hierarchy (Hale¡ 1987). It is not necessarily the existence

of these coalitions themselves that are problematic. It is the repeating pattern of

coalitions across levels of hierarchy, as a òharacteristic of the family system, that indicate

family dysfunction (Haley, 1987). 'When family hierarchy is confused, individual family

members may develop problematic symptoms as a result (Haley, 1987).

ln some situations, family problems may arise or be exacerbated due to failed

attempts at solving an already existing family difficulty (Watzlawick, Weakland, and
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- Fisch, 1974). First, the family may attempt to solve an existing problem at the wrong

level of change (Watzlawick et al.,1974). First-order change involves change within the

existing parameters of the system, whereas second-order change involves change to the

system itself (Watzlawick et al., 1974). Repeated sequences of behavior (as in the above

example of repeated coalitions across levels of family hierarchy) are often repeated

attempts at first-order change when second-order change is required (Watzlawick et al,

1974). These failed attempts at a solution can become problematic in their repetition and

worsen an already difficult situation. Second, the family may deny the existence of a

problem and fail to take action in finding a solution. Third, the family may wrongly

attempt to solve a problem that either does not exist or is unchangeable.

The strategic approach views family dysfunction as the result of narrow, repeated

behavioral sequences around a problem (Haley, 1987). Problematic sequences of

behavior may arise, in some cases, due to analogical and metaphorical communication

regarding existing difficulties being expressed within the family system (Madanes, l98l).

The symptoms of a particular family member or problems between family members may

be metaphorical representations of other struggles or problems within the family

(Madanes, l98l). By interacting around the metaphorical syrnptoms/problems, the

family is not able to address and resolve the actual problems that the metaphors represent

(Madanes, l931). Madanes (1981) provides a simplè illustration of this process in the

context of a marital dispute:

A system of interaction develops around a symptom in one spouse and becomes

an analogy for a marital struggle that the couple cannot resolve. That is, the

s¡rmptom itself is metaphor...and the way the couple deal with the sSmptom is a
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system metaphor for other types of interaction in various areas of their lives

(Madanes, 1981, p.32).

An important context of how strategic therapists view family dysfunction is the

family life cycle (Stanton, l98lb). During normal transitions in family development, the

family must adjust to changes with new ways of interacting with one another.

Dysfunctional families are unable to adapt to the changes involved in a developmental

transition and are viewed as being stuck in obsolete patterns of behavior (Stanton,

1981b). It is important for strategic therapists to keep developmental issues as part of

their framework for working with families (Stanton, l98lb).

Assessment

Strategic therapists view problems as occurring in the context of the family

system (Haley, 1987). A problem can be defined from several different perspectives

depending on the number of individuals that are included in the assessment (Haley,

1987). The unit of assessment should include the number of family members that

provide the most therapeutic options (Haley, 1987). The therapist who assesses problems

in terms of three or more involved persons, rather than from an individualistic

perspective, will have more therapeutic options available (Haley, 1987). Haley (1987)

argues that assessment should begin by including all family members who live in the

same household. As information is gathered from the family, sòme family members can

be excluded and/or significant others can be included, if necessary (Haley, 1987).

Assessment and intervention in strategic therapy go hand in hand with one

another (Stanton, 1981b). A primary tool for assessment is for the therapist to intervene

in the family system and then watch how it reacts (Stanton, 1981b). By observing the
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reactions of family members the therapist is able to identiff areas of difficulty for the

family (Stanton, 1981b). "Particular attention is paid to the interactional sequence of

behaviors." (Stanton, l98lb, p. 366). Information is gathered regarding sequences of

behavior that appear to be problematic and these sequences serve as the focus of

intervention (Stanton, I 98 1b).

Several issues addressed in the earlier discussion regarding dysfunctional families

may frame how a strategic therapist assesses problematic behavior sequences within a

family. The therapist may assess whether a repeating behavior sequence that is

problematic may be serving as a wrongly attempted solution to a previously existing

family difficulty (Watzlawick et al., 1974). The therapist may also assess whether a

problem itself or the repeating sequence of behaviors around it may be metaphorical

representations of other problems or conflicts that the family is unable to resolve (Haley,

1987; Madanes, 1981). In most cases, strategic therapists place an importance on

assessing problems within the context of the family's position in the developmental life

cycle (Stanton, 1981b). As well, the structure of the family, including the state of its

hierarchical organization, can be regarded as important (Haley, 1987).

Intervention

Theory of change. Strategic therapists view problems or synptoms within the

family as being developed andlor maintained by repeated sequences of beÈavior among

family members (Haley, 1987). Change in the family system is achieved by altering or

replacing problematic, repeated sequences of behavior, thus allowing for the emergence

of new, more diverse behavioral repertoires (Haley, 1987). The strategic therapist
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achieves this change by joining with the family system and using hislher own behavior to

make it impossible for the current sequences to continue in the same way (Haley, l98l).

The step from dysfunctional to functional behavior is difficult for most families to

make in one therapeutic maneuver (Haley, l98l). Change should be planned to occur in

intermediate steps (Haley, 1987). Intervention plans often involve moving the family

from one state of dysfunction to a different kind and quality of dysfunction in gradual

steps towards a functional family system (Haley, 1987).

From a strategic perspective, there are two distinct levels of change: first-order

and second-order (V/atzlawick et al., 1974). First-order change involves change within a

system with no change to the system, whereas, second-order change involves change to

the system itself (Watzlawick et al., 1974). Repeated sequences of behavior involving a

problem in the family are viewed as wrongly attempted solutions to existing difficulties

in the family (Watzlawick et al., 1974). By helping families alter their narrowly rigid and

repeated patterns ofbehavior, the therapist hopes the family will develop a more flexible

repertoire ofproblem-solvingbehaviors (Nichols & Schwartz,200l). "'When this

-happens, 
families will achieve second-order change - a change in the rules governing

their response to problems." (Nichols & Schwartz,200l).

Goals. From a strategic perspective, ".. .the main goal of therapy is to get people

to behave differently and so to have different subjective experiences." (Haley, 1987, þ.

56). Early in the therapeutic relationship, the therapist must clearly negotiate with the

family exactly what changes they would like as a result of therapy (Haley, 1987). These

goals must be agreed upon by all family members and be stated in a changeable,

operational manner (Haley, 1987). "The first obligation of a therapist is to change the
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presenting problem offered. If that is not accomplished, the therapy is a failure." (Haley,

1987,p.135).

As in structural family therapy, the goals of the strategic therapist and those of the

client family often differ in nature. Family members are focused on change occurring at

the individual level (i.e. fixing a particular symptomatic family member), whereas the

therapist is focused on creating change within the family as a whole (i.e. repeating

patterns of behavior among family members) (Haley, 1981). Debating the focus of

therapy with the family is not helpful and may actually interfere in achieving the family's

therapeutic goals (Haley, 1987). Instead, the therapist ought to focus on the family's

identified problem as a method of gaining its cooperation in the therapeutic relationship

(Haley, 1987). It is the therapist's responsibility to view the problem in terms of multiple

family members and to create situations that will alter family sequences in a way that

resolves their identified problem (Haley, 1987).

Role of the therapist. The role of the strategic therapist is active (Haley, 1987).

The strategic therapist attempts to use their own therapeutic activities to achieve change

within the family system. Responsibility for the direction and outcome of therapy lies on

the shoulders of the therapist (Stanton, l98lb). If the therapy is unsuccessful in

achieving the goals agreed upon by the family, it is not due to resistance of the family,

but due to failure on the part of the therapist to actively engage the family or to

implement an appropriate intervention plan (Stanton, 1981b). On the other hand, if

therapy is successful, the therapist must actively defer responsibility to the family

(Stanton, l98lb). If the family is encouraged to believe that change was the result of

their own efforts and behavior, they are more likely to develop a sense of competence and
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strength versus dependency on the therapist (Stanton, l98lb). Ideally, ". ..therapy works

best if the therapist can become intensely involved and then rapidly disengages, being

willing to give credit to the family for improvement." (Haley, 1987, p. 145).

Intervention strategy. In strategic therapy, the central element of intervention is

the use of directives; giving families specific tasks to carry out both in-session and/or at

home (Hale¡ 1987). Directives are designed to promote change in the presenting

problem of the family by altering the sequence of behaviors in which it is a part (Haley,

1987). The therapist usually attempts to use the presenting problem itself as leverage in

the directive for inducing change in the family system (Haley, 1987). Each directive is

designed to fit the idiosyncratic details and needs of each family's specific situation

(Haley, 1987).

According to Haley (1987), there are three specific reasons for giving directives

to families. The first and primary reason is that when family members follow an assigned

directive, they behave in different ways and thus experience each other and their context

from a new perspective (Haley,1987). This first reason, in and of itself, is the central

goal of strategic therapy in achieving change (Haley, 1987). Second, directives can be

used to engage the family in a more active and intense therapeutic experience (Haley,

1987). By giving the family a directive to follow at home, family members will be forced

to continue therapeutic activity in their own environment away from formal sessions with

the therapist. Third, whether the family follows an assigned directive or not, it creates an

opportunity to gather information about the family (Haley, 1987). If the family follows

the directive, the therapist can gather information about the family's reactions to the

experience, the outcomes of following the directive, etc. If the family does not follow the
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directive, the therapist can still gather information about the response of the family to the

directive, why the directive was not followed, what the family did instead, etc. Both

situations provide the therapist with useful information.

Inte grated Structural- Strategic Family Therapy

A growing number of clinicians have been utilizing an integrated structural-

strategic approach to family therapy (Fish & Piercy, 1987). Stanton (l98la) presented a

conceptual guideline for combining structural and strategic therapies in practice. What

follows is abrief review of Stanton's integrated approach:

Depending on how one interprets the two approaches, structural family therapy

and strategic therapyhave several significant theoretical and technical differences, as

well as, similarities (Fish & Piercy, 1987). The issue of similarity and difference is

complicated by the factthat strategic therapy is not a uniform discipline, but a grouping

of approaches that in some ways significantly differ from one another (Fish & Piercy,

1987). Stanton (l98la) outlines several similarities shared by structural and strategic

approaches in general. These similarities include: (l) people are viewed as existing

within a context that they both affect and are affected by, (2) the developmental stage of

the family serves as a context for assessment and intervention, (3) s¡rmptoms can be

maintained by the family system and in tum can serve to maintain the family system, (4)

change in the family context allows for change and the emergence of new behaviors in

family members, (5) the primary focus of assessment and intervention is the present

versus the past, (6) family processes are considered more important than the content of

family interactions, (7) intervention aims to alter repeated patterns of family behavior, (8)

regardless of method and focus of intervention, the goal is to alleviate the family's
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presenting problem, (9) the therapist takes responsibility for directing therapy, as well as,

for the outcomes of treatment, and (10) tasks prompting new and different behaviors may

be assigned to the family (Stanton, 198 I a).

Stanton (l98la) provides three guidelines for integrating the use of structural

family therapy and strategic therapy in practice: First, therapy should begin with the

therapist assuming a structural stance. Stanton argues that the structural approach tends

to be more direct and straightforward than strategic approaches. Structural therapists

primarily use direct techniques in comparison to the strategic bias towards paradoxical

intervention (Fish & Piercy, 1987). Structural intervention also tends to occur within the

confines of the therapeutic session, whereas strategic intervention often involves tasks to

be performed by the family away from the supervision of the therapist. Thus, it makes

sense for the therapist to begin with a structural approach where they do not have to

postulate the potential ramifications of therapeutic activities outside of the session

(Stanton, l98la). It makes sense to begin as simple as possible and to only complicate

matters when necessary (Stanton, 1981a).

The second guideline presented by Stanton (1981a) is that therapy should shift

towards a strategic approach when the structural approach does not appear to be working.

"The rationale here is that strategic techniques were developed from treating excessively

homeostatic families...and are more effective for dealing with extreme 'resistance."'

(Stanton, l98la, p. a3l). A switch should be made from a structural to a strategic

approach if the family appears to be expending large amounts of energy in defensiveness

directed at the therapist andlor if intervention is not producing second-order change

(Stanton, l98la). If the therapist learns prior to meeting afamily that they have had a
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long string of unsuccessful therapeutic experiences or specifically that previous attempts

at structural family therapy have failed, the therapist may choose to begin therapy from a

strategic standpoint (Stanton, 1981a). Also, it is possible that in the course of treatment

the therapist may become trapped in following family content andlor may begin to feel

lost and confused in terms of the direction of therapy. In such cases, it is advisable for

the therapist to shift towards a strategic approach, which focuses primarily on specifìc

sequences of family behavior (Stanton, l98la).

The third guideline for integrated structural-strategic therapy is that the therapist

should shift back to a structural framework following success with strategic methods

(Stanton, l98la). Strategic methods place a great deal of emphasis on the identified

patient in the family or on the behavioral sequences surrounding a specific

problem/symptom. Shifting back to a structural format allows for more emphasis on the

family structure as a whole (Stanton, l98la).

Critiques of Systemic Family Therapies

For every thesis, there is an antithesis. Frustrating as it may be for the author of

the original thesis, the antithesis is a good thing. The pu{pose of the antithesis is not to

replace the original idea or concept, but to serve as a check and balance, a theoretical

watchdog. Challenges and critiques to a new (or long-standing) idea help to identifr

existing deficiencies and force it to become a better, more comprehensive theoretical

concept.

The previous sections have reviewed the history and substance of both structural

family therapy (SFT) and an approach to strategic family therapy. Over the next few

pages, a sampling of the challenges directed toward these therapies from the feminist
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perspective will be briefly presented. The purpose is not to explore these issues in depth,

but to draw attention to two central aspects of the feminist critique regarding structural

and strategic approaches to family therapy: power and social context.

Power and Social Context

"The feminist critique was family therapy's rudest awakening" (Nichols and

Schwartz, 2001, p. 317). Criticism from feminist authors openly challenged "traditional"

approaches to family therapy around the concepts and reality of relational and practical

power. This included the nature and use of power by the therapist in the therapeutic

system and the inherent, but unacknowledged, patriarchal social context in which

therapy and family life take place.

Feminist criticism asserted that both structural and strategic family therapies clearly

place the therapist in the position of expert. From this position, the therapist can both

define the problem and devise interventions for its alleviation (McGoldrick, Anderson,

and Walsh, 1988). As a result, power in the therapeutic system functions through a top-

down hierarchical structure. The knowledge, ideas, and values of family members are

often not accessed enough by the therapist resulting in a lack of therapist/family

collaboration (McGoldrick et al., 1988). By serving as expert, the family therapist

practicing from a systemic perspective willingly or unintentionally prevents family

members from having an influence in the development of goals and the process of their

treatment. As discussed in earlier sections, the therapeutic goals of the family and the

therapist tend to differ significantly in both structural and strategic approaches to family

therapy. By limiting forthright therapist/family discussion regarding differing opinions
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about the focus of the therapeutic process, the therapist's position of power inherently

ensures that their theoretical values will prevail.

In addition to their theoretical orientation, the therapist tends to function from a

perspective based on Western values that are imposed on the family and are not openly

deconstructed during therapy (Unger, 2002). These values often reflect apatnarchal

social system in which there is a gender power differential that favours men. Feminist

criticisms of the structural approach have stated that SFT, which was largely formulated

by men, does not openly acknowledge and address the unique social context of women.

For example, McGoldrick et al. (1988) argues that SFT tends to be presented from within

a patriarchal framework. Proponents of the approach often emphasize case examples

citing the over-involvement of mothers with their children. Tying a family's problem to

the mother/child relationship, without exploring the socialization process of women, both

ignores social context and can result in mother-blaming (McGoldrick, et al., 1988).

Ault-Riche (1986) also argues that the structural concept of complementarity does

not recognizethe financial, cultural, and psychological restraints that prevent many

women from "asserting themselves, confronting other family members, and experiencing

freedom to leave the family'' (p. 6). Minuchin addresses causality of family dysfunction

through the concept of complementarity; that the behavior of all family members

contribute to maintaining the system's status quo. Though the behavior of women does

contribute to maintaining the current structure of their family system, their behavior is

highly hindered by the patriarchal system in which the family exists (Ault-Riche, 1986).

Similar to the structural approach, strategic family therapy does not acknowledge the

unique social context of women. Strategic approaches do not overtly acknowledge that
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women, on average, have fewer marketable skills and lower social status than men (Ault-

Riche, 1986). Thus, it does not address the fact "...that the symptom (i.e., a contract

between two or more people that is adaptive to their relationship) is a contract between

unequals" (Ault-Riche, 1986, p. 8). Hierarchy is a central concept in strategic therapy,

but the model does not distinguish between the differing levels of power held by male

and female parental partners (Ault-Riche, 1986).

Family therapists are often warned not to impose their own ethnic, cultural, or

personal biases on clients (Ault-Riche, 1986). This warning is important in that it

emphasizes that the therapist's.way of being is not the only healthy, normal way to live.

Danger exists in that it can be taken to mean that therapists should not interfere with

cultural or relational values that are oppressive to women (Ault-Riche, 1986).

Confl icting Evaluations

Feminist critiques have presented important challenges to structural and strategic

approaches to family therapy. However, these challenges do not mean that feminist

values and the practice of systemic family therapy are mutually exclusive:

In spite of the valid criticisms of structural family therapy, in many ways it is

amenable to practice from a feminist perspective (Ault-Riche, 1986). "Although the

model does not explicitly encourage such activities as therapist shopping, challenging of

stereotyped sex-role behavior, and use of non-sexist language, it permits all of these and

is definitely a competency-based therapy'' (Ault-Riche, 1986, p.7). As well, by viewing

symptoms from a systems perspective, individual pathology and the often-accepted

emphasis on mother blaming can be avoided.
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A feminist evaluation of strategic family therapy also produces conflicted results:

Strategic therapy is viewed as efficient and respectful, but in need of elaboration

regarding the effects of a patriarchal, social context on the family system (Ault-Riche,

1 e86).

Feminist criticisms of systems theory have challenged proponents of structural and

strategic family therapies to place more emphasis on contextualization, power, privilege,

cultural sensitivit¡ and mutual dependency (Unger, 2002). In response to these

criticisms, family therapists working from systemic perspectives have become more

appreciative of family strengths, less focused on families as pathological, and more aware

of gender issues. A shift towards more open, collaborative therapeutic relationships has

begun to replace the belief that families are inherently resistant and intervention

(William, 2002).

Family Therapy Research

The purpose of the following discussion is to review both the current and

foundational outcome research findings concerning structural and strategic family

therapy. The review is not extensive and merely serves to demonstrate the promising

efficacy of these approaches as viable therapeutic options. It is important to remember

that both structural and strategic approaches are classified as systemic therapies. In that

some research literature addresses the efficacy of systemic family therapies in general, a

brief discussion of such findings is included, as is a section discussing the efficacy of

integrated structural-strategic approaches. The discussion is concluded with a brief

section involving some of the primary weaknesses of family therapy research.
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Systemic Family Therapy - General

There has been considerable debate in the clinical field regarding which

therapeutic orientation garners the best outcome results when applied in marital and

family therapy (MFT) (Shadish, Ragsdale, Glaser, & Montgomery, 1995). In conducting

ameta- analysis of the major findings in MFT research, Shadish et al. (1995) concluded

that no particular orientation appears to be superior to another. Therapies from a

systemic orientation, including both the structural and strategic approaches, appear to

yield similar outcomes to those of other major orientations, such as psychodynamic,

behavioral, etc. (Shadish et al., 1995). Although they admit that there is a need for

further work, Shadish et al. (1995) report that research regarding treatment outcomes of

the major MFT orientations often reveal moderate to significant treatment effects.

Bray & Jouriles (1995) looked specifically at reviews of research involving

various family therapy approaches in working with married couples experiencing

relational distress. Marital therapy appeared to be effective in reducing marital

complaints and increasing the satisfaction of spousal partners (Bray & Jouriles, 1995).

'Whereas behavioral marital therapy has been the most extensively researched, systemic

approaches, which would include structural and strategic therapies, have demonstrated

efficacy when applied in marital contexts (Bray & Jouriles, 1995).

Family therapy from a systemic orientation may be effective in the primary

treatment of alcoholism in a family member (Edwards & Steinglass, 1995). Edwards and

Steinglass (1995) reviewed family therapy research in the area of alcoholism and found

that systemic approaches gamered statistically significant results in the short-term (i.e.

follow-up at 6 months), but not over the long-term (i.e. follow-up at I year or more). The
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reasons for the drop-off in treatment gains over the long-terln were unclear, but Edwards

and Steinglass (1995) did note that none of the reviewed studies had a comprehensive

after-care program in place to support the families. One of the reviewed studies that

demonstrated strong preliminary effects in the treatment of alcoholism was by Zweben,

Pearlman, and Li (as cited in Edwards & Steinglass, 1995). That particular study

involved a treatment approach that assessed the family's typical patterns of interacting

around the alcoholism, as well as, the possible adaptive role that alcoholism played in

family functioning. Both these focuses of assessment are aspects of structural andlor

strategic therapy, which indicates that they may be useful family-based approaches in the

primary treatment of alcoholism.

