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Narrative therapy is based on postmodem, constnictivist theory about human behavior 

that focuses on the unique experiences of individuals, and their abilities to create their 

own realities, radier than on absûact, 'expertn opinions about truth or the nature of reality. 

The student completed this practicum in order to acquire knowledge and skills in the 

practice of narrative therapy with individual adolescent females having eating disturbed 

behavior as one of their presenting problems. Sessions were conducted with 8 clients of a 

counselling centre for children and adolescents located in southern Manitoba. Literature 

reviews on narrative therapy, eating disturbed behavior, and adolescent females precede a 

description of methodology, findings, and conclusions. Qualitative research methods 

provide the fiamework for presentation of client themes, evduation of student practice 

and Iearning, and client progress. 
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CHAPTER 1 

Introduction 

-I_Obiectives 

The objectives in undertaking this practicum are: (a) to leam the theory and 

implement the techniques of narrative therapy into clinical practice, and (b) to use this 

approach in working with adolescent females whose presenting problems include eating 

disturbed behavior, viewed as a continuum of behaviors, with anorexia and bulimia at the 

extreme ends (Brown, 1993~). The scope of this project is limited by the exclusion of 

eating disturbed behavior involving life threatening situations, medical causes, or obesity. 

It was anticipated that the practice of narrative therapy would prove to be as 

rewarding as the experience of leaming the theory. The optimistic tone of narrative 

therapy, with its focus on clients' potentiai, helps to promote the therapist's belief in the 

power of clients to change, and prevents the ever-present danger of becoming mired in 

pathology and overwhelmed by clients' problems. It is a challenge to learn and practise 

techniques that are based on the belief in "the profound effects of conversation, language, 

and stories on both therapist and client" (O'Hanlon, 1994, p. 28). 

It was anticipated that practicum findings would demonstrate that narrative 

therapy is well suited to work with adolescents, including those with eating disturbed 

behavior. The extent to which narrative îherapy is effectively practised is demonstrated in 

the implementation of its theory and techniques so that positive changes in clients' day- 

to-day lives become evident to clients, their families, and the therapist. Evaluation is 

based on qualitative analysis of taped and transcribed therapy sessions. Research 



questions focus on implementation of narrative therapy principles, examinhg themes 

arising among clients, and evaluation of clients' progress through a subjective process of 

anal ysis. 

Rationafe 

to social W& 

The topic of narrative therapy and eating disturbed behavior is well suited to a 

social work approach for a number of reasons; specifically its emphasis on the relevance 

of social context, empowerment, and political issues. Narrative therapy fits well with the 

social work focus on the context of problerns, for exarnple the emphasis on family 

therapy, systems, sociocultural and political influences, rather than focusing mainly on 

problems king situated in individuals. It demonstrates the social work interest in issues 

of social justice and equality for al1 human beings, and in changing societai structures that 

marginalize certain segments of society, such as the poor, women, clddren, non- 

caucasian races, and psychiatrie patients. As well, 'the emphasis on mobilizing strengths 

is in the best tradition of the social work professionn (Kelley, 1996, p. 477). 

The fact that most clients of eating prograrns are fernale (Wilson & Fairbuni, 

1998) reflects the influence of gender-based cultural attitudes on the problem of eating 

disturbed behavior. Hoek (1995) states that, based on clinical samples, males comprise 

"only five to ten per cent of patients with an eating disordef (p. 207). The much greater 

prevalence of eating disorders in Western societies also attests to the contextual nature of 

this problem, as described by Malson (1998) who claims it is: 

widely accepted that diagnoses of 'anorexia' predominantly occur in young 
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Western women and that such diagnoses have become increasingly common in 

the latter part of this century at a time when research also suggests that increasing 

numbers of girls and women in the general population are similarly experiencing 

some degree of distress around eating and not eating, losing and gaining weight, 

being fat or thin. (p. 5) 

The narrative perspective fits weH with social work values in its "exploration of 

the unique, rather than the general, and . . . sensitivity to the context, not independence 

fiom itn (Gorman, 1993, p. 25 1). One of the implications of this perspective for social 

work practice is that, as stated by Polkinghome, there is no one mode1 or approach of 

therapy capable of fitting the complex Lived experience of al1 clients since that experience 

encompasses so many different aspects e.g., sociocultural, familial, and personal 

narratives (cited in Cheung, 1998). 

I h e I m p a c m E E a t i n g J 2 ~ ~  

The actual prevalence of eating disturbed behavior in the general population is 

dificult to determine (Hoek, 1995). Research tends to focus on the "high-nsk populations 

such as schoolgirls or female college students" and on the diagnostic critena for anorexia 

nervosa and bulimia nervosa (Hoek, p. 208). Hoek cites figures of .28 per cent for 

anorexia nervosa and 1 .O per cent for bulhia nervosa. According to Garfïnkel (1 999,  

"serious foms of the eating disorders affect two per cent of the female population, and 

more rnild variants are probably five times as common. Morbidity and mortality 

associated with these states is considerable" (p. vii). 
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T r e W W W  

n ie  success rate in treating people with eating disorden has not been high; only 

one-half to two-thirds of the population substantially benefit fiom treatment (Fairburn, 

1997). Cognitive behavioral therapy, which is recornmended as the treatment of choice 

for bulimia nervosa, based on scientific research, helps about 50 per cent of subjects 

(Wilson and Fairburn, 1998). Hsu (1995) states that "about 50 % of bulimia nervosa 

patients are asymptomatic 2 to 10 years after intake"; 20 % remain chronic; and "about 

30% have a course of illness characterized either by remissions and relapses or by 

persistent but subsyndromal bulimic behaviorn (p. 244). Steinhausen (1995) describes 

how "on the average, more than 40 % of anorexics recover, one-third improve, and 20 % 

have a chronic course" (p. 235). 