Structural Family Therapy

The development of structural family therapy was strongly influenced by

Minuchin's work in the 1960s with juvenile delinquents at the Wiltwyck School for

Boys. One would assume that with such influence in the development of the theory, the

structural approach would be quite efficacious in treating conduct and other behavior

disorders in children and adolescents. A review of the research literature by Chamberlain

& Rosicky ( 1995) does in fact indicate that this assumption may be true. Kazdin reports

that family-based intervention demonstrates more promise in the treatment of conduct

di'sorders in children and adolescents than other forms of treatment (as cited in

Chamberlain & Rosicky, 1995). In a study conducted by Szapocznik et al., structural

family therapy garnered the same level of improvement in Hispanic families with

adolescent boys displaying behavioral and emotional problems, as did other treatment

approaches, such as individual therapy and recreational therapy (as cited in Chamberlain
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& Rosicky, 1995). Family therapy does appear to influence improvement in the behavior

of adolescent boys (Chamberlain & Rosicky, 1995). The findings of a series of studies

conducted by Alexander and colleagues also indicate that a variation of structural family

therapy helps reduce behavior problems in troubled adolescents and also has positive

outcomes for their siblings (as cited in Chamberlain & Rosicky, 1995).

Structural family therapy has also been applied in the treatment of children and

adolescents suffering with asthma and diabetes (Campbell & Patterson, 1995) and has

received some preliminary, empirical support (Gurman & Kniskem, 1981). Minuchin

and his colleagues postulated that these illnesses were exacerbated due to patterns of

interaction in what they named psychosomatic families (as cited in Campbell &

Patterson, 1995). In well-cited studies by Minuchin and his colleagues, structural family

therapy was performed with children who had asthma and diabetes, the results of which

indicated that all child participants experienced a reduction in symptoms (as cited in

Campbell & Patterson, 1995). Several studies have also been performed in other areas of

psychosomatic illness including anorexia nervosa and psychogenic pain (Aponte &

VanDeusen, l98l). Minuchin and his colleagues gathered psychosomatic case study

information, including repeated follow-up assessments, over the course of nearly ten

years (as cited in Aponte & VanDeusen, 1981). A majority of the clients involved in

treatment deìnonstrated a great deal of improvement in terms of synptoms and behaviors,

which appeared to be maintained at long-term follow-ups (Aponte & VanDeusen, 1981).

Gurman & Kniskem (1981) argued that structural family therapy should be considered

the treatment of choice for child and adolescent psychosomatic symptoms. However, the
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overwhelming results obtained by Minuchin and his colleagues have yet to be replicated

(Campbell & Patterson, 1995).

Strategic Therap)¡

Evaluating the outcome of therapy is an important aspect of strategic approaches

(Aponte & VanDeusen, l98l). However, most evaluation is not rigorous and relies

primarily on case reports (Nichols & Schwartz,200I). Only a few early studies serve as

the basis for strategic outcome research (Nichols & Schwartz,200I). One such study,

conducted by Langsley, Machotka, and Flomenhaft, demonstrated that family crisis

therapy, an approach that contains several aspects of the MRI and Haley strategic

therapies, was very effective in reducing the need for hospitalization of psychiatric

patients (as cited in Aponte & VanDeusen, 1981). However, Gurman and Kniskern

(1981) question whether the Langsley approach really qualifies as a strategic therapy.

'Watzlawick, 
Weakland, and other MRI colleagues conducted another well-cited study

regarding the outcome of strategic therapy (as cited in Aponte & VanDeusen, l98l;

Nichols & Schwartz,2O0l). Ninety-seven follow-up phone interviews were conducted

with families three months after the conclusion of therapy. Over seventy percent of

families reported significant improvement or complete success in meeting the goals of

therapy.

Although contròlled outcome studies have yet to be conducted, an evaluation of

family therapy techniques conducted by Prince and Jacobson (1995) indicates that

strategic therapy is applicable in the treatment of affective disorders, such as depression.

That family processes and the affective well being of individual family members are

strongly associated has been well documented and supported (Prince & Jacobson,1995).
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Coyne's strategic therapy implicates and intervenes at the level of behavior sequences

among family members, which contribute to both the development and maintenance of

depression in the identified patient (as cited in Prince & Jacobson, 1995)

Intesrated Structural-S tratesic Therapy

In their review of the research literature concerning the outcomes of family

therapy with drug abuse, Liddle and Dakof (1995) report that integrated structural-

strategic approaches appear to show promise of being effective in treatment. Szapocznik

and his colleagues conducted two studies that demonstrate the effectiveness of an

integrated structural-strategic approach in engaging families to continue treatment and in

reducing adolescent drug use (as cited in Liddle & Dakof 1995). In these studies,

structural-strategic engagement strategies, involving concurrent diagnosis, joining, and

restructuring maneuvers that begin with the first client contact, were compared wjth

conditions in which therapist-client engagement consisted of asking about the problems

of the family, expressing polite concern, and other standard joining techniques. In both

studies, the structural-strategic engagement strategies proved far superior to other

attempts at engaging families in continuing treatment. Liddle and Dakof (1995) report

that the work of Szapocznik and his colleagues clearly illustrates the effectiveness of

structural family therapy in working with families struggling with adolescent drug abuse.

The integrated structural-sirategic family approach developed by Stanton and

Todd appears to gamer positive results in the treatment of adult drug abuse (Liddle &

Dakof 1995). In the Addicts and Families Project, Stanton and Todd found that their

integrated structural-strategic approach was very effective in reducing drug abuse in adult

family members (as cited in Liddle & Dakof, 1995). Though the integrated approach of
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Stanton and Todd did demonstrate very strong outcomes, it may be most applicable to

adult males who have regular contact with their parents (Liddle & Dakof, 1995). Stanton

and his colleagues have admitted that it is not yet known whether the integrated

structural-strategic approach is viable with other populations, such as older addicts or

women (as cited in Liddle & Dakof, 1995).

[n their review, Liddle and Dakof (1995) report that every study examining the

efficacy of family therapy in the treatment of adolescent drug abuse has presented

positive results. However, Liddle and Dakof (1995) do caution that, in general, more

research is still needed conceming the use of family therapy in treating drug abuse.

Problems/ÌVeaknesses of Current Research

Family therapy research tends to describe the efficacy of family approaches as

promising rather than as definitely effective (Liddle & Dakof, 1995). In every article,

research report, and review there is almost always a discussion regarding the need for

further research, particularly for controlled studies examining the effectiveness of family

therapy (Liddle & Dakof, 1995). Even though family therapyhas been a visible member

of mainstream therapy for approximately thirty years, its research wing appears to still be

underdeveloped and in its infancy.

As one might expect, a primary weakness in the research concerning structural

family therapy and strategic therapy is its general sparseness. Take, for example,

research concerning child and adolescent behavior disorders: An extensive review of

empirical research conducted by Estrada and Pinsof (1995) demonstrates the positive

efficacy of family therapy with conduct disorder, attention-deficit/hyperactivity disorder,

fearlanxiety disorders, and autism in children. However, the same review failed to
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uncover any acceptably controlled studies involving structural or strategic family

approaches, which have traditionally been considered treatments of choice with

childhood behavioral disorders (Estrada & Pinsof, 1995). Estrada and Pinsof are not

alone in this dilemma: While Chamberlain & Rosicky (1995) do review some positive

findings regarding structural family therapy from controlled studies, their review of

recent research also seems to reveal that very few studies have actually been done. [n

their conclusion, Chamberlain & Rosicky (1995) make what seems to be a standard

request in all family therapy literature: They ask for more research to be done on family

therapy approaches.

Gurman and Kniskern (1981) argue that the field of family therapy has not yet

advanced to the point where it can direct its research focus solely on controlled-outcome,

verification studies. Family therapy is still in the process of development and can benefit

from the use of uncontrolled, discovery-oriented studies in the process of developing

knowledge (Gurman & Kniskem, l98l). Though Gurman and Kniskern's ideas are now

over twenty years old, they still appear very relevant due to the continuing lack of

controlled studies.

One obstacle in the way of family therapy research, including structural and

strategic approaches, is the abstract nature of many central therapeutic constructs

(Gurman & Kniskern, 1981). For example, although erimeshment is a well-known

construct of structural family therapy, in some ways it is very poorly understood. Most

students, teachers, and practitioners of structural family therapy could state a textbook

definition of enmeshment. However, there is no commonly accepted definition of when

or why enmeshment is a dysfunctional or conversely a functional structure. If family
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members can function positively in an enmeshed family structure, how does one

determine when it progresses to the point of being dysfunctional? Strategic therapy,

being an approach that tailors assessment and intervention to the context of each case,

similarly suffers from abstractness (Gurman & Kniskem, l98l). By its very nature, there

is no commonly accepted process to strategic therapy (Gurman & Kniskern, l98l). Thus,

meaningful, comparative research regarding strategic therapy is near impossible.

In spite of its weakness, research in the field of family therapy have indicated

very positive outcomes which supports it as a promising mode of treatment for many

different family difficulties. Though still in its infancy, research conceming systemic

therapies, such as structural, strategic, and integrated structural-strategic approaches

reported above, clearly indicate that they are viable therapeutic alternatives.

Working with Multi-problem Families

Much of the family therapy literature makes use of the case description as a

context for outlining theoretical perspectives and intervention techniques. While case

descriptions can be helpful in clarif,iing therapeutic constructs and techniques, they tend

not to be representative of the general population. Case descriptions often involve

families with one identified problem, which is easily resolved with the support and

intervention of the therapist. In actual practice, many therapists find themselves lost and

confused as they encounter families that have multiple problems with no easily apparent

solutions. The following discussion will attend to some common characteristics

associated with multi-problem families. The special challenges relating to therapeutic

engagement with multi-problem families, as well as, some appropriate therapeutic

techniques will be addressed



Practicum 44
Multi-problem Families

Multi-problem families are families struggling to cope with various challenges

that exist in several different arenas and venues of life (Kaplan, 1986). Overwhelmed,

they often have no sense of how to address their difficulties or how to access help from

external sources (Kaplan, 1986). Many of the problems experienced by multi-problem

families are not brief, isolated events, but chronic, on-going difficulties with long and

often painful histories (Kaplan, 1986). Just as family members have repeatedly been

unable to better their situation, interventions from social agencies tend to have been

equally unfruitful. As a result, multi-problem families often dislike and distrust social

agencies, which in turn label such families as unmotivated and unworthy of receiving

help (Kaplan, 1986).

Difficulties experienced by multi-problem families occur both within the family

system, as well as, between the family and its social environment (Kaplan, 1986).

Internally, multi-problem families have difficulty mobilizing family members in order to

meet necessary family needs (Kaplan, 1986). In this sense, multi-problem families are

underorganized (Aponte, 1994). They have not been able to develop a cohesive family

organization to serve as a stable, nurturing environment that can meet the social, physical,

emotional, and spiritual needs of family members (Aponte, 1994). To an outside

observer, the multi-problem family may appear chaotic, consisting of individual family

members who are seemingly disengaged from one another (Minuchin, Colapinto, &

Minuchin, 1998). The boundaries around and within multi-problem families are often

diffuse, including hierarchical structures that are weak and inconsistent (Minuchin et al.,

lee8).
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Underorganization not only charactenzes the family environment, but the

immediate communities in which they live that may be impoverished and crime-ridden.

It is not just families that are underorganized, but often their entire ecosystem (Aponte,

1994). External problems between the multi-problem family and its social environment

are apart of the family's experience (Kaplan, 1986). These external problems may

include economic concerns in terms of poverty and the inability to financially support the

basic needs of familymembers (Kaplan, 1986). Problems maybe educational, work-

related, or even within the process of accessing and mobilizing external sources of

support (Kaplan, 1986). "Multiproblem families are often isolated and alienated,

possessing few, if an¡ positive support networks. Most face many day-to-day

environmental stresses, such as high crime, drugs, poor housing, health problems, and

financial diffi culties." (Kaplan, I 986).

Therapy with Multi-problem Families

North Americans are members of an excessively individualized society. It is no

surprise that services and programs directed at multi-problem families tend to focus on

the individual level of assessment and intervention. Many social agencies have been built

around providing services to individuals. Funding and evaluative structures are often

based on services provided to individual clients without recognizing the significant

connections of all clients to their families (Minuchin et al., 1998). Individualism is alsd

perpetuated within training programs for the professionals who will work with members

of multi-problem families. Professional training, regardless of which helping field, has a

tendency to focus on individual-oriented theories and intervention methods (Minuchin et

al., 1998). Individual approaches can be appropriate and helpful in some cases, but
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ignoring client membership in a family system serves to neglect a significant social

context and resource for addressing client difficulties (Minuchin et al., 1998).

Several sources (Aponte, 1994; Kaplan, 1986; Minuchin et al., 1998, Sharlin &

Shamai, 2000) argue that systemic approaches to assessment and intervention should be

employed when working with multi-problem families. Each source focuses on the family

as the unit of assessment and addresses issues such as family structure, boundaries,

hierarchy, problematic patterns of behavior within the family, and difficulties between

the familial and extrafamilial systems. In particular, both Aponte (1994) and Kaplan

(1986) emphasize that insight-oriented "talk" therapies are not useful with multi-problem

families. Relatively well-organized families can benefit from abstract, generalized

conversation in therapy because the family system has already built and maintained the

basics underlying human relationships (Aponte, 1994). Conversely, multi-problem

families require the concrete experience of action-based therapy because they tend to

struggle through life on a task-to-task basis and do not have the necessary experience that

talktherapy can build upon (Aponte,1994). "In therapy, the underorganized family

needs experience from which to learn - not only talking about life, but living it in a

different way." (Aponte, 1994; p.2l) When working with multi-problem families,

therapists should use concrete, action-oriented approaches that focus more on assessment

and intervention in the present, rather than orienting towards the past.

Based on the above sources, it appears that structural and strategic approaches to

family therapy are applicable in work with multi-problem families. Kaplan (1986),

Minuchin et al. (1998), and Sharlin and Shamai (2000) blatantly emphasize the utility of

the structural approach with multi-problem families. Aponte (1994) argues that most
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multi-problem families can benefit from both strategic and structural interventions in the

course of therapy. Strategic interventions are effective in breaking down current

relational entanglements, while structural interventions help re-build family structure

where the current structure has failed or where one does not exist (Aponte, 1994).

Aponte (1994) also reminds therapists not to ignore the extrafamilial contexts

surrounding multi-problem families.

Special Challenges: Multi-Problem Families and Therapeutic Engagement

Multi-problem families tend to present distinct challenges to therapists and other

related social agencies:

Many families come for treatment because a crisis has forced the issue or an

agency or court has mandated it. Motivation is uneven. They come a few times

and then do not return. When they continue in therapy, they show up irregularly,

mostly when new crises erupt. In sessions, they have trouble presenting their

stories coherently. They seem in disarray as they talk over one another or talk

hardly at all. Often workers feel they cannot do enough to make a difference and

become discouraged. (Aponte, 1994; p. ll)

McNeil and Herschell (1998) concretely describe some of the problems

experienced by multi-problem families that can interfere with their participation and

motivation in therapy. These problems include a lack of reliable transportation, lack of a

readily accessible telephone, underdeveloped organization skills, untapped cognitive

potential, and perpetual family crises (McNeil & Herschell, 1998). Each of these

problems could fall under the larger auspices of inadequate financial resources and high

levels of stress (see Fisher, Fagot, and Leve, 1998; and Lindsey, 1998). Families at risk
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from financial and life stress, such as those receiving public assistance and single-parents

of young children, constitute a large percentage of the clients that present distinct

challenges to successful therapeutic engagement (Aponte,1994; McNeil & Herschell,

1ee8).

Due to the special challenges involved in working with multi-problem families,

many family therapists and social workers view them as unappealing clients. Many

professionals admit feelings of demoralization due to the ineffectiveness of their work

with multi-problem families and view that taking on such cases as a waste of time,

energy, and resources (Sharlin & Shamai, 2000). In therapy, the demoralized beließ and

views of both the family therapist and the multi-problem family can serve to create a

coalition of despair, where there is no hope for change. In the coalition of despair,

therapists begin to imitate the beliefs and behaviors of multi-problem families and as

"...a result, they experience pseudohelplessness and feel powerless to reduce the pain for

which the families sought help." (Sharlin & Shamai, 2000; p. 38).

There are four areas that appear significant in the development of the coalition of

despair (Sharlin & Shamai, 2000): First, many multi-problem families present with

apparent disorganization of the family system, including a lack of clear boundaries. The

therapist often joins with this disorganization, which then becomes reflected in their

approach to the case and the family. 'When 
asked to describe such cases in supervision,

the therapist presents disorganized, incomplete, and sometimes inaccurate information

about the multi-problem family. 'When family therapists become disorganized they have

been found to react to families with impulse determined behavior, which further reflects

the impulsive reactivity of family members (Sharlin & Shamai, 2000).
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Second, patterns of language and thinking are significant in the development of

the coalition of despair (Sharlin & Shamai,2000). Members of multi-problem families

often demonstrate underdevelopment of verbal and conceptual skills. Similarly,

otherwise articulate and creative therapists tend to display a lack of articulation and

creativity in regard to their work with multi-problem families. In describing their work

with multi-problem families, therapists are more likely to use negative and stunted speech

involving slang words. Likewise, therapists are more likely to develop simplistic

conceptualizations of multi-problem families to the point that they define a "good guy''

and a "bad guy' as the basis of family difficulties. Such a conceptualization is almost

always overly simplistic, unrealistic, and subverts the process toward positive change

(Sharlin & Shamai, 2000).

The third area of concern is that of frustration and aggression (Sharlin & Shamai,

2000). Feelings of frustration in multi-problem families are often expressed through

verbal aggression and through actual or threat of physical violence. Family therapists are

not likely to become physically violent, but they do imitate verbally aggressive behavior

when dealing with frustrations arising from work with multi-problem families. They are

more likely to vent frustration by using harsh language and applying negative and

derogatory labels to family members in their verbal and written reports. These reports

are often heard by colleagues, who tend to absorb such beliefs about the family. This

process serves to expand the coalition of despair outside of the therapeutic system to

include workers who may have therapeutic contact with the family in the future (Sharlin

& Shamai,2000).
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The fourth area of significance in development of the coalition of despair is

hopelessness and helplessness (Sharlin & Shamai, 2000). Members of multi-problem

families often have a sense that they are helpless to change their situations and

demonstrate a lack of hope. Family therapists and other social workers tend to reflect this

same attitude in relation to the family. Families are described in negative terms and

therapists have difficulty identifuing the strengths of the family system. The shared

helplessness view between the family and the therapist seryes to "...defeat hope and

motivation, both essential ingredients for change." (Sharlin & Shamai, 20001' p. 44 - 45).

Therapists and helping professionals, who work primarily with poor, multi-problem

families, commonly develop feelings of helplessness and hopelessness due to feelings of

being undervalued. As workers, they are forced to accept low salaries, do not receive

adequate quality or quantity of supervision, and are regularly criticized for not living up

to unrealistic public expectations. Such conditions lead to burnout and add fuel to the

coalition of despair between the therapist and the family (Sharlin & Shamai, 2000).

Sharlin and Shamai (2000) offer three strategies that together can help therapists

overcome the coalition of despair when working with multi-problem families: First,

therapists should receive special preparation before beginning work with such families.

The aim of this special preparation is to replace negative attitudes and feelings of

hopelessness with the reinforcement of both the therapist's and the family's strengths and

potentials. Second, work with multi-problem families should involve team-based

intervention. Co-therapy or team-based therapy would split the burden of tasks and

challenges presented by multi-problem families and would reduce the therapist's feelings

of isolation. Members of the intervention team could also challenge one another to avoid
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the coalition of despair. Third, therapists should receive ongoing supervision and support

during their work with multi-problem families. Regular supervision would serve to

reduce the therapist's feelings of isolation and provide an external perspective that may

help the therapist maintain a strength-based focus (Sharlin & Shamai, 2000). While

Sharlin and Shamai's recommendations appear to have merit, many agencies and

independent therapists working with multi-problem families are already stretched and do

not have adequate financial and practical resources. As a result, these recommendations

would be a challenge to implement in the current undervalued field of work with multi-

problem families.

From the information discussed in this chapter thus far, it is understandable that

multi-problem families do not pursue therapy with regular attendance and consistent

motivation. While a family may seek therapy due to some form of relational/emotional

process one week, they may be preoccupied with the more pressing worry of how to pay

for much needed food the next. The challenge facing therapists is how to maximize on

the quantity and quality of contact they have with multi-problem families, to engage

families in such away as to promote positive growth and change. While a therapist is not

capable of providing families with the solutions for all of their problems, a therapist is

tasked to help families gradually lessen their load and minimize the impact of each crisis.

Engaging Multi-Problem Families in Therapy

Beginning therapists are educated and trained to follow a particular paradigm that

dictates how therapy should naturally progress. They readily expect that clients will be

motivated for therapy, will attend sessions on a regular basis, and will have the energy

and focus to pursue therapeutic goals both in and out of therapy. Within the context of
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this paradigm, challenges are inevitable, but the therapeutic process is expected to follow

a predictable and discemable pattern. Therapeutic work with multi-problem families can

be incredibly challenging as contact with clients, let alone therapeutic engagement,

follows no predictable pattern and is often sporadic and crisis-based.

To battle personal discouragement and increase the likelihood of successful

therapeutic engagement, therapists must recognize that everyone has potential for change.

It is very easy to focus on the failings and weaknesses of multi-problem families. It is

important to recognize that focusing on the pathology of a family severely limits how a

therapist may proceed with family assessment and intervention (Kaplan, 1986). The

therapist who focuses on family deficits is often unable to see any positive family

connections or aspects of the family organization that are functioning well (Minuchin et

al., 1998). One of the first steps for the therapist hoping to successfully engage a multi-

problem family in a therapeutic relationship is to avoid falling into a narrow, pathological

perspective (Minuchin et al., 1998). By assessing a family's positive characteristics, the

therapist can view the family as having potential for change, rather than inherently

dysfunctional (Kaplan, I 986).

There are three important therapeutic benefits from operating with a strengths

perspective (Kaplan, 1986): First, viewing a family in terms of its positive characteristics

increases the potential of a positive working relationship between the family and the

therapist. Second, it increases the likelihood of the family being receptive to the

therapist's comments and requests when they feel respected and appreciated for their

strengths. Third, it recognizes the family's success in maintaining a certain level of

positive functioning in the face of daunting difficulties. All multi-problem families,
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regardless of the endless string of problems, have positive characteristics (Aponte,1994).

It is by focusing on these strengths that therapists can engage clients as a beginning point

in promoting positive change.

Success or failure of therapeutic engagement is also influenced by the manner in

which diversity between the therapist and client family is managed. Having different

backgrounds and histories, a therapist and client family must build a therapeutic

relationship in the face of both shared similarities and glaring differences (Aponte, 1994).

'When 
encountering multi-problem families, it is easy for the therapist to label them as

being deviant from socially accepted norrns. The therapist, due to an inability to identifli

with the multi-problem family, encounters difficulty engaging family members in the

therapeutic relationship (Aponte, 1994). Both the therapist and family are forced to learn

from one another by identifuing their differences, as well as, the similarities that they

share (Aponte, 1994). It is important for the therapist to realize that diversity between the

therapist and multi-problem family is positive in that it creates a dynamic situation in

which change is possible (Aponte, 1994). Diversity can be utilized in the therapeutic

relationship to create andlor reduce relational tensions, which can lead to new and

potentially more useful transactional experiences within the family system (Aponte,

1994). Therapists preparing to work with multi-problem families must assess their own

personal biases and prejudices that may impact how they treat and interact with clients

(Aponte, 1994). The therapist is not tasked with developing politically correct beliefs

and attitudes. "The challenge is not to think 'correctly' about the client but to feel with

the client who is so different that one fights with oneself to get close and touch." (Aponte,

1994, p. 155). The therapist needs to know how they are similar and yet different from
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client families in order to better understand and empathize with the experiences of these

families (Aponte, 1994). From such a perspective, a positive and effective therapeutic

relationship is made possible.

In working with multi-problem families, therapists will encounter values that

differ from their own and, in some cases, even from those that are socially acceptable

(Aponte, 1994). Values ranging from who is considered a family member to the roles

that family members are expected to play can vary considerably from family to family.

Aponte (1994) presents three basic principles to guide therapists in working with client

values that differ from their own:

1. Attempt to exercise no more influence over clients' values than is required to

address clients' problems.

2. Where ethical and functional, work within their clients' value frameworks.

3. Where it is not possible to stay within clients' systems, suggest values that

allow clients:

a. to know that these values come from the therapist;

b. to discern whether it is the therapist's personal or professional opinion;

and

c. to have the freedom to accept or not these views. (Aponte, 1994,p. 184).

McNeil and Herschell (1998) have outlined several strategies that may help

therapists to maximize on client contact with multi-problem families: Multi-problem

families often have various demands and priorities to face, which can make organizing

the necessities of life very difficult. It is helpful for the therapist to increase the structure

of therapy as much as possible in hopes of making therapy predictable for the client and
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increasing the likelihood of future attendance. Sessions can be scheduled for the same

day and time each week to help develop a routine. The therapist can provide the client

with a reminder of the next session in writing (i.e. on a small card). They can also stress

the importance of planning ahead for therapy by asking the client to develop a plan to get

to the next session and discuss what obstacles might interfere with that plan. Within

sessions, therapists can increase structure by following a set routine (i.e. progression from

beginning, middle, and end) that remains the same each week (McNeil & Herschell,

ree8).

Therapists can increase the likelihood of session. attendance by working with the

client to develop an attendance contract (McNeil & Herschell, 1998). Attendance

contracts should outline the nature of therapy so that the client has a concrete idea of

what to expect from their participation. As well, the contract should outline what is

expected of clients for therapy to be beneficial (e.g. the client is more likely to experience

positive results if they complete their homework assignments each week). Finally, the

attendance contract should outline a schedule, the dates and times of several

appointments in advance. It is hoped that attendance contracts will provide clients with a

better understanding of therapy and how their participation can be worthwhile. It is also

hoped that planning sessions far in advance can minimize potential scheduling conflicts

(McNeil & Herschell, 1998).

To keep multi-problem families engaged in therapy, the assessment phase should

be kept brief (McNeil & Herschell, 1998). In many cases, families first come to therapy

highly motivated due to crisis in their lives. By shifting quickly to active therapy and

giving families tangible information and intervention, they may be more likely to remain
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engaged in the therapeutic process. Additional or more accurate assessment information

can be gathered from the family gradually over time (McNeil & Herschell, 1998).

The potential for successful therapeutic engagement can be improved by defining

realistic treatment goals in conjunction with family members (McNeil & Herschell,

1998). Beginning therapy from a vague or broad perspective, in which goal setting is a

gradual process, may not be enough to keep families interested in the therapeutic process.

It is recommended that the therapist help the family define and focus on one or two

treatment goals that can readily be achieved (McNeil & Herschell, 1998).

Another strategy aimed at increasing the value of therapy for multi-problem

families is to avoid putting out fires (McNeil & Herschell, 1998). Multi-problem families

often live from crisis to crisis and will tend to bring new issues into each therapy session.

If the therapist attempts to address each new crisis as it develops, nothing will be

accomplished in therapy and the family is likely to become discouraged and

disillusioned. Instead, the therapist should briefly listen to the new complaints with

compassion and empath¡ but should then shift the family's attention back to its original

goals. The therapist can explain to the family that by graduallymeeting one small goal at

a time, the larger ones will eventuallybecome solved as well (McNeil & Herschell,

l ee8).

' The last strategy described by McNeil and Herschell (199S) to help increase the

potential for successful therapeutic engagement with multi-problem families is to create a

positive atmosphere in which families can experience themselves in a new way. Simple

methods associated with this strategy include using praise with the family as often as

possible, regularly pointing out the family's improvements regardless of how small they
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may seem, and maintaining a non-judgmental stance at all times (McNeil & Herschell,

l ee8).

Colapinto (1995) has identified a unique implication for treatment with multi-

problem families. Family therapy is often focused on identifoing and intervening in the

process of relationships that occur within families. Colapinto (1995) argues that the

frequent involvement of multiple social service agencies and other extra-familial forces

with such families, actually serve to dilute the relational process between family

members. "Their (client families) plight is not so much that internal boundaries are

inadequate, conflict resolution patterns deficient, or decision-making skills poor, but that

they are not negotiating those boundaries, conflicts, and decisions themselves - others do

it for them." (Colapinto, 1995; p. 66). Families who have multiple workers, counsellors,

school personnel, probation officers and other such overseers involved in their lives may

present ambivalently in therapy and appear to resist therapeutic efforts "...because they

do not see the point of it - they do not own enough of a process to change." (Colapinto,

1995, p.66-67).

Colapinto (1995) postulates that family therapists must broaden their perspective

when working with families who demonstrate a dilution of internal family processes due

to the involvement of multiple family service agencies. He argues that while such

families my nod be "stuck" in their own internal processes, a relational impasse may have

been reached between the family and social service agencies themselves. Thus,

Colapinto (1995) suggests that family therapists focus their intervention on the

boundaries between agencies and the family. In traditional family therapy, the focus of

intervention is often to cultivate the development of new transactions within neglected
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family subsystems, while blocking interference from more dominant ones. By focusing

on the family/agency relationship, Colapinto (1995) suggests that intervention helps

nurture new transactions within the neglected family system as a whole. Whether such

transactions are functional or dysfunctional is not a pressing concem because the more

immediate goal is to help the family develop some form of connection, period. A mother

who is overly critical of her son's homework habits may not be relating to him in the

most positive way possible, but for a family who have minimal internal family processes

to begin with, it is a place to start (Colapinto, 1995). At the same time as nurturing

internal family process, the therapist also works in other ways to create boundaries within

the family/agency relationship. For instance, in the beginning stages of therapy, the

therapist may serve as a go-between and thus block the interference of extrafamilial

systems. As work with the family progresses the therapist begins to model and

encourage respect and development of such boundaries within the family itself

(Colapinto, 1995).

Though intervention with multi-problem families maybe challenging, Sharlin and

Shamai (2000) argue that it can be successful. Like Colapinto (1995), they recommended

that therapists assume a multi-level approach to assessment and intervention, taking into

account the individual, the family, and the community. 'While therapeutic work focused

on only one level (e.g. the'family) may alleviate some difficulties, the family is likely to

remain frustrated and challenged by those that exist at other levels (e.g. the individual and

the community) (Sharlin & Shamai,2000). Multi-level intervention provides a focus on

the family as a framework for issues such as parenting, child-rearing, subsystem

boundaries, etc. At the same time, it emphasizes the development of positive relations
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and healthy boundaries between the family and the community around such issues as

school difficulties, employment, health, etc (Sharlin & Shamai, 2000).

Home Based Therapy

Home based therapy is not a new idea; it dates back to the early twentieth century

and the development of modem social work (Woods, 1988). However, as psychiatric

institutions gained prominence in Western Society, therapy shifted into the "safer"

confines of institutional walls (Woods, 1988). T.he previàus section has discussed

suggested forms, focus, and techniques for successful engagement and intervention with

multi-problem families. Another pertinent issue involved is the location at which therapy

takes place. It has been suggested that moving family therapy into the actual homes of

multi-problem families can be successful and seen as meeting a practical need (Sharlin &

Shamai,2000).

Although family therapists accommodate families' needs by having office hours

that include evenings and Saturdays, this is insufficient to accommodate the

pressures certain segments of the population (such as single parents, lower-

income families, and underorganized families) face...For families whose

resources are taxed already, if getting help for themselves requires traveling to an

office, that itself can be another overwhelming factor working against any

potential benefit of therapy for the family. (Woods, 1988; p. 2l l).

There are several assumed benefits of holding therapy sessions in a family's

home: First, home based therapy can grant the therapist access to the family system

(Woods, 1988). Since many multi-problem families are unable to attend in-office

sessions on a regular basis, the therapist is much more likely to have access to the family
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in their own home. Second, home based therapy allows for direct observation of a family

in their own natural environment (Woods, 1988). Direct observation increases the

likelihood of encountering the family's "real" problems, rather than the dressed-up

version that may be presented in office based sessions. Third, related to direct

observation, home based therapy allows the therapist to encounter the actual reality faced

by families on an everyday basis (Woods, 1988). Such exposure can serve to dispel the

misconceptions held by a therapist who often does not reflect the cultural, health, or

financial status of their clients. Fourth, home based therapy allows the family to practice

new behaviors and have new relational experiences within their natural setting. "New

behaviors can be applied directly, not practiced in an artificial setting" (V/ood, 1988;

p.2I3). The continuation of new behaviors outside of the therapy session is more likely

when actually practiced within the home. Fifth, the family's sense of trust and

connection to the therapist and related social agencies can be increased due to the effort

and kindness involved in meeting with the family in their own home (Sharlin & Shamai,

2000). Though home based therapy can be more costly to agencies and more difficult for

therapists, the benefits, including the potential increase in client contact, may outweigh

the added effort.
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Chapter 3 - Implementation of the Practicum

Setting Description

The Family Therapy Prosram of New Directions for Children, Youth and

Families. New Directions is a privately managed agency that receives funding through

Manitoba Family Services and the United Way. It is centrally located in downtown

Winnipeg, Manitoba, in close proximity to several core area neighborhoods, as well as,

the city's primary business district. New Directions offers several different family

oriented services including the Family Therapy Program. The Family Therapy Program

offers family counselling and group counselling to a varied client population with regard

to a variety of family related issues. All services are offered free-of-charge. The Family

Therapy Program also offers opportunities for professional training and development

including MSV/ practicum placements.

Clients

The goal of the proposed practicum was for the student to learn and implement an

integrated structural-strategic approach to assessment and intervention with families. The

client families were referred to the student for therapy from an existing waiting list at the

Family Therapy Program of New Directions for Children, Youth and Families (New

Directions). The Family Therapy Program continues to serve a varied client population.

A large proportion of client families referred to New Direðtions are low-income, multi-

problem families. However, the range of clients who access the services of the Family

Therapy Program can also include two-parent, middle-income families. All services

provided in the Family Therapy Program are voluntary.
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Recording

For each client contact, the practicum student kept detailed session notes

according to the following headings where applicable:

1) Pre-session Goals and Plans - an outline of assessment and intervention goals

determined by the practicum student prior to scheduled client contact.

2) Main Content Themes - a brief summary of what the family members

communicate verbally to each other and the therapist during the client contact.

3) Main Process Themes - a brief outline of identified family transactional pattems

observed during the client contact.

4) Intervention - a brief summary of specific intervention techniques used during the

client contact or assigned to the family in the form of a homework task.

5) Goals - a brief outline of goals specified by the client family and/or the practicum

student during or immediately after the client contact.

6) Additional Notes - may contain any other pertinent information the practicum

student wishes to record.

In addition to written records, sessions with clients were recorded on videotape

whenever possible for review by the student andlor supervisor.

SuLervision and Consultation

Student supervision was provided by Bernie Klippenstein, MbW, Family

Therapist in the Family Therapy Program at New Directions and Adjunct Professor in the

Faculty of Social'Work at the University of Manitoba. Mr. Klippenstein has extensive

experience in the area of family therapy and as a supervisor of MSW practicum students.

Supervision consisted of weekly, two-hour sessions in which the student and supervisor



Practicum 63

discussed case related issues and student progress. Less formal supervision was also

available via brief face-to-face or telephone consultations throughout the week. During

the beginning stages of the practicum, supervision focused primarily on the student's

conceptualization and planning for work with newly acquired cases. As the practicum

progressed, supervision gradually focused on more subtle issues, including discussions

regarding various therapeutic tools and techniques that could enhance the student's

current work with clients. The provided supervision was invaluable to the student's

development as a new practitioner of family therapy.

Duration of Intervention with Each Client Famdy

From a structural-strategic framework, the duration of intervention varies

according to the needs and desires of each client family. Structural and strategic

interventions tend to be brief (Stanton, 1981a), with strategic intervention rarely

exceeding ten sessions (Stanton, 1981b). The goal of this practicum was for the student

to see a number of families from the first interview through to termination. Client contact

during the course of the practicum ranged from a low of one session to a high of

seventeen.

Tailoring lntervention to Better Meet Client/Setting Needs

An important consideration when selecting a therapeutic approach is the degree to

which it is flexible to meet the varied needs of different clients and settings. Tliere is

ample evidence in the professional literature to support the flexibility of both structural

and strategic family therapies:

Structural Family Therapy. According to Colapinto (1991) structural family

therapy is a flexible intervention approach that can be used with any shape and structure
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of family. A large focus of the structural approach is to establish functional hierarchy

within the family and clear boundaries around the family system as a whole, as well as,

amongst its subsystems (Minuchin,l974). Such a focus would appear to be applicable to

all families regardless of structure or need.

The Family Therapy Program at New Directions provides service to a large

number of single-parent families. Structural Family Therapy tends to view the ideal

family structure from the perspective of two-parent families. However, Minuchin (1974)

writes that the structural approach is applicable to single-parent families and in families

where a parental-child is needed. With such families, one of the goals of the structural

approach is to ensure that aparent holds the highest position within the family hierarchy.

Further evidence of the flexibility of structural family therapy was reported in the

Literature Review section of this proposal. The structural approach has been used

successfully with families presenting with diverse complaints and needs (Gurman &

Kniskern, 1981). Assessment is idiosyncratic to each family (Minuchin, l9l4).

Structural assessment identifies the current family structure, particularly that which is not

functioning well, and then identifies an alternative structure that will be more functional

(Minuchin,1974).

Strategic Therapy. Strategic approaches to family therapy have also been argued

to be flexible and applicable to nearly every family situation (Stanton, l98lb). Strategic

therapists tailor interventions that are specific and unique to the presenting problems of

each family (Stanton, l98lb). The therapist assesses problematic behavioral sequences

within a family and develops a strategy of intervention unique to that situation (Haley,

1987). Stanton (l98lb) presents a long list of publications describing strategic
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intervention with a wide variety of presenting problems. A small sample of the problems

included in the list are alcoholism, anxiety, behavior problems, enuresis, insomnia,

chronic pain, schizophrenia, childhood "emotional" problems, thumb-sucking, and

vomiting. Strategic approaches inherently tailor intervention to better suit client needs.

Time Allocation

The initial goal of this practicum was for the student to spend two days a week

from the beginning of September 2002 through to April of 2003 working in the Family

Therapy Department of New Directions. Due to a longer than expected process of

developing a consistent client load, it was decided, in consultation with the student's

practicum committee, to extend the student's availability for client contact until the end

of May 2003. As well, it quicklybecame apparent in the beginning stages of the

practicum that two days of availability per week was too restrictive. For the student to

build an adequate client load, availability at New Directions was increased to an average

of three days per week (i.e. Tuesday through Thursday). However, a fourth day was

occasionally made available.

On average, the student's time allocation for regular occurring tasks was as

follows:

l) Planning before each client session: 30 minutes

2) Clientsessions: I -2hours

3) Extensive written records following each session: 30 minutes

4) Videotape review of each session: I - 2 hours

5) Preparation for supervision: 30 minutes

6) Weekly supervision sessions: 2 hours
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The following additional tasks were performed when time was available:

1) Perform any necessary research and supplementary reading required due to the

2)

idiosyncratic needs ofeach case.

Client services, i.e. seeking referral information, writing letters, arranging

appointment times, telephone contacts, etc.

Further supervision and consultation.

Organizing and reviewing outcome and learning goal evaluation data.

Meeting any other miscellaneous, unexpected demands.

3)

4)

s)
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Chapter 4 - Evaluation

Evaluation of the learning and outcome goals for this practicum involved the use

of multiple measures. Using multiple measures in evaluation can serve to increase

confidence in data due to supplying more information regarding a target from different

perspectives and levels than if only a single measure is employed (Bloom, Fischer, &

Orme, 1999).

Evaluation Procedure

Evaluation regarding the skill development of the practicum student occurred at

three distinct levels. First, formal supervision, including the review of videotaped

sessions and regular consultation meetings throughout the duration of the practicum.

Formal midterm and final evaluations with the supervisor were also conducted. Second,

the student therapist selÊrated various therapeutic behaviors on a weekly basis using the

Family Therapist Rating Scale (FTRS) (American Association for Marriage and Family

Therapy [AAMFT], 1989) (Appendix A). Third, upon termination of the therapeutic

relationship, each client family was asked to take part in a debriefing session. In these

sessions clients were asked to discuss their experiences in therapy, including their

perceptions of the student therapist and what they did and did not find helpful. A client

feedback and evaluation form (Appendix B) developed by the student was administered

to facilitate the debriefing process and to gather specific information from the family.

Evaluation of outcome goals in the therapeutic process involved a single system

pretest, posttest design using the Family Assessment Measure (FAM III) (Skinner,

Steinhauer, & Santa-Barbara,1983). A problem checklist (Brodovsky, l99l) (Appendix

C) was also administered to family members at the beginning of each treatment session as
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a method of identifuing and tracking progress on their perceptions of family problems.

Outcome evaluation also included information obtained from client families in the

debriefing sessions and client feedback and evaluation form mentioned above.

Evaluation Instruments

Formal supervision. The process of supervision was described earlier in this

document under the heading of Supervision and Consultation. In addition, formal

midterm and final evaluations were provided by the supervisor and served to evaluate

student progress and to develop appropriate goals for the future.

Famil)¡ therapist rating scale (FTRS). The FTRS was originally developed by

Piercy, Laird, and Mohammed and was redesigned for inclusion in the AAMFT Forms

Book (as cited in AAMFT, 1989). The Forms Books was developed by the AAMFT to

provide family therapists with access to rigorously reviewed forms that would be useful

in many areas of practice (AAMFT, 1989). Family therapists are encouraged to copy and

make use of the forms provided in the publication (AAMFT, 1989). The FTRS is a rating

scale that is split into four subsections of therapeutic behavior consisting of ten items

each. The four subsections are: Structuring Behaviors, Relationship Behaviors,

Historical Behaviors, and Structural/Process Behaviors. Each item is rated on a six-point

scale ranging from the behavior being not present or ineffective to being very effective.

The student therapist self-rated using the FTRS on a weekly basis and used visual

analysis of responses to identiff areas of perceived strength and areas that could be

improved.