As traditional therapies have not proven beneficial to a good number of clients, it 

appears appropriate to attempt new approaches such as narrative therapy with this client 

population. Narrative therapists have reported success in working in the area of eating 

disorders based on case studies demonstrating the alleviation of eating disturbed 

behaviors (e.g., White & Epston, 1990; Zimmerman & Dickerson, 1994; Epston, Moms, 

& Maisel, 1995; Eron & Lund, 1996; and Madigan, 1998). 

XhyAdolescents? 

The greater the length of a problem history, the more entrenched it becomes, and 

the more difficult it is to alleviate the problem (Zimmexman & Dickerson, 1996), so the 

idea of working with adolescents seems appropriate for a time-limited practicum. Support 

for this comes from several authors who have documented how eating disturbed behavior 



5 

tends to emerge during adolescence, while a majority of the clinical research has been 

done with adult women. Mitchell, Hoberman, Peterson, Mussell, and PyIe (1996) state 

that "although bulimia nervosa commonly begins in adolescence and appears to be the 

most common disorder in epiderniological studies of adolescents, generally only adults 

have been included in treatment studies" (p. 221). According to Wilson and Fairbuni 

(1998), anorexia tends to emerge in adolescence, while bulirnia becomes evident more in 

young adulthood. In comparing anorexia to bulimia, Wilson and Fairburn state that, to a 

large degree, there has been much less research done on anorexia because there are fewer 

people with that disorder; they do not view themselves as having a problem, and are more 

difficult to engage and maintain in treatment; and there is no cognitive behavioral 

treatment manual available as there has been for bulimia since the early 1980's (Fairburn, 

1997). 

T h P S d o f ~ e s o u r c e s  

According to information shared in a public forum held at the Health Sciences 

Centre on January 1 1, 1 999, the Winnipeg Hospital Authority Mental Health and Child 

Health Programs are in the process of developing a proposal to address the needs of 

Manitoba adolescents and young adults suffenng fiom eating disorders. At this meeting 

there was discussion about parents in Manitoba having joined together to foxm the Eating 

Disorders Association of Manitoba to provide support for each other and their families, 

help in obtaining therapy, and to lobby for more treatment resources. Many parents have 

had difficulty fmding information about available resources when seeking help for 

adolescent family members. 



CHAPTER 2 

Literature Review 

Narra- 

The concept of narrative therapy emerged during the 1980's and gained popularity 

in North America afier the seminal publication in 1990 of the book, Namiive m a n s t ~  

the~peuikmds, written by therapist/authors White and Epston (Kelley, 1996). Narrative 

therapy refers to a clinical approach which assumes that the way in which "people 

organize, account for, and make sense of their experiencesn is through narratives 

(Anderson & Levin, 1997, p. 276). In other words, "realities are organized and 

maintained through stories" (Freedrnan & Combs, 1996, p. 29). 

In this report, the word narrative encompasses "conversations, discourses and 

stories" (Cheung, 1998, p. 5). Cheung cites Sarbin, Mishler, and Reissman in describing 

the chronological nature of a story-its structure of beginning, middle, and end, as well as 

its sequences of themes and implied consequences. Discourse has been defmed by Rachel 

Hare-Mutin as "a system of statements, practices, and institutional structures that share 

common values" (as cited in Freedman & Combs, 1996, p. 42). There are different types 

of narratives. Griffith and Griffith (1 994) describe self-narratives as 'those stories of 

persona1 experience that define one's sense of selfhoodn, and use the words of Gergen 

and Gergen - 'who I am as a person' (p. 1 13). Family narratives and dominant cultural 

narratives involve ways of acting and thinking that are condoned by, respectively, a 

particular family or a particular culture (Freedman & Combs). 

The term "narrative therapy" can be used to broadly refer to the work of therapists 
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whose approach presurnes that narratives are the main focus of change within the therapy 

process (Laird, 1995). Narrative therapies assume that when clients constmct new 

narratives about themselves, other people, society, or the world, this results in changes in 

their own behaviors, feelings, thoughts, and other aspects of their life experience. Rather 

than focusing on any particular aspects of a person's experience, the focus is on that 

person's perceived experience as a whole. 