Client feedback and evaluation. Families were asked to participate in a debriefing

session upon the termination of therapy. Participation in the debriefing session was
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voluntary. The debriefing session was used as an opportunity to collect information

regarding the family's experiences with therapy, their views and opinions of the student

as a therapist, and their view of progress made towards the identified goals of therapy. A

client feedback and evaluation form was used to facilitate discussion in the debriefing

session.

Family assessment measure III (FAM III). The FAM III is a self-report measure

that assesses family functioning based on indices of strengths and weakness (Skinner et

al., 1983). It is ". . .based on a process model of family functioning that integrates

different approaches to family therapy and research." (Skinner et al., 1983). The FAM III

is comprised of three components: l) The General Scale, which focuses on the overall

functioning of the family system, 2) The Dyadic Relationships Scale, which focuses on

the relationships between specific pairs of family members, and 3) The SelÊRating Scale,

which focuses on the perception of individual family members conceming their own

functioning within the family (Skinner et al., 1983). The primary categories of

information assessed by the FAM III are task accomplishment, role performance,

communication, affective expression, involvement, control, and values and norms

(Skinner et a1.,1983). In terms of psychometric properties, the FAM III has been shown

to demonstrate very strong internal consistency with the General Scale having an alpha

level of 0.93 (Skinner et al., 1983).

Skinner et al. (1983) argues that the FAM III can be used as a measure of

therapeutic outcomes. The FAM III is able to discriminate between clinical and non-

clinical families (Skinner et al., 1983). With a mean of 50 and standard deviation of l0

on each sub-scale, non-clinical families are expected to score within a range of 40 and 60.
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"Scores outside this range are likely to indicate either very healthy functioning (40 or

below) or considerable disturbance (60 or above)." (Skinner et al., 1983). During the

student's practicum, the FAM III was administered to families in a pretest, posttest

format. Based on the aforementioned cut-off lines, scores obtained from a family prior to

treatment were compared to scores obtained upon termination of treatment. Positive

change was defined as improvement between pretest and posttest scores from the clinical

to the non-clinical range.

Problem checklist. Outcome evaluation also involved the administration of a

problem checklist adapted from the public domain Morrisson Problem Checklist by

Brodovsky (1991). The problem checklist evaluates the level of client satisfaction

regarding twenty{hree potential family concerns. Problem checklists can be used to

evaluate change over time (Bloom et a1.,1999). The problem checklist was administered

to family members at the beginning of each therapy session. Family members were

expected to rate family problems on lower levels of satisfaction. Positive change was

defined as family members rating problem areas on higher levels of satisfaction than on

previous ratings (Brodovsky, l99l). Though there are some questions regarding selÊ

report measures, there is "...little evidence that self-reports are any more or less reliable

than many other forms of measurement." (Bloom et al., 1999, p. 187).
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Chapter 5 - Case Examples and Evaluation Results

The purpose of this chapter is to report and examine the outcome evaluation

results developed over the course of the practicum. It begins with a brief summary of the

results obtained, discussion of the instruments employed, and the clinical usefulness of

each. Three case examples are described in detail to demonstrate how assessment and

intervention were conducted from a structural-strategic framework. These case

descriptions will include case content, process, goals, and therapist reasoning behind

clinical hypothesis and case intervention. Each description will conclude with both client

and therapist reports regarding case outcome, as well as, detailed case evaluation

information.

Ten families attended at least one therapy session during the course of the

practicum. Three families participated in therapy on a regular basis and completed all

aspects of the evaluation package (i.e. Pre-Post FAM III, problem checklists, and client

feedback). Six families did not continue therapy following the first session. Most of

these six were single-parent families whose demanding work schedules, due to troubled

family finances, did not allow for them to continue in therapy. These six families

provided minimal evaluative data (i.e. one problem checklist and, in some cases, a FAM

III pretest). The reasons and issues involved with these families discontinuing therapy

are discussed in more detail in Chapter 6, under the Multi-problem families heading.

Appendix D provides a table depicting for each family the number of sessions attended,

overall FAM III pre and posttest scores, number of sessions in which problem checklists

were filled out, and reasons for terminating therapy.
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None of the families objected to filling out either evaluative instrument (FAM III

and problem checklist) nor reported having much difficulty in doing so. Each family was

given a general explanation regarding the purpose of each instrument; that they initially

provide additional information regarding the family's reported problems and that later,

through pretest-posttest comparison, could help ascertain or confirm progtess in

identified problem areas. All families both consented and endorsed the use of their self-

report information to help evaluate progress toward goals, as well as, effectiveness of

servlce.

FAM III

The FAM III demonstrated itself to be a useful instrument during the course of the

practicum. It's greatest contribution was in how results from the FAM III supported the

clinical impressions of the therapist. ln the few instances that FAM III results diverged

from the therapist's assessment, such discrepancy served to help prompt altemative

thought regarding the family system. From a therapist's perspective the FAM III proved

to be easy to administer, score, and analyze. Most clients reported that the FAM III was

simple to fill out and did not demand excessive time or energy.

FAM III pretest scores often supported initial clinical impressions developed by

the therapist. Analysis of subcategory scores (task accomplishment, role performance,

communication, affective expression, affective involvement, control, values and norms)

obtained during pretest helped develop a more thorough assessment of the family and

provided some direction in terms of which areas of family life were likely to be

problematic and which were not. However, in one case, FAM III pretest scores did not

match the level of distress expressed by a family member and observed by the therapist.
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Posttest scores on the FAM III were also gathered from family members upon

termination of therapy. Comparison of pretest and posttest scores in most cases did

reflect the changes observed by the therapist and reported by the family

Problem Checklist

The problem checklist (Appendix C) proved to be a moderatelyuseful instrument

during the course of the practicum. By its nature, the checklist provided information

regarding a wide range of family problems and issues. The initial problem checklist

obtained from family members helped focus the first therapy session by helping identiff

the life areas in which the family members were experiencing satisfaction and in which

areas they were experiencing difficulty and dissatisfaction. Visual analysis of problem

checklists filled out by family members over each session revealed which problem areas

were rated in the "very dissatisfied" and "dissatisfied" columns most frequently. This

information, used in discussion with family members, helped create a more concrete

definition of the problem(s) and therapeutic goal(s), as well as, further focused

assessment and intervention. The two overall rating items, "overall satisfaction with my

family''and "feeling good about myself'on the problem checklist, appeared to be

particularly useful. Ratings by family members on those two items tended to confirm

both therapist and client perceptions of progress towards therapeutic goals.

Use of the problem checklist did have some drawbacks: Consisting of 23 items

and covering a wide variety of potential family problems, it was quite onerous to

administer to clients at the beginning of each therapy session. Some clients often

jokingly asked if they had to fill out the checklist and tended to respond with a smile or

some expression of relief on the occasional instance that I let it slide. When I asked
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clients how they felt about filling out the problem checklist at the beginning of each

session, most responded by saying that they did not mind, but found it to be a nuisance

due to its length. As a therapist, I also had concems due to the length of the problem

checklist. In analyzing the data, I found it difficult to track change in the information

obtained from each of the 23 items systematically. Instead, I tended to focus on those

items that family members rated on the extremes of the scale and watched for changes on

those items over time. Many of the items that family members rated in the middle ranges

of satisfaction on the scale were largely ignored in my analysis.

Overall, I would use the problem checklist again in the future, but I would use it

in conjunction with a shorter, more idiosyncratic scale. The shorter scale would consist

of two to five items developed in conjunction with the family and would evaluate their

level of satisfaction on identified areas of family difficulty and strength. It would also

include an item regarding familymember's overall level of satisfaction with their family.

Once developed with input from the family, the shorter scale would be administered to

family members at the beginning of each session. Conversely, the problem checklist

would be administered on an intermittent basis (i.e. at the beginning, middle stage, and

conclusion of the therapeutic relationship) to provide a broader perspective regarding

different areas of family life.

Client Feedback

Each family who completed therapy took part in a debriefing session, in which the

therapist sought feedback regarding the client's experience in therapy, their perceived

progress toward therapeutic goals, and their impressions of the therapist. A client

feedback and evaluation form (Appendix B) was used to help facilitate discussion during
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this session. Of the three families who completed therapy and participated in the

debriefing session, two reported feeling that they had met their defined therapeutic goals.

The third client stated that they had made progress towards their goals, but still had more

to do to fully achieve them.

Regarding their impressions of the therapist and the service they had received, all

three families tended to focus on my positive qualities as a therapist. Overall, the

families reported that I was understanding of their problems, that I listened to them, that I

helped them feel comfortable, and that I was encouraging. Each family expressed that I

helped them define and understand their problems better, and that I was helpful in

providing direction and support as they worked to solve those problems. Two families, in

particular, expressed their appreciation for the "homework tasks" that I gave them each

week. They encouraged me to continue to use such tasks because it gave them something

specific to focus on during the week and it helped them feel like there was something

concrete they could do to help alleviate their problem. Some of the families noted that I

had improved in my ability to focus and structure our therapy sessions over the course of

our therapeutic relationships. This observation matched with my belief that focus and

session structure were my largest weaknesses as a therapist at the beginning of the

practicum, but also the areas in which I improved the most.

'Each family who took part in a debriefing session \^/as very resistant to provide

any negative feedback to the therapist. This hesitance may be due to the face-to-face

nature of the debriefing sessions. The Family Therapy Department at New Directions

sends formal client feedback forms via mail to all clients who have received therapeutic

services following the termination of therapy. At the writing of this report, such feedback
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was not yet available, but will be examined for additional information for the therapist.

Perhaps families will be more willing to provide constructive criticism through this more

private process. Clients may also have been hesitant to provide negative feedback to the

therapist due to the therapist's position as a graduate student. Each family who took part

in a debriefing session inquired with genuine curiosity as to my progress in the Master's

of Social Work program and expressed their positive wishes and hopes for me in the

future. These families may have resisted providing negative feedback for fear that it

would influence the successful completion of my practicum and graduate program.

The following sections review three case examples from this practicum in detail

to demonstrate how assessment and intervention were conducted from a structural-

strategic framework. These case descriptions will include case content, process, goals,

and therapist reasoning behind clinical hypothesis and case intervention. Each

description will conclude with both client and therapist reports regarding case outcome,

as well as, detailed case evaluation information.

Case Example #1 - 
(($sPgrwomar"

Sarah (27) was referred to New Directions by another local agency where she had

briefly taken part in counselling. Sarah reported that she had requested a referral because

she desired more frequent clinical contact than that agency had been able to offer. Sarah

was a single mothèr and lived alone with her son, Justin (3). Justin's father, David (30),

was terminally ill at the time of Sarah's referral. Sarah stated that she and David had

broken off their dating relationship three years ago, just before Sarah found out that she

was pregnant with Justin. Prior to the onset of his illness, David occasionally visited

Justin during the week and sometimes on Saturdays. Sarah said that David's involvement
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with Justin was sporadic and occurred only when he found it convenient. Two months

prior to Sarah seeking therapy, David's illness developed suddenly and prevented these

visits with Justin altogether. Sarah reported that she was now visiting David several

times a week and helped with his personal care during those visits. She was trying to

bring Justin to visit David once a week, but only when David was well enough to see

him. Sarah stated that she maintained contact with David primarily because she wanted

Justin to know and be involved with his father.

Sarah reported that she was seeking therapy to help her figure out how to talk

with her son and support him through the upcoming, expected death of his father. Sarah

also expressed that there was "unfinished business" between herself and David and that

she wanted to figure out how to manage those issues before his death. In that Justin was

very young and that David was unavailable for therapy due to the stage of his illness, I

agreed to meet with Sarah on a one-on-one basis to work through these family-based

ISSUeS

In our first session, Sarah presented as a very capable and resilient person who

was functioning relatively well in the face of multiple challenges. Sarah reported that she

was seeking some guidance and support regarding talking with her son and supporting

him through the dying process that David was experiencing. She stated that she had been

very honest with Justin about David being sick and "going to heaven" soon. She said she

was encouraging Justin to "love Dad as much as he could right now because he would

soon be gone." Sarah also reported letting Justin know that she loved him, was there for

him, and was available if he wanted to talk, cry, or think of memories of his Dad. Sarah
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expressed that she was not sure if what she was doing to support Justin was enough and

wanted to learn anything else she could be doing to help him at this time.

Sarah also reported that she was struggling to cope with multiple stresses in her

life: She said that she felt pressured to support David through his illness more often and

in a larger capacity than she felt comfortable with. She was visiting him several evenings

a week, but said that part of her wanted to help him and another part felt pressured into

being involved. During these visits, Sarah expressed feeling that David's mom was

treating her like an emotional punching bag. Sarah also reported feeling a great deal of

stress due to balancing her responsibilities as a single-parent, as a support to the dyrng

father of her son, and as a fuIl-time student.

Sarah informed me that she was trying to sort out unfinished business in her

relationship with David. Sarah said that she broke off her romantic relationship with

David shortly before she realized she was pregnant with Justin. Being young and single,

she planned to give Justin up for adoption when he was born. According to Sarah, David

initially agreed with the adoption plan, but refused legal consent to the adoption when

Justin was born. He left Sarah to raise Justin alone with no paternal support. Sarah

stated that she felt very manipulated and was now harboring a gteat deal of hate and

resentment toward David, which she wanted to resolve before he died. Sarah reported

that she had made some effort to refocus her feelings towards David, such as writing him

a note thanking him for all the things he had done well in the last few years as Justin's

father. Sarah also emphasized that, though he was not part of her original life plan, she

loves Justin very much and finds parenthood rewarding, albeit challenging sometimes.
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Near the end of the first session, I had accumulated enough information from

Sarah to construct a preliminary assessment of her situation:

Most importantly, several areas of Sarah's life were going very well. From a

structural perspective, Sarah appeared to have established an effective parental hierarchy

in relation to her son, Justin. She reported having no trouble setting appropriate limits

and boundaries with Justin and that she was happy with his behavior and their

relationship. Taking into consideration his age and verbal ability, Sarah reported that she

and Justin communicated well. She appeared to be offering appropriate support and

guidance to her son through the slow dying process of his father. It appeared that Sarah

was being both honest with Justin about David's terminal illness and that she was being

available to talk and do activities with him that would help him understand and cope with

the confusing situation. As executive head of her small family, Sarah seemed to be

functioning very well in the face of multiple responsibilities and challenges. She

appeared to be maintaining a stable home-life and provision for herself and her son. She

was maintaining good grades as a full-time student. She was frequently visiting and

helping support David. She also demonstrated the ability to access supportive resources

when necessary, such as her parents and friends.

While Sarah did appear to be functioning quite well while confronting many

demands, the groundwork was being laid for potential problems to develop. The

boundaries separating Sarah and her son Justin from other systems appeared to be poorly

established. Sarah, along with providing for and supporting her son, seemed to be very

reactive to the needs, wants, and opinions of others. She reported continually questioning

her own thoughts, feelings, and actions and looked to others to validate or correct them.
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As she attempted to meet the demands of others, it was apparent that Sarah did not allow

herself much mental or emotional space. For example, after spending an entire day

attending to her school duties, Sarah would pick Justin up from daycare, make supper,

put him down to bed, and do homework. This would leave Sarah with about an hour or

so to relax before going to sleep herself. Instead, most nights a family member would

come to watch over Justin as Sarah would go to the hospital to visit David and give his

mother a break from attending to his needs. As a result, Sarah would be home very late,

wake very tired the next morning, and start the pattern again. Sarah clearly understood

that she was running herself ragged, but did not feel she could give herself permission to

take time to replenish herself. She stated that doing so often resulted in feelings of guilt.

It appeared that Sarah could benefit from developing clear boundaries in which she could

better balance providing for her own needs and the needs of others.

At the end of the first session, Sarah and I had contracted to meet with one

another on a weekly basis for a minimum of six sessions. We agreed to work on

developing additional supportive methods that she could use with her son in dealing with

the anticipated death of his father. We also agreed that we would work together to help

Sarah define and implement her "wants" regarding involvement with David in the final

stages of his life. We would re-evaluate our contract at the end of the six sessions.

During the first six sessions, several boundary-making/strengthening tasks were assigned.

I ended the first session by giving Sarah a task to complete at home. In the next week,

she was to write a list of what she "wanted" to see happen regarding her involvement

with David versus what she felt she was expected to do.
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In session two, Sarah reported that she had completed the task from the previous

week, but that she had adapted it slightly. Rather than having written a list of what she

wanted regarding her involvement with David, Sarah had written a list of her overall life

"wants." Included on this list were her future career, parenting, and relational

aspirations. I congratulated Sarah on her ability to identify and voice her "wants" and

supported their validity, but pointed out that they were all future-oriented "wants" that

could not be fulfilled at the present time (i.e. one of her parenting aspirations was to be a

good "hockey mom" to Justin, who would not be eligible to play the sport for a few more

years). Sarah agreed and noted that it had been easier to define her desires for the future

versus the present. At the end of session two, I reassigned the original task for Sarah to

define her wants regarding involvement with David.

Sarah returned a week later for session three having completed the task. Sarah

said that she wanted to continue visiting and helping to support David, but that rather

than visiting several nights during the week and for entire days on the weekend, she

wanted to limit her visits to two evenings during the week. She stated that she still

harbored a great deal of anger and resentment toward David. However, she also felt that

caring for David through personal visits, helping with his personal care needs, and

facilitating visits with Justin, helped her to let go of some of her anger and to develop

some more positive feelings towards him. Sarah reported that it was inìportant to her to

develop some positive feelings towards David because she did not want Justin, who many

people often remarked strongly resembled his father, to grow up thinking that mom hated

dad. Being there for David and treating him in a loving manner was one of the ways in

which Sarah was taking care of the "unfinished business" in their relationship. As Sarah
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had now started to implement her "wants" regarding involvement with David, we agreed

to focus on some of Sarah's daily desires. She readily acknowledged that she paid no

heed to her own needs and focused primarily on the needs of others. Hence, I asked

Sarah to choose one thing that she would really like to do for herself in the next week.

She decided that she wanted to spend at least one hour in a bookstore, where she could

read books and drink a favorite drink.

Sarah returned for session four reporting that she had completed the task as

assigned, but that spending time and energy on herself caused her to feel incredibly guilty

and selfish. Over the course of the next two sessions, Sarah spoke a great deal about her

relationship with the members of her family-of-origin (mother, father, and two older

brothers) and how it impacted her confidence in her parenting abilities and coping skills

through the process of David's illness. She stated that her family regularly expressed

concern and worry about Sarah's decisions, actions, and abilities to cope with the

situation. Overall, Sarah reported always feeling that her family lacked confidence in her

and that she has spent much of her life trying to please them and others as an attempt to

gain that confidence. Sarah reported starting to recognize that this dynamic has fueled

her tendency to become over-involved and over-responsible for the needs/demands of

others and her tendency to feel guilty for spending any time or energy on herself. Sarah

reported not wanting to feel subject to the demands of her family anymore. Sarah'

developed a plan to help bolster the boundary between herself and the members of her

family of origin. She planned to tell her family over the holidays that she appreciated

their continual concern and support and that she would sometimes seek it, but that she
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was Justin's parent and David's ex-partner and would make the decisions regarding her

involvement with them.

In session five, Sarah reported having spoken with her family as planned and that,

to her surprise, her family was understanding of her position. She stated that her family

had agreed to let her make decisions for her own family unit and that they would be

supportive of the decisions that she made. Sarah said that she now felt more freedom to

voice her own wants and opinions to other people. In an effort to help bolster and

maintain the boundary that Sarah was building around herselt she asked if we could

develop a schedule mapping out both her responsibilities and "protected" free time in the

upcoming few months. Sarah agreed to begin planning her own schedule as her

homework assignment for the week. In our next session, Sarah shared her schedule with

me and we discussed the development of some contingency plans in the event of

expected changes, such as David passing away.

The primary goal of the take-home tasks assigned in the first six sessions was to

help Sarah develop clear boundaries around herself and her small, mother-son family

system, particularly with regards to her involvement and coping with David's illness.

V/ithin those sessions, Sarah often attempted to recreate a pattern that appeared to exist in

many of her real-life relationships. Several times a session, Sarah would share one of her

thoughts, feelings, or actions and would then look to me to judge whether it was right or

wrong; whether she was capable or incompetent. This search for validation appeared to

closely parallel Sarah's earlier reported desire to please and look for validation from her

family-of-origin and close friends. To reinforce the boundary that Sarah was attempting

to develop, I consistently refused to share the judgement that she was seeking. Rather, I
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would turn her questions back towards her (i.e. "What do you think?" What does your gut

tell you?"). I would then praise her selÊjudgement and return the focus of discussion to

the identification of Sarah's very apparent strengths and abilities to cope in avery

difficult situation. Sarah demonstrated a high degree of self-awareness and never once

did I feel the need to correct her self-judgment.

The other primary goal defined for sessions one to six was to help Sarah develop

new and different ways to educate and support her young son, Justin regarding death,

dyrng, and grieving. As mentioned earlier, Sarah appeared to be supporting Justin

appropriately. She was being open and honest with him about David's illness and what

death means. She consistently let him know that she was available to him to talk, laugh,

cry, play, etc. This provided another area in which I could primarily reinforce, Sarah's

good judgment. As age-appropriate educational material, I provided Sarah with the

names of two children's books that sensitively cover the topic of life, death, and loss.

These books were "Lifetimes: A Beautiful V/ay to Explain Death to Children" (Mellonie

& Ingpen, 1983) and "The Very Best of Friends" (Wild & Vivas, 1989). Sarah reported

that these books were helpful to her and Justin.

Session six marked the end of the original therapeutic contract. Sarah expressed

that she was feeling much more confident in her ability to balance the needs of others

with her own. She requested that we continue therapy to reinforce and strengthen the

steps and changes she had made, as well as, to provide her with a place to discuss her

thoughts and feelings regarding David's illness and death. I agreed to meet with Sarah

for six more sessions.
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Sessions seven and eight wereboth verybrief due to Sarah catching a severe flu

that was circulating at the time. In these sessions, the primary focus was to monitor and

reinforce the new relational boundaries that Sarah had developed. In session nine, Sarah

reported that David had passed away. The next three sessions focused on Sarah

processing her conflicting feelings regarding David. She expressed that she was

experiencing relief that David had passed away. She said she felt that she could now

move on with her life and that he had gotten what he deserved after all he had done to

her. At the same time, she stated feeling very sad and overwhelmed with feelings of grief

over losing someone so influential in her life. Over the course of three sessions, Sarah

endeavored to write a metaphorical story that represented both how David had repeatedly

hurt her and held her back, as well as, how she had grown into a stronger, better person as

a result of persevering through those difficult times.

In our sessions together following David's passing, Sarah also worked on

exercising her new ability to balance her own needs with the demands of others. She

recognized that she would be less efficient while she moumed and made plans to cut back

on her activities and responsibilities for the next few weeks. She also made and

implemented plans to access her natural resources (i.e. family and friends) to help support

Justin and herself. Sarah reported that seeking help for her own needs was a new

experience for her, but that she now realized how much she gave to others and that she

deserved to receive support as well.

By session twelve, Sarah stated having made the very importantrealization that

she needed to allow herself to take "down-time". Sarah stated that she had always

watched her mother, who appeared to keep herselfbusy and occupied with
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responsibilities all day long, and felt she needed to emulate that behavior. However,

Sarah said she now recognized that she worked much harder and at a more intense pace

than her mother and that she both deserved and needed to take breaks each day. Sarah

stated that she was looking forward to the fast approaching summer months which held

much less responsibility and demand for her time and energy. At the same time, Sarah

expressed feeling uneasy about having such a large increase in "down-time" and was not

sure how she would handle it. She reported being concerned that she would not know

what to do with herself and as a result would feel both anxious and depressed. I

challenged Sarah that it was not the existence of "down-time" that would be the

difficulty, but that it would be her ability to maintain it without taking on all sorts of new

responsibilities. As I had only a few more weeks remaining in my term at New

Directions, Sarah and I contracted to meet for three more sessions. Over the course of

these sessions, Sarah developed a summer schedule that provided a framework of activity

for each dayto keep her in an active routine. This schedule also protected periods ofrest

and relaxation for Sarah each day and included "tm" activities that she wished to pursue.

Upon termination, Sarah reported feeling that she had met the therapeutic goals that we

had defined together for therapy. She stated that she felt confident in how she had been

and was supporting Justin with the loss of his father, that she had put to rest much of the

"unfinished business" that had existed between herself and David, and that she felt more

able to balance her own needs and desires with those of others in her life.

Case evaluation. The evaluation instruments supported both the initial

assessment, as well as, the positive outcome of therapy. Figure 1 depicts Sarah's FAM

III profile as taken at pretest. Table I presents a detailed account ofherpretest scores.
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Figure l. FAM III Pretest Profile - Sarah
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Table l. FAM III Pretest Scores

FAM III Category Pretest Score

Overall Rating

Task Accomplishment

Role PerforTnance

Communication

Affective Expression

Affective Involvement

Control.

Values & Norms

Social Desirability

Defensiveness

Sarah's overall FAM III pretest score (58) falls within the range of scores

associated with average, non-clinical families (Skinner et al., 1983), but is close to (60),

above which family's tend to experience considerable difficulty. Sarah's initial overall

score fìts with the assessment that a number of things were going well in Sarah's family

life, but that there was potential for problems to develop. Sarah scored above (60) in two

subscale categories: affective expression (64) and control (62). In families that score in

the problem area of affective expression, "family members may exhibit insecurity and

lack of autonomy''(Skinner et al., 1983, p. 101). Sarah had demonstrated such qualities

through continually looking to others to confirm and validate her feelings and actions.

Families that score in the problem area of control tend to be "...characterizedby overt or

58

54

60

50

58

64

62

60

44

46
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covert power struggles" (Skinner et al., 1983, p.101). Sarah's relationship with her

family of origin had exhibited a covert power struggle as family members continually

offered "advice" to Sarah and she felt they did not trust her to manage her life and that of

her son. Taken together, both problem areas could account for the weak boundaries

between Sarah's immediate family system (Sarah and Justin) and external systems

(family of origin, David and his family, work/school).

Sarah's overall FAM III posttest score (56) fell within the range of scores

associated with average, non-clinical families. It also reflected a slight shift in the

desired direction from the pretest score (58). Though comparison of the overall pretest

and posttest scores does not indicate alarge degree of change from the beginning of

therapy to termination, comparison of pre and posttest subcategory scores appear to

reflect a greater magnitude of change. Three of four subcategory scores (role

performance, affective involvement, and values & norms) that, atpretest, either bordered

or were within the range associated with families experiencing significant distress, fell

within the average range of scores at posttest. Of particular interest is the positive change

in Sarah's score on the category of affective involvement (pretest: 64, posttest: 54).

The shift in this score appears to reflect Sarah's verbally reported increase of confidence

and autonomy, which coincided with the development of stronger, more clearly defìned

boundaries between her immediate family system and her family of origin.

The subcategory of control not only scored within the family problem range at

both pretest and posttest, but also appeared to become a more significant difficulty

þretest : 62, posttest : 66). The reason for the increase of Sarah's score in this category

is not particularly clear. It may reflect a "failure to perceive and adjust to changing life
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demands" (Skinner et al., 1983, p. 101) often associated with families experiencing

distress in the area of control. In the final stages of therapy, Sarah indicated a great deal

of trepidation regarding her ability to continue to implement the positive changes she had

achieved during therapy. She appeared to attribute too much influence to the support she

had received during therapy to the positive gains that she had made. She reported having

developed a strong sense regarding her abilities to implement and maintain change.

However, she was not sure about her ability to do so without a therapist's support. Thus,

Sarah's posttest score in the subcategory of control may reflect a phase of adjustment due

to the uncertainty associated with terminating therapy.

Overall, comparison of Sarah's pretest and posttest scores appear to support both

clinical and client impressions regarding the positive outcome of therapy and the

achievement of therapeutic goals. Figure 2 depicts Sarah's FAM III profile as taken at

pretestt and posttest. Table 2 presents a detailed outline of both Sarah's pretest and

posttest FAM III scores.
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Figure 2. FAM III Pretest & Posttest Profile - Sarah
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Table 2. FAM III Pretest - Posttest Scores - Sarah

FAM III Category Pretest Score Posttest Score

Overall Rating

Task Accomplishment

Role Performance

Communication

Affective Expression

Affective Involvement

Control

Values & Norms

Social Desirability

Defensiveness

The problem checklist was somewhat helpful in working with Sarah. Sarah's

overall ratings of herself and her family were consistently positive. Again, this supports

the view of Sarah as a very capable person and the many strengths within her family

system. Over three sessions, Sarah's overall ratings dropped slightly. During these

sessions, David had recently passed away and Sarah had been examining whether she had

contributed to the negative end to their relationship and questioned whether she had

treated him well over the last few years. Sarah's drop on the overall ratings during these

sessions suggest that the overall items on the problem checklist may have a high degree

of sensitivity.

56

48

56

54

58

54

66

56

44

42

58

54

60

50

58

64

62

60

44
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The problem checklist was most useful with Sarah in that it helped us to identifu

problem areas as they arose. Over the course of many sessions, Sarah's self-rating on

some items (i.e. work/school, amount of contact with friends, etc.) would drop into the

dissatisfied columns on the scale. Noting areas in which Sarah was dissatisfied often

provided specific life realms in which she could practice her ability to develop and

maintain boundaries.

This case is a good example of how a structural-strategic framework can be

implemented in therapy with an individual family member. Assessment of Sarah's

family structure included a specific focus on the boundaries surrounding herself and her

family system. Out-oÊsession tasks strategically aimed to help Sarah develop and

maintain clear boundaries in relation to systems outside of herself and her son. Sarah

reported that the outcome of therapy was positive in that it provided some interpersonal

support during a difficult period in her family life, as well as, helped her develop stronger

boundaries and the ability to give herself 'þermission" to take care of her own needs.

The results obtained from the evaluation instruments, including comparison of the FAM

III pretest and posttest scores, support this view.

Case Example #2 - "Letting go the Tug-of-'War"

Jane (33) received referral information for family therapy from a family friend

who was familiar with the services offered by New Directions. She was a single mother

of three daughters, Tina (14), Britney (8), and Breanne (3). Each of the daughters had

different fathers, none of whom had any contact with the family. Jane worked a full+ime

job during the day while the two oldest children were in school and the youngest was in

day-care.
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In an initial telephone contact, Jane reported that she was seeking therapy for Tina

due to the teenager's escalating behavior problems. Jane stated feeling like she had no

parental control over Tina and was experiencing a gteat deal of stress due to constant

verbal battles with her daughter. Jane recalled that at Tina's age she had displayed

similar behavior and, as a result, had gone through a lot of bad relationships and

experiences in her late teens/early twenties. Jane stated that between the ages of one and

four, Tina was placed in and out of foster care as Jane worked to pull her life back

together. Jane informed me that she wanted Tina to receive counselling to help her deal

with these past issues that she believed may be contributing to Tina's current behavior.

Jane's hope was that Tina could avoid repeating the same mistakes she had made as a

young woman.

In discussing with Jane the reasons that had led her to seek therapeutic services,

two problems became apparent that would affect the focus and direction of therapy.

First, Tina refused to attend therapy. The mere discussion of attending therapy became

another battleground between mother and daughter, in which daughter was the reigning

champion. Second, in a situation where the family's parental hierarchy was clearly

struggling, Jane, as mother, had taken the stance that individual counselling for Tina

would fix the problem and their relationship. In a sense, Jane appeared to be seeking a

therapist tò serve as a substitute parent for Tina. Considering both of these issues, I

decided that the family's parental hierarchy would be the primary therapeutic focus. I

remained open to seeing the whole family together, but first wanted to work with Jane to

help her mobilize her parental authority in the family in addressing Tina's behavior and

the reparation of the mother-daughter relationship. I contracted to meet with Jane alone
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for at least three sessions, explaining to her that she was the family "expert" and that I

needed her help to understand and engage the situation with her daughter.

Upon consultation with my supervisor, I chose to apply a strategic reframe with

Jane that would cast her in a positive light and that would shift the focus of Tina's

behavior from an individual orientation to a relational perspective. The reframe and

associated intervention selected was described by Keim (1998) in reference to the

oppositional behavior of children and adolescents. In this reframe, the parent is told that

they are a good parent who has done everything that most good parents do in raising their

children. They are also told that their child is, for the most part, a normal child who is

not "bad" or "mean", but who loves them very much. A child who does not love their

parents would not place much energy into connecting with their parents through

arguments and poor behavior. The problems the parent has experienced with the child

are explained as being due to the child having oppositional tendencies. That where adults

and most children derive a sense of power and control through achieving a desired

outcome from a confrontation, a child with oppositional tendencies derives a sense of

power and control from the process of confrontation itself. These children are usually

very intelligent and have inordinate skills in social perception and predicting the reactions

of others to complex sequences of interaction. The process-oriented child gains a sense

of power by determining the timing, topic, and mood of confrontations. By gaining this

power in the family, the child has grown-up too quickly and is shouldering too much

adult responsibility within the family. From this perspective, a therapist works with the

parent to gently dis-empower the child by helping the parent regain control of both the

"hard" and "soft" sides of hierarchy within the family. The hard side of hierarchy is the
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definition and enforcement of rules and decision-making within the family. The often-

neglected soft side of hierarchy is the definition of who provides reassurance,

encouragement, affection, and protection within the family. 'While the parent works to

re-claim control of rules, consequences, love, and protection in the family system, the

therapist coaches them in how to resist the child's efforts to draw them in to prolonged

confrontations (Keim, I 998).

In our first session, Jane presented as very talkative, loud, and anxious. At first,

she expressed concern about my age and level of experience, but after a calm discussion

she agreed to give therapy a chance. For much of the session, Jane described her own

personal history of troubled behavior and how she had subsequently turned her life

around. She expressed concern that Tina was going to make the same mistakes and

wanted to help her avoid that kind of life. Jane stated that her current relationship with

Tina was charactenzed by escalating arguments, verbal fighting, and back-talk. She

expressed frustration that Tina would disagree and argue with her even if what she said

made perfect sense (e.g. Jane - "Tina, putting lit candles on the couch is a fire hazard."

Tina - "No it's not mom! You're a @yo#t"). The aim of intervention in this session was

to re-define Jane's individual view of Tina's behavior to a relational perspective. I

repeatedly highlighted Jane's strengths as a mother and emphasized all that she was

doing well. I pointed out to her'that due to the apparent similarities between Jane's past

experiences and Tina's current behavior, that Jane would be the person best equipped to

help Tina. I presented Keim's reframe (1998), describing Tina's behavior in terms of a

process versus outcome perspective. Jane was very receptive to this reframe and

expressed her desire to pursue therapy further.
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In many of the subsequent sessions, Jane presented with high intensity and a

strong focus on whatever crisis happened to be on her mind. In the beginning stages of

our therapeutic relationship, I had difficulty figuring out how to refocus our sessions on

the original problem of Jane's relationship and concerns regarding Tina. As a result, I

often chose to follow Jane's descriptions of her current crisis and about two-thirds of the

way through the session would start to draw out parallels to the problems between Jane

and her daughter.

In session two, Jane spoke a great deal about being unhappy in her own

relationship with her parents. She stated that she never felt like anything she did was

good enough for them and that they were constantly criticizing her every decision. Since

turning her life around ten years ago, Jane said she has felt the need to try to prove to her

parents that she is a better and stronger person now. As a result, she always found herself

running around trying to please others and fix everything in their lives. In our discussion,

Jane and I began to tie her need to be excessively involved in the lives of others to the

high focus of energy she places into battles with Tina. The focus was so high, that Jane

described staying up all night on a regular basis to ensure that Tina was in bed and not

sneaking out of the house. I told Jane that her intense focus towards Tina was playing

right into the process-orientation of her daughter. I said that they were stuck in a tug-of-

war and the only way for the game to end (to end the impasse) was for one of them to

give some slack in the rope. Jane stated that there were several issues that she would not

let go of regarding Tina. However, she agreed to follow a task that directed her to go to

sleep at a regular time each night, regardless of whether Tina was still awake or not.

Strategically, this task aimed to alter a repetitive sequence between Jane and Tina.
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Structurally it aimed to alter the boundary regarding Jane's responsibility for her

daughter. It allowed Tina some developmentally appropriate selÊresponsibility rather

than perpetuating the belief that Tina was out of control unless Jane was watching. Jane

also accepted a second task that directed her to say one nice thing to and about her

daughter every day, regardless of Tina's behavior. By following this task, Jane would be

reclaiming some parental control on the soft side of family hierarchy. It would also serve

to intemrpt the primarily negative sequence of interactions between Jane and Tina.

Due to holidays and several weeks of scheduling conflicts, the third session did

not occur until a month and a half later. Jane reported that she had followed both of the

assigned tasks and that, though she and Tina still argued a lot, her daughter's behavior

had improved. She stated that Tina had been going to bed at a normal time, was doing

her homework, and had stopped swearing around the house. Jane expressed that she

wanted to continue to reduce the frequency and duration of arguments between herself

and Tina. I instructed Jane to re-claim some control in arguments with Tinaby defining

their duration. Jane and I discussed how she could stop arguments early by stating her

views and then disengaging, rather than, continuing in the confrontation process that Tina

appeared to seek. Jane stated she would try to step out of battles with Tina before they

escalated and would report her progress next session. This task, agarn, aimed at

intemrpting what had been a repeating behavioral sequence and establishing a

hierarchical boundary between Jane and Tina.

In session four, Jane reported that she had followed the task from the previous

week and that it had gone fairly well. She started to express some hope about her

relationship with Tina, but acknowledged that she needed more practice in taking control
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of the confrontation process. For much of this session, Jane was very focused on several

major life decisions she needed to make and expressed feeling a great deal of anxiety and

stress. Jane said that she did not like to make decisions because of a fear of commitment.

She stated never wanting to feel "old" and "serious" and admitted that she preferred to

treat her children like füends rather than from the position of a "serious" parent. She also

admitted that she would often share all of her thoughts, freely and unedited, with her kids

like a "friend" would. I pointed out to Jane that by sharing all of her thoughts, worries,

and stresses with her children, she was letting them know everything about how to push

her buttons and make her lose control of parent-child interactions. I assigned Jane a task

to silently count to ten before she shared anything or responded to her children. I told her

that by pausing before she spoke, it would allow her to edit her thoughts, to speak as an

adult, and to reinforce her position as parent. In simple terms, the task aimed to help Jane

continue to delineate parent-child boundaries.

In session five, Jane stated that Tina's behavior had become undesirable again.

However, she calmly reported that she was not going to "make herself crazy''about

Tina's behavior anymore. Jane discussed how she had been defining clear rules for Tina

and was doing what she could to enforce them. She reported that she was refusing to get

into prolonged verbal battles with her daughter and was letting Tina take some

responsibility for her own decisions and actions. I encouraged Jäne's recent

improvement in defining clear parental boundaries that better reflect Tina's stage of

development. As Jane appeared to be getting stronger at controlling the hard side of

hierarchy within the family, we focused on how she could further assume the soft side of

hierarchy. Jane had been continuing to be encouraging of Tina and to say nice things
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about her on a regular basis. However, Jane's encouragement and positive attention had

been contingent on positive behavior from Tina. Jane agreed to say positive comments

about Tina's character each day, regardless of her daughter's explicit behavior.

In session six, Jane once again talked a great deal about being very stressed due to

several large life decisions she needed to make. She shared that she has always wanted

"everything" right now and had difficulty taking things one step at a time. In our

discussion we tied this "all or nothing" approach to life into how Jane has thought about

Tina's behavior. Jane admitted that she really wants all of Tina's behavior to be fixed

right now, rather than a little bit at a time. As a result, Jane stated she often saw Tina's

behavior as either completely perfect or completely horrible. We discussed how "all or

nothing" expectations often make a situation worse than if the final goal was approached

via intermediate steps. Jane agreed and stated that she would try to acknowledge and

encourage the small improvements in Tina's behavior. The discussion in this session

aimed at challenging Jane's family reality in several ways: 1) it defined the problem as a

new and natural developmental life challenge versus an "all or nothing" demand for

submission from her daughter; 2) it explicitly stated that there was no "one" way to make

all of Tina's behavior better and that Jane would have to focus on finding away that

makes things less problematic; 3) it challenged Jane's complete responsibility for Tina's

behavior by allowing for age-appropriate responsibility and autonomy. 
i

Session seven occurred on the same day that Jane lost her job. She presented as

incredibly anxious with a strong focus on not knowing what to do. For much of the

session, I tried to help Jane focus on the facts ofher situation versus her feelings, fears,

and worries. We re-visited the step-by-step approach to problem-solving we discussed in
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the previous session. Jane formulated a step-by-step plan for what she needed to do in

the next few days. She questioned what she needed to tell her kids about the family's

current employment/economic situation. Together, Jane and I discussed the current facts

that she would share with her children versus worries and speculation. Jane created a

short list of adult friends and family with whom she could share her worries and anxieties

instead of her kids. In distinguishing between information appropriate to share with her

children and that, which would stay in the "adult-realm," Jane was establishing her

position as executive head of the family and further delineating a parent-child boundary.

When Jane returned for session eight, she reported having taken some

constructive steps toward re-acquiring emplo¡ment. She stated that she had continued to

stay out of prolonged verbal battles with Tina, but that her daughter now seemed to be

trylng different methods to draw her into arguments (i.e. Jane said that Tina had started

encouraging the two youngest daughters to pester her at inopportune times). I told Jane

that people, in general, do not like change and will try to keep relationships and routines

the same (i.e. in the face of change, systems tend towards homogeneity). In staying out

of prolonged arguments with Tina, their mother-daughter relationship has become much

less intense. I asked Jane to think about what she could and/or wanted to do to replace

this negative intensity and foster a more positive connection with Tina. Jane said that she

would try to think about it in the next week, but that due to her current employment aùd

housing concems she was feeling overwhelmed and mentally/emotionally unavailable to

her kids at the moment.

In session nine, Jane presented as very quiet, withdrawn, and depressed. She

reported having difficulty finding suitable employment and was in danger of losing her
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home. I assessed for suicidal ideation and Jane reported that she did have such thoughts,

but that she had no desire or plan to follow through. She reported knowing that the

situation would eventually get better and that she had developed a working relationship

with the appropriate social services for economic/employrnent support. Jane expressed

frustration that her children, especially Tina, seemed to be acting-out behaviorally more

than in the past. I pointed out to Jane that she appeared mentally and emotionally

withdrawn. She agreed and stated that she was spending a lot of time quietly sitting on

the couch, not wanting to do anything. I suggested that the spike in her children's

behavior in the last week could be their way of trying to activate and energize their

mother. Jane agreed and set a goal to be more active in providing positive interactions

with her children in the next week.

Jane surprised me by bringing her daughter, Tina in for session ten. Jane stated

that Tina was not listening to the rules and that herbehavior was negatively impacting the

home environment for the two younger daughters. Jane reported that she had given Tina

an ultimatum: follow the rules and attend therapy or be placed in the care of social

services. I met with Jane and Tina together, but was careful to keep a distal position in

relation to both of them to help ensure that I did not challenge Jane's parental authority in

front of Tina. I emphasized to both of them that I would not pick sides in their

relationship and that they both had a responsibility to make their relationship better. Jane

expressed that Tina needed to follow the house rules. Tina argued that Jane overreacted

to everything and did not give her any space, needing to know everything she was doing

at all times. As I listened to them, it became apparent that my initial hypothesis, in which

Jane and Tina were stuck in a relational tug-oÊwar and that neither was willing to let any
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slack in the rope, was coffect. I assigned each of them a task that would require them to

loosen the respective grips on the rope. I asked Tina to select one family rule that she

would follow without question in the next week. She decided that she would come home

directly after school (she had often not come home until one in the morning). I asked

Jane to select one area in which she was willing to give Tina some latitude. Jane decided

that during the course of Tina's grounding over the next three weeks, Tina would be

allowed to have some friends over for an hour and half, three evenings a week. Both

Jane and Tina approved of the tasks.

Session eleven did not occur until one month after session ten. Jane, who

attended alone, presented very positively in this session and reported several events that

had taken place over the previous month. First, Jane stated that she had found a new job

and that she was feeling better emotionally because she was able to get out of the house

on a daily basis. Second, Jane recounted that Tina's behavior had escalated following our

last session and that Jane made the decision to place her daughter in the care of social

services. Feeling that social services did not provide adequate supervision and support

for Tina, Jane allowed her daughter to return home a week later. Over the last few weeks

since Tina's return home, Jane expressed that she had done a lot of thinking about how

she approached parenting. She stated recognizing that she needed to parent Tina on a

step-by-step basis, to do her best as a parent in the immediate situation, and to allow Tina

some level of selÊresponsibility. Jane also reported recognizing that nothing she could

do would completely change Tina's behavior and that she needed to work gradually

toward smaller goals over time. By beginning to act on these thoughts, Jane was

continuing to establish her position in the parental hierarchy and developing new
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boundaries that better reflected Tina's developmental stage. Significantly, Jane shared

that, in the past, when Tina did something positive, she would recognize it, but would

then rehash all the bad things that Tina had done over the past few years. Jane stated that

over the last few weeks, she had stopped rehashing the bad and was only focusing on the

good. In her own words, Jane said that "I (Jane) know what she (Tina) did was wrong,

Tina knows what she did was wrong, there is no need for me to repeat it over and over

again, so I'm holding in a lot of my thoughts and am focusing on the positives." By

acting this way, Jane had begun to create a new boundary between herself and Tina, in

which Jane edits the thoughts she shares with her daughter and practices the softer side of

hierarchy. She had begun to develop a more positive context for interaction with her

daughter. Jane stated that as she began to incorporate these change into her parenting

over the last three weeks, the amount and intensity of conflict between herself and Tina

had significantly dropped off. Tina's behavior was still not completely desirable, but

their relationship was beginning to get much better.

From the therapist's perspective, Jane appeared to have summed up many of the

goals and discussions that had developed over the course of therapy. More importantly,

Jane seemed to own these ideas and goals as her own. It rrvas apparent that Jane had

taken a significant step toward improving her position in both the hard and soft sides of

parental hierarchy in her family. However, it did appear that she needed some more time

and practice at implementing her new position as the parental figure in the family. After

consultation with myself, Jane decided to take some time away from therapy to continue

to work towards her therapeutic goals and practice the changes she had begun to

implement over the past month. After doing so, she would decide whether she wanted to
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take part in family therapy again. Nicholas Cummings (1990) advocates this form of

brief intermittent therapy, in which family members work with a therapist briefly, but

then work on their personal goals independently, before potentially pursing therapy again

in the future. BrieÊintermittent approaches to the therapy prevent clients from

continually remaining dependent on a therapist's presence.

Case evaluation. The evaluation instruments supported both the initial

assessment, as well as, the moderately positive outcome of therapy. Figure 3 depicts

Jane's FAM III profile as taken at pretest. Table 3 presents a detailed account of her

pretest scores.
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Figure 3. FAM III Pretest Profile - Jane
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Table 3. FAM III Pretest Scores - Jane

FAM III Category Pretest Score

Overall Rating

Task Accomplishment

Role PerforTnance

Communication

Affective Expression

Affective Involvement

Control

Values & Norms

Social Desirability

Defensiveness

Jane's overall pretest score was (62). However, this score may have been

artificially depressed as several items in the control subcategory of the scale were not

completed. The validity of Jane's overall pretest score was also called into question due

to her scores regarding social desirability and defensiveness being (40) or lower (Skinner,

Steinhauer, and Santa-Barbara, 1984). Scores in only two categories fell within the range

associated with non-clinical families: role perform ance (52)and control (42;note:several

items involved in calculating this score were not completed). Jane's scores in all of the

other categories were above (60) indicating significant family disturbance in these areas.

Family characteristics, associated with problems in the areas of Jane's three highest

scores appeared to match with the initial assessment of her problem:

62

80

52

62

68

72

42

64

28

40
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Jane scored an (80) in the area of task accomplishment. Families with problems

in this area tend to exhibit an "inability to respond appropriately to changes in the family

life cycle" (Skinner et al., 1983, p. l0l). Part of Jane's role in the relational impasse with

her daughter was her continuous attempts to control and supervise Tina in a manner that

did not allow for the beginning freedoms and responsibilities of a teenager. At one point

in therapy, Jane stated that she needed to know where Tina was at all times, even if she

was just in the front yard of their house. In a circular fashion, Jane's attempts to control

Tina were both a cause and reaction to her daughter's negative behavior. In either case,

Jane's attempts did not appear appropriate for Tina's developmental stage.

Jane scored a (68) in the area of affective expression. Families with problems in

this area tend to display "inadequate affective communication invoking insufficient

expression, inhibition of (or over intense) emotions appropriate to a situation" (Skinner et

al., L983, p. 101). Jane seemed to express overly intense emotional reactions on a regular

basis. For example, in attempts to keep Tina from calling certain friends, Jane reported

unhooking the phone and taking it with her everywhere she went, including the

bathroom. When Tina attended therapy, she admitted that she often responded to her

mother's requests by screaming, crying, and swearing. Both Jane and Tina displayed

overly intense emotional reactions to each other.

Third, Jane scored a(72) in the category of affective involvement. As reported

earlier, in families with problems in this area "family members may exhibit insecurity..."

(Skinner et al., 1983, p.101). Jane regularly demonstrated characteristics of insecurity

including anxiety, questioning her thoughts and feelings, and high levels of reactivity to

the opinions of others.
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At posttest, Jane's overall score (59) on the FAM III fell within the range

associated with average families. This score indicated a slight change from the pretest

score (62) that is associated with signifìcant family difficulty. However, it is important to

remember that Jane's overall pretest score may have been artificially depressed. Thus,

the actual difference between overall pre and posttest scores may be greater than appears.

It is also important to note that, as at pretest, Jane's posttest social desirability score fell

below (40), and thus the validity of her posttest responses cannot clearly be established

(Skinner et al., 1984).

More telling than the overall score were Jane's posttest scores in the previously

discussed subcategories of task accomplishment, affective expression, and affective

involvement. In all three areas, Jane's posttest scores were lower than those taken at

pretest. Though still in the problem range, Jane's score in the area of task

accomplishment fell from (80) at pretest to (68) at posttest. The change in this category

may reflect Jane's gradual adaptation to Tina's new developmental stage, as she began to

allow her daughter some additional freedom and personal responsibility. In the category

of affective expression, Jane's pretest score (68) dropped into the average family range at

posttest (54). Changes in this category may reflect the reported drop of overly intense

reactions between Jane and Tina over the course of therapy. Jane's posttest score in the

category of affective involvement dropped from (72) at pretest to (60) at the edge of the

range associated with average families. In families with problems in the area of affective

involvement,"familymembersmayexhibitinsecurity..."(Skinneretal., 1983,p.101).

The change in Jane's scores in this aÍeamay reflect changes in her level of self-

confidence and confidence in her family. Despite the challenges and stress that Jane
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experienced due to the loss of her job during the latter stages of therapy, she continued to

display signs of confidence and repeatedly stated that she would "make it" and that things

would get better. In our final session in particular, Jane did not present as insecure and

reported feeling much more confident about herself and how she would approach being a

parent to Tina. Overall, Jane's posttest scores on the FAM III appear to support clinical

impressions regarding the strides that she has made toward her therapeutic goals over the

course of therapy. Figure 4 depicts Jane's FAM III pretest and posttest profile. Table 4

presents a detailed account of Jane's FAM III pretest and posttest scores.
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Fieure 4. FAM III Pretest & Posttest Profile - Jane
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Table 4. FAM III Pretest and Posttest Scores - Jane

FAM III Category Pretest Score Posttest Score

Overall Rating

Task Accomplishment

Role PerforTnance

Communication

Affective Expression

Affective Involvement

Control

Values & Norms

Social Desirability

Defensiveness

The problem checklist was useful in supporting clinical impressions regarding

Jane and her family situation throughout therapy. In the beginning stages of therapy,

Jane consistently rated three relevant problem checklist items in the "very dissatisfied"

and "dissatisfied columns. These items were'tse of discipline," "how anger and

frustration are handled," aîd "overall satisfaction with my family." Each item relates to

the difficulties Jane was experiencing in her relationship with Tina, as well as, in her role

as executive head of the family. As therapy progressed, Jane began taking control of the

timing, mood, and duration of arguments with Tina. She also began setting appropriate

limits and allowing Tina age-appropriate personal responsibility. Concurrently, Jane's
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ratings on the three relevant problem checklist items gradually moved along the scale

toward the satisfied column.

When Jane lost her job and her family plunged into financial crises, all of Jane's

ratings on the problem checklist began to fall, with many family areas being rated as "in-

betleen," "dissatisfied," and "very dissatisfied." The visually significant change in

Jane's selÊreported ratings on the checklist suggest that large amounts of stress in one

life area is difficult to isolate from other aspects of family life. It was also during this

stressful period that Jane began to get re-tangled in the relational impasse with Tina and

proclaimed the ultimatum that Tina had to listen to all the family rules and attend therapy

or be placed in care.

This case is a good example of how it is sometimes necessary to work with

individual family members and subsystems before working with larger subsystems or the

family as a whole. Were I to have met with Jane and Tina together from the beginning of

therapy, I would have been forced to challenge Jane's individual view of the problem and

to present her role in helping alleviate the relational impasse. Challenging Jane in front

of Tina would have served to further degrade the legitimacy of Jane's parental authority.

Altematively, I could have met with Jane and Tina over the same time period, but with

individual sessions. Doing so may have avoided the problem of challenging mother in

front of daughter. However, it also may have served to perpetuate the belief, for both

mother and daughter, that Tina had a'þroblem" that needed to be fixed by therapy. My

assessment of the family structure revealed a weak parental hierarcþ. It was for this

reason that I chose to meet with Jane before considering to initiate a therapeutic

relationship that included Tina.
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This case also serves to demonstrate how structural and strategic family therapies

are closely related and easily integrated. Therapeutic work in this case began with a

structural assessment that revealed family weakness in the area of parental hierarchy. A

strategic reframe and intervention were then employed with the aim of altering family

boundaries to both change and strengthen the role of parental hierarchy in the family

structure. In short, a structural assessment was followed by a strategic reframe/

intervention with the aim of meeting structural goals.

Case Example #3 - Superman and the Damsel in Distress

Tracy (32) and Steve (37) were referred for family therapy by a day care worker

who was familiar with the services offered by New Directions. Tracy and Steve had been

living in a common-law partnership for the past four years. Tracy had a son named Cody

(9) who also lived with the couple. Prior to her relationship with Steve, Tracy had been

involved in a series of verbally abusive relationships, including one with Cody's birth

father. Shortly after Cody's birth, Tracy obtained a restraining order against his father

and had not been in contact with him since that time.

In telephone contacts prior to the first therapy session, Tracy and Steve stated that

they were seeking therapy to obtain help with Cody's behavior. They said that the

problem existed in two areas: Cody's behavior and Cody's bowel/toileting problem. In

terms of Cody's behaviòr, Tracy and Steve reported that he often refused to listen or obey

Tracy and that he would often act out violently (i.e. yelling, swearing, hitting) when he

did not get his way. In contrast both Tracy and Steve commented that Cody listened well

to Steve and that those two had a positive relationship. However, they both wondered if

the fact that Steve worked a great deal and only saw Cody for about an hour a day
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contributed to the difference in Cody's behavior with him. Tracy also worked a job

during the day, but was with Cody from about four in the afternoon until his bedtime at

eight o'clock.

In terms of the second problem area of toileting, Tracy reported that Cody refused

to sit on the toilet to have bowel movements. Cody would wear regular underwear during

the day, but seemed to hold his bowel movements to the point of extreme discomfort. At

bedtime, to prevent an accident, Cody would put on a 'þull-up" diaper. Tracy stated that

each morning, Cody's diaper would be soiled and Steve, who woke Cody up in the

morning, would have to clean him up. Both Tracy and Steve expressed concem that

Cody, who was in grade three, still needed to wear pull-up diapers at night. They

reported that a doctor was seeing Cody and had tried a few treatments to help him have

bowel movements, such as a small dose of laxative each day, but that nothing seemed to

help. The doctor had told them that, as of yet, there was no identifiable medical/physical

condition contributing to the problem.

Both Tracy and Steve described Cody as being a child who has "special needs"

and believed that his "special needs" were causing the current problems. When asked

what "special needs" meant, they replied that it was a label first applied to Cody by a day

care worker when he was two years old, but that he had never received any formal

medical diagnosis. I agreed to meèt with Tracy and Steve to help them generate new

parenting and relationship options in their family.

Tracy and Steve attended the first therapy session together. They discussed their

problems with Cody in further detail and reported that theybelieved there were two

sources contributing to these difficulties: l) Cody having "special needs" 2) A lack of
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parental consistency between Tracy and Steve. When asked to expand on the issue of

parental consistency, both stated that Tracy is too lenient and gives into Cody's demands

too often. Tracy stated that she often does not feel like she knows what she is supposed

to do as a parent and that she often becomes frustrated and mad when Cody does not

listen. Conversely both Tracy and Steve conceptualized Steve as being the firm,

consistent, and competent parent-figure that Cody appears to respect and obey.

In the first session ,Tracy presented as being the lost, unsure, unconfident partner

regarding how to be a parent. This presentation appeared to be consistent with the

relational position that she had taken in past relationships with abusive partners. Steve

presented as being very supportive and caring of Tracy. Tracy had even said that he was

the first man she had ever been with who seemed to respect and treat her well. She also

stated that he was the first man whom her family and friends approved of and liked.

Though Steve seemed to be a far cry from the abusive partners Tracy had been with in

the past, he appeared to hold a different form of power position within the family. Both

Tracy and Steve appeared to conceptualize Steve as the "superman" who had swooped

into Tracy's life and saved the "damsel in distress." It appeared possible that Steve's

position of power in their relationship was contributing to Tracy's feelings of

incompetence, as well as, Cody's respect of Steve and disregard for Tracy.

At the end of the first session, I estabiished a contract to meet bi-weekly with

Tracy and Steve for six sessions in which we would work on improving their parenting

relationship and the development of more parental consistency. After six sessions, it was

agreed that we would re-evaluate our contract.
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Tracy and Steve returned for the second session complaining about Cody's

behavior. They reported that he was still not listening to Tracy and that he was still

yelling, swearing, hitting, and breaking his toys on a regular basis, both when he was

asked to do something (i.e. clean up his room) and when asked not to do something (i.e.

not climb on the back of the couch). I shared with Tracy and Steve two concepts

developed by Wolf (2000) with the aim of reframing Cody's behavior in a more positive

and changeable way. The first concept was that we all have two distinct aspects to our

personality, our baby self and our mature self. Our mature self is the manner in which we

present ourselves to the outside world on a fairly regular basis. The mature self is the

best representation of who we really are. The baby self is the part of our personality that

we only let out when we feel the most comfortable, safe, and relaxed. The baby self is

the part of us that wants everything pleasurable and that selfishly wants it for nobody else

but us. If the baby self comes out and it does not get what it wants, it will react,

sometimes violently, always immaturely, in an attempt to acquire its selfish desires. I

told Tracy that Cody must love her and feel very comfortable around her to let his baby

self out so often. In doing so, I placed a benevolent label on Cody's behavior around

Tracy. I then went on to share the second concept developed by Wolf (2000) called Prize

#2. Pnze#2 is arelatively simple concept. 'When the baby self is denied what it wants, it

will almost always selfishly try to get the second best thing: as much attention þositive

or negative) from their loved one as possible. I told Tracy and Steve that when Cody was

acting out towards them, particularly Tracy, he was attempting to get Pnze #2 (the

attention and proximity of one or both of them) and as much of Prize #2 ashe could. The

way out of the Pnze #2 cycle, where the child negatively tries to get their parent's



Practicum I l8
attention and succeeds by sucking the parent into a long, drawn-out conflict, is to deny

the child the negative attention they want and disengage from any further attempts to get

it. Tracy and Steve both vehemently agreed that the baby self and Pnze #2 concepts fit

closely with Cody's behavior pattern. They stated that a big behavioral problem they had

encountered recently was that when Cody did not get his way, he would storm to his

room and repeatedly slam his bedroom door until Tracy or Steve would attempt to stop

him. Once this attempt was made, Cody would make some attempt to continue the

negative exchange. As a homework task, I instructed both Tracy and Steve to disengage

quickly from any of Cody's attempts to get their attention by slamming his door. They

were to do this by ignoring Cody until he did something positive (i.e. sit quietly for a few

minutes, apologize, play nicely with his toys, etc.). It was hoped that this task would

intemrpt what appeared to be a repeated sequence of behavior, provide opportunity for

positive interactions between Cody and his parents, and to strengthen the parental

coalition as Tracy and Steve would be following the same parenting standards in this one

area.

Still in the second session, Tracy and Steve reported that they had initiated some

changes in how theyhandled Cody's bowel difficulty. In the past, when Cody's diaper

was soiled in the morning, Steve would clean him up. Similarly, if Cody stained his

underwear during the day by partially holding back bowel movemdnts instead of using

the toilet, Tracy would clean him up and rinse his underwear so it could go in the

laundry. Tracy and Steve reported that they had now started to supervise Cody in

cleaning himself up and rinsing his own underwear. Though they said Cody was

protesting the new anangement it appeared to be going well and Cody was beginning to
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show more interest in using the toilet himself. I praised Tracy and Steve for their

initiative and for establishing developmentally appropriate responsibility for Cody. I also

emphasized how impressed I was that they were working together as a team with regard

to this parenting issue.

It came out during the second session that Steve sometimes used spanking as a

form of discipline with Cody. I informed Steve about the current ethical issues regarding

spanking, as well as, its limited effectiveness in the long run. At this point, Tracy jumped

in and said that she did not like the use of spanking as discipline and that she wanted it to

stop. Steve appeared surprised and taken aback by Tracy's stand, but he lovingly agreed

with her and stated that he would rely on his other, more appropriate parenting methods.

Tracy also seemed surprised by Steve agreeing with her. I asked them if Tracy had stood

up to Steve like that before. They both said no and Steve reported that he actually liked

that she did. I verbally encouraged Tracy for taking that kind of stand with Steve and

suggested that she do so more often.

In session three, Tracy and Steve reported having followed the task about

disengaging from Cody's door slamming and proudly announced that the door slamming

had stopped entirely. They noted that they had continued in their new affangement

around Cody's bowel problem and that Cody had used the toilet more often in the last

two weeks than in the last two years. Steve also stated having followed Tracy's request

to cease spanking Cody entirely and that he was using other forms of discipline such as

time-outs and loss of privileges. I commended both of them for their demonstrated

dedication to making positive changes in their family relationships.
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Tracy reported that she was still having a great deal of difficulty with Cody. She

said that Cody's doctor had prescribed a drink ("special cola") for hirn to take every

afternoon after school that may help him with his bowel movements. Tracy stated that

Cody did not like the "special cola" and that in the last week she had spent three hours a

night arguing and chasing him around until he finished his entire drink. She expressed

feeling frustrated and at her "wits end" with him. I suggested to Tracy that it sounded

like Cody was getting a lot of her attention (Pnze#2)by refusing to drink his "special

cola." Tracy agreed and together we developed a plan that would help her establish some

parental authority, as well as, disengage from Cody's negative attempts to get her

attention. In the end Tracy decided that she would tell Cody to drink his "special cola."

If he refused she would tell him again to have his drink and then leave the glass on the

kitchen table. From this point, Tracy would ignore any of Cody's negative attempts to

get her attention, including arguing and breaking his toys. Tracy also decided that she

would not bring out the television or Cody's videogame machine until his "special cola"

was finished.

When Tracy and Steve returned for session four, Tracy excitedly exclaimed that

she had followed her plan and that she was having no problems with Cody around

drinking his "special cola." Steve, whose job had required him to work late the last few

weeks and thus kept him from seeing much of Cody expressed support and i

encouragement to Tracy. During the course of the session Tracy and Steve had a long

conversation/debatelargument over a parenting decision in which both had differing

opinions. In the course of this argument, Steve presented as being a parent who believes

that the rules should be enforced with kids at all times, no exceptions. Tracy, conversely,
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stated believing that there should be room for leeway with regard to the rules. When I

asked if they had these kinds of disagreements in front of Cody, both Tracy and Steve

admitted that they have undermined each other's parenting choices when Cody was

within earshot. I shared with them the parameters set out by Wolf (2000) regarding

parental disagteements. In simple terms, if one parent makes a decision, the other parent,

even if they disagree, must back that decision up (unless it is a decision that endangers

the child or others). If the second parent truly disagrees with the decision of the fìrst and

believes that it is not in the best interest of the child, they can bring it up for discussion,

but later and away from the child (Wolt 2000). To help strengthen their parental

coalition, I instructed Tracy and Steve to follow these parental decision-making

guidelines with one another for the next two weeks. I also gave them a general task

regarding their parenting styles. I pointed out to them that they appear to approach

parenting very differently; Tracy tends to be very lenient, Steve seems to be very strict. I

reminded them about their initial goal to increase their level of parental consistency. As a

result, I told them they both had some work to do. Tracy needed to continue working

towards being more strict and Steve needed to work at lightening up a little bit. They

both balked at this idea, but I reassured them that I was not asking them to completely

abandon their personal parenting styles. In the end, Tracy would likely always be a little

less strict than Steve and Steve was clearly in no danger of becoming too lenient. Tracy

and Steve both agreed to follow their tasks for the next two weeks.

Tracy and Steve came to session five with huge smiles on their faces. Both Tracy

and Steve exclaimed that Cody had demonstrated a huge turnaround in his behavior over

the past two weeks. They stated that he was now listening to and respecting Tracy, as
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well as, having a lot of positive, fun interactions with her. Cody was continuing to listen

to Steve and enjoying a good relationship with him. Most of all ,Tracy and Steve

reported that their own relationship had improved as they felt more like they were

working together as parents versus against on another. I asked them what they felt had

brought about such a big change. They reported that they had followed the tasks from the

previous week and continued implementing the things they had learned from previous

sessions. They also stated that they had been very diligent in praising Cody for positive

behavior.

Tracy did begin to balk slightly by sharing that she felt like she was being really

mean to Cody by following through on all of these rules and limits. I emphasized to her

that it may feel mean to set and implement limits, but that kids really want to feel like

their parents are in charge and in control. Thus, it would be more mean for her to not set

limits or be inconsistent with them by giving into Cody on a regular basis. As tasks for

the next session, I instructed Tracy and Steve to continue the things they were doing; that

even if Cody's behavior became worse again, they should continue to find reasons to

praise him. I told Tracy that she should continue tryrng to be more consistent with her

parenting and I told Steve that he should continue to exercise a little parental leniency. I

also told Steve that I noticed how supportive and encouraging of Tracy he was and that

he should continue to act in that manner. In a structural effort to reinforce the new

parental boundaries, I pointed out to Steve that from our very first session, I had noticed

that he had a "Superman" tendency. I told him that he likes to be the "good, supportive

guy'' so much that the moment Tracy has any trouble with Cody again, he will have to

fight the urge to take over for her. I emphasized that it is good to want to be helpful and
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supportive, but that Tracy is a strong and competent woman who can handle herself with

her child. Both Tracy and Steve responded by acknowledging that the process of Steve

taking over for Tracy in parenting matters had happened regularly over the past two

years. They both verbally dedicated themselves to preventing that pattern from

happening again.

A month later, Tracy and Steve retumed for session six and reported that Cody's

behavior was still very positive and that they felt much more confident in their parental

partnership and consistency. They also reported that Cody's bowel movements, which

had always been charactenzedby long periods of constipation, had become very regular

over the last month and a half. Though he was not using the toilet every time and

sometimes still used 'þull-up" diapers, Tracy and Steve reported being very happy with

his progress. I discussed with them the possibility of terminating therapy. Both Tracy

and Steve agreed that therapy was no longer necessary. However, Tracy and Steve

requested to meet with me one more time in order to continue reinforcing the

achievements their family had made. As I was approaching the end of my practicum at

New Directions and had a light client load, I agreed. Vy'e met for two more sessions,

primarily focusing on reinforcing their parental coalition and the new parenting skills that

Tracy and Steve had developed.

Case evaluation. For the most part, both evaluation instruments supported initial

clinical impressions, as well as, the positive outcome of therapy. Figure 5 depicts both

Tracy and Steve's FAM III profiles as taken at pretest. Table 5 presents a detailed

account ofboth Tracy and Steve's pretest scores.
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Figure 5. FAM III Pretest Profile -Tracy and Steve
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Table 5. FAM III Pretest Scores

FAM III Category Tracy's Pretest Score Steve's Pretest Score

Overall Rating

Task Accomplishment

Role Performance

Communication

Affective Expression

Affective Involvement

Control

Values & Norms

Social Desirability

Defensiveness

Both Tracy and Steve's overall pretest scores on the FAM III, (52) and (56)

respectively, fall within the range associated with average families. These overall scores

supported clinical impressions of family strength. Tracy and Steve repeatedly

demonstrated the ability to mobilize personal and interpersonal resources to meet the

needs of their family and accomplish necessary tasks. They both presented as being goal-

oriented and consistently demonstrated their abilities to make appropriate changes to

meet those goals.

Along with her overall pretest score, all of Tracy's subcategory scores fell within

the range associated with average families. These scores do not reflect clinical

impressions regarding the level of distress she initially expressed regarding her family's

56

64

60

46

54

50

62

60

42

42

52

54

48

50

50

50

56

56

48

46
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problems. Due to Tracy's scores in the categories of social desirability and denial falling

within the average range, the internal validity of her scores cannot be questioned based

on the numbers obtained from the FAM III. However, the validity of her scores can be

called into questioned due to their discrepancy from Tracy's verbal reports and the

clinical impressions of the therapist.

Two of Steve's subcategory scores fell within the range associated with family

problems (above 60): task accomplishment (63) and control (62). Of these two scores,

the area of control appeared to most closelyreflect Tracy and Steve's verbal reports

regarding their defined problems. In families who have problems in the area of control,

the "style of control maybe too rigid or laissez-faire" (Skinner et al., 1983, p. 101). In

therapy, Tracy and Steve readily admitted that they had differing styles of exercising

parental control: Tracy was too laissez-faire and Steve was too rigid. The presence of

these two opposite approaches to control appeared to contribute to another problematic

family characteristic. Families scoring in the problem range on the FAM III category of

control tend to be "charactenzed by overt or covert power struggles" (Skinner et al.,

1983, p. 101). In therapy, both Tracy and Steve admitted that they had both verbally

undermined the others attempts at parental control in front of their son. In this way, the

parental power struggle was overt. As well, Steve lovingly offered as much support to

Tracy as she needed in parenting Cody, but, unintentionally, his support appeared to

usurp Tracy's parental authority. Thus, the parental power struggle was also covert.

At posttest, both Tracy and Steve's overall scores on the FAM III were lower than

at pretest. Steve's overall posttest score (54) fell within the range of scores associated

with average family functioning, whereas Tracy's overall score (34) fell within the range
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associated with family strength. This drop in overall scores from pretest to posttest

supports verbal reports from Tracy and Steve indicating that they had met their

therapeutic goals and that their experience as a family had improved. In particular, where

some of Steve's subcategory scores were within the family problem range at pretest, all

of his posttest scores fell well within the range associated with average families.

Tracy's posttest scores demonstrated the largest difference from initial

administration of the FAM III. At pretest, Tracy scored in the average range on all the

FAM III subcategories. At posttest, the majority of her subcategory scores fell within the

family strength range. Though Tracy's posttest scores do support the positive changes

indicated by Tracy and Steve, their validity must be called into question as her scores on

the subscales of social desirability (64) and defensiveness (62) both exceed the normal

range (40 - 60) (Skinner et al., 1984). Though many positive changes had occurred for

Tracy and Steve over the course of therapy, the changes in Tracy's FAM III scores were

greater than expected. Tracy was aware that I was serving as a family therapist to fulfill

requirements for a Master's degree in Social Work. It may be that Tracy overemphasized

the positive nature of her responses on the posttest FAM III because she wanted them to

reflect positively on the therapist. Alternatively, or conjointly, Tracy may have a

tendency to rate things more positively than in reality. Tracy's pretest scores had also

been called into question because they did not seem to reflect the level of distress she was

experiencing at the time. Figure 6 depicts Tracy and Steve's FAM III profiles at posttest.

Figure 7 compares Tracy's FAM III pretest and posttest profile. Figure 8 compares

Steve's FAM III pretest and posttest profile. Table 6 presents a detailed account of both

their pretest and posttest scores.
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Figure 6. FAM III Posttest Profile - Tracy and Steve
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Figure 7. FAM III Pretest & Posttest Profile - Tracy
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Figure 8. FAM III Pretest & Posttest Profile - Steve
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Table 6. FAM III Pretest and Posttest Scores

FAM III Category Tracy

Pretest Posttest

Practicum 131

Steve

Pretest Posttest

Overall Rating 52

Task Accomplishment 54

Role Perforrnance 48

Communication 50

Affective Expression 50

Affectivelnvolvement 50

Control 56

Values & Norms 56

Social Desirability 48

Defensiveness 46

The problem checklist was useful in supporting initial clinical impressions of the

family, as well as, improvements associated with Tracy and Steve's progress towards

their therapeutic goals. At the beginning of therapy, both Tracy and Steve's overall

ratings of family and self on the problem checklist fell in the "dissatisfied" and "very

dissaiisfied" columns. As they implemented changes aimed at strengthening the parental

coalition, improving parental interactions with Cody, and, indirectly, his behavior, Tracy

and Steve's overall ratings began to appear in the "satisfied" and "very satisfied"

columns on the problem checklist. In general, the other ratings on the problem checklist

also appeared to shift towards the "satisfied" and "very satisfied" columns as therapy
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progressed. The information derived from the problem checklist supported both clinical

impressions, as well as, Tracy and Steve's verbal reports regarding the improvement in

their family situation.

This case provides a clear example of how an integrated structural-strategic

approach to family therapy can be applied with a couple experiencing difficulty in their

executive functioning and parental coalition. Assessment revealed structural difficulties

in the parental coalition and executive function of the family, including apolanzed

parental partnership, characterizedby both overt and covert power struggles. Assessment

also identified repeated sequences of behavior in which the behavior of both parents and

son served to perpetuate and ampliff struggles involving power and control. Strategic

reframes and homework tasks aimed to intemrpt the repeated sequences of behavior and

allow parents and child to experience one another in new ways. In-session discussions

included verbal reframes and metaphors aimed at structurally altering the boundaries

within the parental subsystem. From sessions one to five, Tracy and Steve reported a

large change in their experience as parental partners and in the behavior of their son,

Cody. Verbal reports from Tracy and Steve and clinical impressions of the therapist

indicate that defined therapeutic goals were met. Data obtained from the evaluation

instruments, particularly the problem checklist, also support the success of therapy.
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Chapter 6 - Areas of Learning

The purpose of this chapter is to outline the areas of my personal learning as a

result of conducting this practicum. First, a brief overview covering some of the

knowledge and skills developed during the practicum will be presented. Second, as

reported in Chapter 5, six of ten families who attended family therapy did not pursue

therapy past the first session. The majority of families on my client load during the

practicum could be described as being multi-problem families. A thorough examination

of my leaming and skill development will be established with regard to my experience in

working with multi-problem families and the challenges I faced in developing therapeutic

engagement with that particular client population.

Knowledge and Skill Development as a Therapist

Prior to the start of this practicum, my experience and understanding of family

therapy was limited. I had some experience as an individual therapist, practicing

primarily from an individualistic cognitive-behavioral perspective. I also had some

experience facilitating various forms of groups. My primary exposure to family therapy

had been one class taken during the first year of my Master's program and the family

therapy books/articles read as my interest in the area increased. Hence, I began this

practicum tentative about my ability to transfer book knowledge into actual practice.

Throughout the practi"u*'I had the opportunity to strengthen many existing skills and to

develop several new ones. As a result, I am much more confident in my abilities and

believe that I have developed a much larger capacity to change and grow in my skills as a

therapist.
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At the end of each week during the practicum, I selÊrated on the Family Therapist

Rating Scale (FTRS) (AAMFT, 1989) (Appendix A). The purpose of using the FTRS

was to help me, as a student therapist, to track the usage of four categories of therapeutic

behavior (structuring, relationship, historical, and structural/process behaviors) in my

work with client families. The FTRS was a useful instrument in helping me identifu

certain appropriate therapeutic behaviors that were either being used well or neglected in

contact with clients on a week-by-week basis. For example, having to rate whether I had

asked open ended questions in sessions over the previous week, helped me remain

vigilant in maintaining that therapeutic behavior being aware of when it was lacking. I

would recommend the use of the FTRS as a regular checklist to help therapists maintain

the use of a variety of therapeutic behaviors and to help prevent the therapist from

focusing on a small number of "favorite" techniques. The FTRS was not a useful

instrument for providing an accurate picture of my overall skill development as a

therapist. The scale was relatively long, consisting of forty items. The detail and

comprehensiveness of the FTRS made it difficult to formulate a simple and clear

representation of my skills over the course of the practicum.

Coming from a history of working and thinking primarily from an individualistic

perspective, it was a greal challenge to develop a systemic, structural conceptualization of

families and their presenting problems. Putting theoretical knowledge of structural and

strategic therapy to practice has helped me to consolidate alarge amount of fragmented

information and develop a deeper understanding of therapy from a systemic point of

view. It is difficult to place in quantitative terms the level of learning and understanding

one has achieved due to the mixture of concrete and abstract skills/concepts involved in
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family therapy. However, what is clear is that, as the practicum progressed, structural

and strategic assessment became much easier and a more comprehensive process. It

became more natural to view families from a structural framework, delineating family

boundaries, hierarchy, and subsystem structure. Strategically, great strides were made in

my ability to identiff repeated sequences of behavior surrounding the identified

problem/symptom of the family. Long discussions in supervision, opportunity to

practice, and confidence to draw on personal experience and insight, all contributed to

this increased ease to develop structural-strategic conceptualizations of client families.

One skill area that vastly improved during the course of the practicum was my

ability to structure and organize the process of therapy itself. Developing explicit plans

and negotiating with clients the focus and goals for each therapy session gradually

became a more regular and comfortable process. As I became more purposeful in

developing process goals for each therapy session it became easier to transition between

the social, problem, interaction, and ending stages (Haley, 1987) of each therapy session.

Rather than being unformulated, open, chat-sessions, therapy followed a structured

process that allowed for purposeful attention to the family's specified goals between a

brief "warm-up" and " cool-down" phase at the beginning and end of each session.

Likely my greatest area of development during the course of this practicum was in

my focusing skills, my ability to keep therapy directed towards the specified goals of the

client family. I have always been a naturally curious person. I have also had a personal

tendency to avoid conflict, not "impose" my agenda on other people, and to be sensitive

to the needs of others. Taken together, these qualities have, in the past, negatively

affected my ability to remain focused on the goals of therapy. As clients would present
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with new issues and crises in each session, I would tend to follow the new concerns to the

neglect of the goals defined in the therapeutic contract. I was aware of this area of

weakness at the beginning of the practicum. Thus, from the start, I set out to strengthen

my focusing skills by continually turning the topic of conversation within therapy to the

family's goals and objectives. As I became more confident in the active role of family

therapist, versus passive listener/supporter, this process became more natural. Client

feedback also indicated that family members appreciated when I worked to keep therapy

focused. Several clients mentioned that they felt unfocused and scattered at times and

that it was helpful when I directed them back toward their goals. Such feedback

increased my confidence and allowed me to feel more comfortable in focusing therapy. I

was not "imposing" my agenda, but helping to enforce the agenda the family had defined

for itself.

Therapy from a structural perspective involves action on the part of the therapist

(Minuchin, 1974). The therapist cannot sit back and wait for something to happen, they

must make use of their own behavior within the therapeutic system to help encourage and

bring about change. Coming from a background where my greatest strength was my

reflective listening skills, being active in therapy was a foreign concept to me. Over the

course of the practicum, I have had the opportunity to experiment with and develop skills

in several different methods of using my own behavior to help families achieve their

therapeutic goals:

One technique involving the use of therapist behavior to bring about change was

that of intensity'. As I began to work with families, it became increasingly clear that it

is easier to identi$ and acknowledge transactional patterns and problematic sequences of
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behavior when one is not part of the family system. As I formulated a detailed

assessment of a problem, family structure, and possible directions for change, I would

share this information with the family both explicitly, in open discussion, as well as,

implicitly, via tasks, language, and the questions I employed. However, in some cases,

family members would verbally agree with my assessment and commit to mutually

agreed upon steps aimed at achieving their desired goals, but then seemed to revert to

their original conceptualization of the problem that limited the options for change.

Minuchin and Fishman (1981) state that...

...in intervening to produce change, the therapist has the problem of getting his

message across...Family members have a discriminating sense of hearing, with

areas of selective deafiress that are regulated by their common history...The

therapist must make the family 'hear', and this requires that his message go above

the family threshold of deafness. (p. I l6)

Through repeated attempts to communicate certain messages to family members,

I developed several intensity techniques, as identified in Minuchin and Fishman (1981),

including repetition of the message, resisting the family pull, and adjusting the emotional

content of the message. As I became more confident and comfortable in an active

therapeutic position, I began to repeat messages to family members over and over again

in slightly different ways each time. I began to ignore andlorblock aitempts by family

members to restate and review their initial conceptualization of the problem, in hopes of

helping them develop a different perspective with more options for change. I also began

to play with the emotional content of therapeutic messages by using both serious, focused

vocal tones and light, jovial ones to communicate in a manner that would get the family's
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attention. To illustrate with an example: I met regularly with a single-parent mother who

presented with far more strengths than deficiencies. Unfortunately, she refused to

acknowledge her many areas of competency, which played into perpetuating one of her

presenting problems. Throughout our therapeutic relationship, I repeatedly reviewed

with her the areas of strength she displayed and I blocked her attempts to look to me for

guidance and validation in areas that she was clearly competent. Both of these intensity

techniques seemed to have some impact on how she defined herself, but she was still

convinced that she needed my support as a therapist for her to be successful in her daily

life. In one of our last sessions, I changed the intensity of the message by becoming very

serious. I slowed my speech, leaned forward, focused on her eyes without blinking and

just stared at her for about a minute. Then, in a whispered tone, told her that she was

stronger than just about anyone I had ever met (which was true). She sat quietly for a

few minutes, until she finally said, "okay." She presented much stronger in our next

session and shortly after decided that she felt confident enough to continue her life

without therapy. Altering the emotional intensity of the repeated message appeared to

break through whatever barriers she had built up that prevented her from hearing it

before.

Another acquired technique involving use of therapist behavior to bring about

change was that of proximity. Again, prior to this practicum, my comfort zone às a

counsellor/therapist was to take a passive, reflective listening position in relation to

clients. Structural therapists make active use of their position in relation with a family to

help promote change (Minuchin and Fishman, 1981). Throughout the course of the

practicum, I developed a greater sense of flexibility in terms of the therapeutic positions
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that I felt comfortable enough to assume. I learned to moderate between the extreme's of

a close position and disengaged position in the therapeutic system. Joining from a close

position, I would serve as "friend" who empathized, validated, and supported the

experiences and feelings of family members. From this position, a sense of trust,

understanding, and connection was fostered, which granted me, as therapist, more room

to maneuver and to assume more distant positions from which I could challenge the

attitudes and actions of family members and present them with alternatives. Maintaining

my close joining with family members gave me the freedom to join with them from a

disengaged position, from which I could serve as an expert, granting the family "advice"

(direction and information) aimed at achieving structural goals.

A very important area of skill that this practicum gave me the opportunity to

develop was the definition and maintenance of boundaries around my professional role

and responsibility as a therapist. Over the course of the practicum, I encountered many

instances in which a client would contact me with a "crisis" in their family for which they

wanted my help. Some of these crises were quite severe, involving threats of family

violence and the placement of children in care. Early in the practicum, my initial

response to such crisis calls was to become very stressed and to try to figure out what I

could do to help solve the crisis. Too often, I would begin to own the crisis as my own

and would try to take on the responsibility of resolving the situation over the phone.

After several consultations with my supervisor and the director of the Family Therapy

Program at New Directions, I began to develop a more defined sense of my professional

responsibilities and limitations. As a family therapist, my primary responsibility was to

work with families in a family therapy context. I had to recognize that the Family
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Therapy Program was not a crisis response service and that I was not a crisis worker

willing to rush out to a family's home and calm an escalating situation. What I could do

was provide some verbal guidance and support to family members over the phone, supply

them with referral information to appropriate crisis organizations, and encourage their

attendance at the next scheduled therapy session. As I became more clear in the

boundaries around my professional responsibilities, I was able to respond to crisis calls in

a much more calm, efficient manner, and with much less related stress. I was also able to

provide more productive help to families. By not taking on too much personal

responsibility to solve the crisis, I was more apt to give families referral information to

organizations much better equipped to provide them with direct support. It also allowed

me to model healthy boundaries to family members and helped avoid the possibility of

becoming triangulated with particular family members around the crisis.

Thus far, this chapter has briefly outlined some areas of professional knowledge

and skill that have been developed throughout the course of this practicum. However, the

greatest challenge presented to me as a beginning family therapist during this practicum

was to develop therapeutic engagement with multi-problem families. The following

sections discuss this issue in detail.

An Unexpected Pattern

When I started my family therapy practicum at New Directions for Children,

Youth, and Families. I was genuinely excited to start developing a client load and build

up my practical experience. I looked forward to meeting with families on a regular basis

and to put into practice all that I had begun to learn in classes and textbooks. However,

an unexpected client pattern developed and two months into the practicum, I had a long
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string of cancelled or missed appointments and only two actual sessions with clients. I

had contacted clients by phone, developed a brief rapport with them, and scheduled dates

and times for sessions, but more often than not, clients did not show up. Needless to say,

I was feeling demoralized. Eventually, I was able to build up a small, regular attending

client load, but the no-show/cancellation pattern continued with many clients for the

remainder of my time at New Directions. As discussed earlier, a large segment of the

client population seeking service at New Directions could be classified as being multi-

problem families. A small segment of the professional literature, partially reviewed in

Chapter 2 of this report, focuses on the special challenges for developing successful

therapeutic engagement with multi-problem families. As I perused this literature, I was

both surprised, challenged, and relieved by how similar the patterns of therapeutic

engagement described were to those I was experiencing through the course of my

practicum. The following sections are devoted to the comparison and application of the

major issues raised in that literature to my practicum experience.

Mv Exoerience with Multi-Pro Families at New Directions

Throughout the course of my practicum at New Directions for Children, Youth,

and Families, from September 2002 to May 2003, I picked up a total of l3 client-

families. Of these families, 1l could be described as experiencing severe problems in

multiple areas of life. Eight of these multi-problem families did not maintain a

consistent, motivated participation in therapy with the majority only attending one

therapy session. One family did attend multiple sessions, but on a very sporadic basis

(i.e. once every few months), and two families did not attend any scheduled sessions at

all. Altogether, only three of the multi-problem families, I worked with maintained a
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consistent, motivated participation in therapy. In retrospect of my practicum experience

and in review of the relevant literature, I have been able to identi$ several factors that

influenced my ability to develop and maintain active therapeutic engagements with the

multi-problem families on my client-load:

Even though the services provided by New Directions are free of charge, financial

limitation was the primary factor hindering the ability of these families to consistently

take part in therapy. Most of the families on my client load lacked adequate financial

resources. These families were most often headed by single-parent mothers who

provided the sole income and provision for their young children. The jobs they held were

almost entirely low paying and involved erratic shift-work. In one case, a mother worked

from seven o'clock in the morning until noon and then again from one o'clock in the

afternoon until six. She did this five days a weeks and sometimes once on the weekend.

Following a long day of work, this mother needed to retrieve her child from daycare, get

home, prepare supper, and put her child to bed. It was completely infeasible for this

mother to schedule a therapy session into her day. Another client in a similar situation

stated that she wished she could continue family therapy, but that it was too difficult for

her as a single parent to balance work and home responsibilities. Several other clients

faced related obstacles and regularly missed their sessions due to being called into work

at the last minute. Sessions were often cancelled because financial provision and the

need to stay in good standing with employers were more basic and pressing concerns than

attending therapy.

Another factor that appeared to influence the motivation of clients to participate in

therapy was the reason and source of their referral to family therapy. Many multi-
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problem families are pressured into seeking therapy involuntarily (Aponte, 1994). With a

number of clients, I repeatedly scheduled sessions, which were cancelled or missed and

rescheduled for a later date. On average, it would take approximately a month and a half

from my first telephone contact with the client until I was able to meet with them face to

face. In what became a repeated scenario, the client, usually the single-parent of the

family, would finally state that they had not wanted to take part in family therapy at all.

They would report that a family member or social service worker had told them they

"needed" family therapy and pressured them to contact the program at New Directions.

In each of these cases, I made a concerted effort to join with the clients around their

tentativeness to take part in therapy. I also discussed with them how family therapy may

be helpful and relevant to their situation and how we could work together to find

solutions to some of their family-related diffrculties. In most cases, the client would

appear to develop tentative interest about the possibilities of therapy and would set an

initial contract with me. However, in most cases, my future contact with these clients

consisted of brief telephone conversations and cancelled or missed appointments.

Multi-problem families often seek therapy due to a particular family crisis. Once

this crisis has passed, crises in other life areas take precedence over participating in

therapy (McNeil & Herschell, 1998). The majority of families on my client-load initially

sought therapeutic help due to the occurrence of a particular crisis in the family. After

the initial shock of the crises had passed, most families were often no longer interested in

therapy or reported having more pressing life-needs to pursue. A brief synopsis of the

therapeutic contact I had with one single-parent mother provides a clear illustration of

crises-based engagement with multi-problem families:
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Leanne was a single-parent of an I I - year old son. She first contacted New

Directions stating that she needed to see a family therapist immediately due to concerns

about her son's non-compliant behavior at school and in the home. I had space on my

client-load and contacted Leanne to set an initial appointment. Leanne cancelled her first

appointment stating that her son,'Will, was now behaving much better and that she would

contact me in about a month to set an initial appointment. Two weeks later, Leanne

contacted me stating she needed to meet with me as soon as possible because her son had

been caught stealing from a store with another boy. I scheduled a session for Leanne,

which she attended. During that brief 3O-minute session, Leanne reported that Will had

been caught stealing candy from a store. She said that she had contacted both V/innipeg

Child and Family Services and the Winnipeg Police Department and requested that they

talk with her son in hopes of preventing such behavior in the future. When both agencies

refused to speak with her son, Leanne said she contacted me to see what I could do to

help. She stated her primary concerns being Will's non-compliant behavior and her

desire to communicate with him more effectively. Leanne and I contracted to meet

together individually to develop new parental strategies that could be used with Will. We

also agreed that after a few such sessions, I would be open to meeting with Leanne and

Will together with a focus on developing new methods of communication between them.

Leanne reported being excited about our contract and scheduled a session with me one

month in the future. Leanne later cancelled this session stating that Will's behavior had

improved and that she needed to attend to other life responsibilities. She said that she

would call in the near future to reschedule. About a month and a half later, Leanne called

me sounding very distressed and wanting to see me that very afternoon. Leanne came in
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to meet with me and reported that everything had been fine with Will until this morning

when they had an argument about him not getting ready for school quickly enough.

Leanne reported being concemed because she had yelled at him and did not want to relate

to Will in this way. After assessing for risk of verbal or physical abuse, neither of which

were apparent, I normalized Leanne's frustration and revisited our initial contract

together. Leanne reported that she wanted to pursue our initial goals together and set

another appointment with me. Again, Leanne later cancelled this session stating that

everything with Will had improved and that she had to attend to other responsibilities.

It increasingly became clear that my contact with Leanne was following a distinct

pattern. Following a family crisis involving her son, Leanne would contact me for help.

Leanne and I would briefly meet together in person and set some initial goals. Leanne

would then cancel our future sessions, stating that the crises had abated and that she had

to attend to other life-responsibilities instead. I would not hear from Leanne again until

the next crisis with her son. This same pattern of contact between Leanne and myself

continued for the duration of my practicum at New Directions.

Thus far, I have reviewed financial difficulties, reasons for referral, and reactions

to multiple crises, as negative influences on my ability to actively engage multi-problem

families in therapy. I believe my analysis of these factors can be supported by briefly

applying them to the three cases of multi-problem families in which therapeutic

engagement was successful:

First, though all three families would be considered relatively poor, their financial

situations were stable and adequate to meet their basic needs. The sources of family

income were relatively secure and allowed for some flexibility in scheduling
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appointments during the day without penalty. Second, though all three families received

referrals to New Directions from extrafamilial sources, their pursuit of family therapy

was selÊmotivated. Each of the families had identified particular difficulties that they

desired to see change and believed that family therapy could help them reach their goals.

Third, though all three families had to contend with multiple, recurring crises in various

areas of their lives, they all maintained therapy as a priority. Each family demonstrated

an uncarìny ability to juggle multiple tasks and multiple crises. Perhaps, it was easier for

these families to maintain a balance in the face of multiple challenges due to the relative

security of their financial resources and thus of their basic needs (i.e. food, clothing, and

shelter). Another consideration is that these families may continually face multiple

problems, but have been able to develop or maintain a higher level of family organization

and process than other multi-problem families. It is important to consider that not all

families who can be labeled as facing multiple problems will present the special

challenges that have been discussed at length in this report.

Though many multi-problem families do present special challenges, therapists can

strongly and positively influence the process of therapeutic engagement. I have

identified fou¡ self-based factors, which may have impacted my successes and

challenges in engaging multi-problem families in therapy:

In my past experiences doing individual counselling and during the initial stages

of my family therapy practicum at New Directions, I had a tendency to move slowly from

the assessment phase of therapy to the intervention phase. My initial sessions with

clients have often resembled an intake process in which I gather as much information

about the presenting problem as possible. In many therapeutic situations, this kind of
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information gathering is appropriate and beneficial. However, when working with multi-

problem families, McNeil and Herschell (1998) recommend that therapy move quickly

from assessment to intervention. Perhaps by not shifting to active intervention early in

the therapeutic relationship, some multi-problem families lost interest or questioned the

relevance of therapy to their situations. In the latter stages of my practicum at New

Directions, I was much more comfortable with shifting to active intervention during my

initial sessions with clients. It was also during this period that I was able to develop more

consistent therapeutic contact with some of the multi-problem families on my caseload.

A second and related factor that may have influenced my ability to engage with

multi-problem families was my personal challenge to keep therapy focused. In the first

few months of my practicum, it was very clear to me that I had difficulty keeping

sessions focused on the original goals identified by the client-family. Many families

would present with different crises every time I spoke to them. I found it very easy to get

caught up in each new problem and followed many families from crises to crises without

attending to our identified goals. By focusing on multiple problems, some families may

have lost interest in therapy due to very little progress being made on any one of them

(Aponte, 1994). To compensate, I continually strove to improve my focusing skills and

became much more effective as my nine months at New Directions progressed. This may

have influenced my improved ability to engage clients in the latter stages of my

practicum.

As mentioned earlier, I did successfully engage some multi-problem families in

therapy relatively early on in my practicum experience. One factor that I believe aided

the therapeutic process with these families was my awareness and ability to provide them
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with a great deal of encouragement and concrete identification of their strengths.

Operating from a strengths perspective helps create therapeutic options when working

with multi-problem families (Aponte, 1994). Though I always strove to conveyhope and

encouragement to all the clients I met, it was different with the clients I was able to

successfully engage. In the first session with each of these families, I quickly identified

their positive characteristics and then repeatedly reflected concrete examples back to

them. I often conveyed these strengths at such a high degree of emotional intensity that I

sometimes felt I was going overboard. However, it was these families that continued a

motivated participation in therapy. With many of the families that I did not successfully

engage, it was more difficult to identifii areas of strength and to convey hope in the initial

sesslon.

Prior to the start of my family therapy practicum, I was aware that alarge portion

of the population served byNew Directions could be classified as multi-problem

families. What I was not prepared for was the distinct challenges that a therapist faces in

attempting to successfully engage members of this population. As a result, I spent the

first half of my practicum experience being frustrated at my inability to develop a

sizeable, consistent client load. Much of the work in the literature review chapter of this

report regarding the special challenges presented by multi-problem families was

completed in the latter stages of my practicum. Reviewing this relevant literature has

served to normalize my experience working at New Directions and has validated my

developing skills as a therapist. The difficulty I had engaging multi-problem families

was not due to a lack of therapeutic ability or lack of effort on my part. Now that I am

personally more aware of the special considerations required for working with multi-
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problem families, I can add them to my therapeutic tool kit and employ them in future

therapeutic endeavors.

Conclusion

Overall, this practicum has given me the opportunity to try something that I have

never tried before: work from a family/systems-based perspective versus an individual,

intemal cognitions-based approach. The over-arching learning objective of this

practicum was the development of a conceptual model to serve as foundation for my

future development as a therapist. From a personal perspective, the opportunity to study

and practice a form of integrated structural-strategic family therapy is the fulfillment of

this objective. Through review of the literature, expert supervision, and practical

experience, I have developed a greater understanding of systems theory, as well as,

knowledge-based skill in conducting family therapy from an integrated structural-

strategic framework. As this learning chapter is, by its nature, written in retrospect of the

practicum experience, it is difficult to identiff every area of skill development and the

exact nature by which my knowledge and understanding of therapy have been altered.

The above sections are but a glimpse of the ways in which I have been stretched and

challenged over the course of this practicum. It is my hope to apply these areas of newly

developed learning to continued practice in family assessment and intervention. I look

forward to the learning that awaits me in the future.
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Appendix A

Family Therapist Rating Scale

Rate the relative etfediveness with which the lherapisl engages in lhe behavior lisled below using the scale pmvided:

1.

2.
3.

4.
5.

6.

Structuring Behaviors

r. tr1n2ú3
2. Cl 1D2t3
3. D1tr2t3
4. tr1ü2D3
5. tr1D2n3
6. t]1tr283
7. n1D2n3
8. ü1D2D3
9. tr1D2n3
10. n1t]2D3

not presenl (0 points)

ineffeclive (0 poinls)

neutral(1 point)

minimally effedive (2 points)

effedive (3 points)

very efleclive (a pints)

n4

û4

tr4

D4

tr4

ü4

t4

Ú4

ü4

Ü4

E

0

tr

tr

0

tr

D

¡
u

fl

¡6
E6

D6

D6

tr6

ú6

ü6

n6
tr6

D6

5

5

5

5

5

5

5

5

5

5

Helps the famíly define their needs.

Stops chaotic interchangæ.

Uses appropriate informalion galhering methods.

Uses short specific and clear communi,cations.

Asks open ended queflions.

He lps client rephrase'shy' slatements inlo questions.

lnitially therapist explains purpose of sessions.

Lays down ground rules lor lhe therapeutic process.

Clarif ies own and clients'expeclations of therapy.

Structures or direcls interaclion among lamily members.

Engenders hope.

Uses selfdisclosure.

Demonlrates warmth.

Reassures dient lhat his problem is ol real ¡mportance.

Tone ol voice conveys sensitivity lo the clients'feeling.

Speaks at a æmfortable pace.

EmpathÞes with family members.

Relationshþ Behaviors

1. U1D2ü3
2. r]182tr3
3. El 1D2tr3
4. U1D2ú3
s. ú1u2D3
6. D1U2t3
7. U1ü2D3

tr4

û4

D4

n4

¡4

tr4

D4

ri5

u5

tr5

D5

ûs
Ús

!5

tr6

n6
u6
u6
ü6

¡6
ü6
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9.

!1ü2t3 U4D5D6
E1U2D3n4û5t6
n l ü 2 a3 tr 4 D 5 û 610.

Historícal Behaviors

tr1

D1

û1

!1
D1

D1

Û1

ü1

D1

tr1

ü2D3D4UsE6
D203n4t5n6
D2Û3ü4D5n6
it2!3n4ü5t6
t2J3tr4D5D6
u2D3!4tr5ü6
02a3!4D506
¡2!3ü4ü5û6
ü2D3!4D5n6
!2 !3 !4 Ds

Slruc{ural/Process Behavíors

1. ü1t]2D3ú4t]5!6

2. n1l]2Js n4t]sU6
3. n1ü2fl 3n4D5n6
4. û1!2a3 !4n506
5. D1tr2a3 D4DsE6
6. n1!203 D4DsE6
7. E1!2a3 n4ü5D6
8. trr¡2ü3!4D5¡6
9. Ü1a203n4üsE6
10. flli-i2tJs Ü4!5tr6
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Confirms family members experierce of an event.

Attempts lo improve seltesteem ol each lamily member.

Demonstrates a good sense of humor.

Seeks inlormal'lon abourt the exlended family interactíons.

Exploræ the couple's mate selection process.

Emphashes ægnitions.

Assembles a detailed famíly history.

Avoids becoming lriangulaled by the family.

Helps clients deaf with problems in exlended famíly.

Maintains an obþclive stance.

Makes interpre,tations.

Gathers information about eliology of identified problem.

Suggels lhat dients visil extended family.

Checks oul pronouns to see who did what lo whom.

Assigns task bolh within the session and oulsirCe of it.

Focus on syslem inleraction, no intnpsychic dynamics.

Employs paradoxical inleruenlions.

Relabels hmily symploms.

Rearanges lhe physicalseating of tÈe làmif members.

Helps lhe family establish appropriale boundaries.

Heorders behvioral sequences.

Elicits covert family ænllicts, allianæs and coalilions.

Therapist observes and intervenes.

8.

2.

3.

4.

5.

6.

7.

8.

9.

10.
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APPendix B

Client Feedback and Evaluation Form

In an effort to evaluate and improve the skills and services provided by the therapist, we

ask that you take the time to answer the questions below. Your input is considered

important and valuable to the development and learning of therapist. Please be honest

and feel free to elaborate on your answers as much as you feel comfortable. Your

responses will be used solely for the learning purposes of the therapist. They will not

become part of a file and will be destroyed after the therapist has had a chance to read

them. If you have any questions, feel free to ask. Please write your responses on the

provided piece of lined paper. Please do not write on this sheet.

1. If you desired to seek service again, would you return to New Directions for Children,

Youth, and Families in the future? Why or why not?

2. If you desired to seek service again, would you return to see this therapist in the

future? Why or why not?

3. In what ways did you find the therapist to be helpful?

4. In what ways did you find the therapist not helpful?

5. Do you feel that the therapist was understanding of your thoughts, concems, feelings,

etc.?

6. What changes have occurred in your family over the course of therapy?

7. Do you feel that your family has achieved the goals it set out for itself? Please

explain.
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Appendix C

Problem Checklist

Felov¡ ¡s a list o{ {ernily concerns. ¡ndicåt€ hox satrsîied you åre rrith how vour

-vour {anil-'- is doing Ñòw'i^ eðch ðreå' Put å check in the box thåt shoHs your

leelr-rgs åtrout eðch år€a

l.!ar¡e:

0ate:

l. ehowing good {eelrngs like happiness' -ioy
oleasure etc.

!. snarino {eelings lil<e anqer. sadness' hurt

3. snarrng problens þrith the {anily

4. ltoH rules are nade

5. the rules of the familY

6- how household chores åre shåred

7. how ånoer ðnd frustration ere håndled

g. deålrng trith ñåtters con€ernlnq se':

9. use o{ drugs and alcohol

l(,. use ol disciPline

ll--use ol PhYsical force

12. the åñount of independence you hàve

l:.. åmount o{ contàct Hith friends

l4- àmoLtrit o{ contect ¡ith relatrves

t5- relatiortship betxeen pðrents

16. relàttonship betxeen children

ll. relåttsr¡ship betHeen pårents and ch¡ldren

t8. amount ol tisre toqether e5 ô {åûily

19. situåtion åt íork or school

:t:,. fsÍ,tly fiñånces

:t. ñou-=rng situåtion

??. overall satisfact¡on uith ov {anily

?1.- n¿l:e this lest rattna {or voursel{:
{eeling good about arvsel{

very
¡5

ls- t5-
ied { ied

ts-
I ied

in be-
tween

sati s-
fied
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Appendix I)

Case Load Overview

Reøsonfor Termínøtíon,S¿ssiotts

attended

Progress made toward goals.

Taking time to practice new

skills

Intermittent contact

throughout the year.

Terminated with the end of

my practicum

Set repeated appointments,

but did not showup

a. Pressured to attend bY

others, did not reallY

want theraPY

b. Work schedule

Goals achieved

Goals achieved

FAM

0verøll

Pretest

Mom 52

Dad 56

Mom 63

Mom 66

ilI

Mom 588

1 2

4

I

I

I

8
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Conflicting work schedules

Desired home-based therapY

Conflicting work schedule

Conflicting work schedule

Conflicting work schedule

Set repeated appointments,

but did not show up

Problem had resolved itself

before being picked up from

the waitlist

Mom 79

Dad 67

Mom 69

Mom 62

0

I

0

I

I

0