White & Epston (1990) describe people coming to therapy 'when the narratives 

in which they are 'storying' their experience, andfor in which they are having their 

experience 'storied' by others, do not sufficiently represent their lived experience, and 

that, in these circumstances, there will be significant aspects of their lived experience that 

contradict these dominant narratives" (p. 1 4- 1 5). The authors describe the desired 

outcome of therapy as clients being able to replace those dominant stories with preferred 

alternative stories that aliow them to construct more fùlfilling, desirable life experiences. 

SacialConstructianism 

One of the underlying concepts in narrative therapy involves skepticism toward 

empirical scientific thought for its reliance on "objectivity, rationality, and knowing 

through observationn (Kelley, 1996, p. 462) and its search for generalizations, abstract 

ideas or theories to explain human experience (Freedman & Combs, 1996). This is 

congruent with postrnodem thought which rejects the idea of one universal, absolute tmth 

or objective reality that stands out as an abstract phenomenon separate fkom the reality 

perceived by each individual person in interpreting hisher own experiences (Nichols & 

Schwartz, 1995). Rooted in this type of thought, the idea of social constmctionism holds 
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that "people construct their realities as they live themn so that knowledge, beliefs, 

customs, and al1 aspects of reality 'arise through social interaction over time" (Freedman 

& Combs, p. 23). Each person has a unique view of reality based on her/his own 

behaviors, thoughts, and feelings which both influence and are influenced by the 

histoncal, sociocultural, and political structures of the society in which she/he lives. A 

person's experience is created through the interaction between that person and other 

people as they comrnunicate with each other through language, including both verbaI and 

nonverbal communication in which meaning is subject to multiple interpretations. 

Language can be described as a metaphor for experience and as "the linguistically 

mediated and contextually relevant meaning that is interactively generated through the 

medium of words and other communicative action" (Anderson & Goolishian, 1988, p. 

377). 

TheLinkRetweenKnowledg- 

According to McCabe and Peterson, the word narrative cornes fiom the latin word 

gnanis rneaning knowledge (Cheung, 1998). 1 am defuiing knowledge as the ideas and 

values that people hold to be true and allow to influence how they [ive their lives. 

Knowledge is powerful in the authority it wields over how people make choices decting 

their life experiences, and over how broad or limited they view their range of choices to 

be. Narrative therapy is strongly influenced by the ideas of philosopher Foucault who 

claimed that it is the people with power in society who detemine societal institutions, 

beliefs, and values (Nichols & Schwartz, 1995). Those with less power become 

marginalized groups in society whose needs are not met by such discourse or dominant 



9 

stories, and whose own stories, based on theu own lived experiences, are "subjugatedn by 

the dominant ones held by the more powerful (White & Epston, 1990). 

Madigan (1998) states that discourse "is affected at the level of what c m  be said 

when, who c m  Say what, and with what authorityn (p. 87). Narrative therapy can be 

viewed as a political process in the fact that it involves helping clients to examine and 

question dominant discourses of society, to oppose those discourses that do not promote 

their own interests, and to determine what alternative discourses better meet their needs 

(Zimmerman & Dickerson, 1994b). in that respect narrative therapy represents a mode of 

linking together clinical practice and social action which have tended to be separated in 

the field of social work (Gorman, 1993). 

Yalues 

For narrative therapy to be effective the therapist adopts a certain approach, way 

of being, or world view rather than simply practice techniques (Madigan, 1998). This 

approach requires the therapist to treat ail stories as equally valid or tme for the persons 

teiling the story, not believe in any absolute truth or reality, and to believe that the person 

is not the problem-the problem is the problem (O'Hanlon, 1994). Narrative therapists do 

not c l a h  to be objective and impartial. They are aware of their beliefs and values, 

examine these beliefs on an ongoing basis, and are open to changing concepts that no 

longer fit their preferred experience (Zirnmerman & Dickerson, 1996). Narrative therapy 

incorporates seemingly contradictory social work values including 'self4etemination 

and respect for the dignity and worth of each individual [as well as] connectedness and 

the aims of social justicen (Laird, 1995, p. 152). 



n a f i  
A person is viewed as king multi-storied, havhg multiple personalities or 

versions, having knowledge, and being fluid rather than fured in one particular identity or 

personality (Madigan, 1997). Clients with anorexia or buiimia are viewed as multi- 

faceted persons having the resources to choose and live out altemate, preferred realities to 

the painful story currently dominant in their lives. While clients ot first may view other 

people as helping to create or perpetuate the problem, the narrative therapist sees these 

other people as part of the context in which the problem was created, haWig 

unknowingly "CO-operated with the creation of a problem storyn (Zirnmerman & 

Dickerson, 1996, p. 54). 

Collaboration between therapist and client is viewed as a vital aspect of narrative- 

onented therapies, with clients considered to be consultants to themselves and to 

therapists (Kelley, 1996). This ernphasizes the importance of therapists being sensitive to 

the power issues inherent in the therapist-client relationship. "As mental heaith 

professionals our culture awards us tremendous privilege and power in our story telling 

rights regarding persons and problems" (Madigan, 1998, p. 105). 

Therapists taking what Anderson and Goolishian cal1 a "not knowingn, rather than 

an "expertn stance with clients, can promote a less hierarchical relationship between 

therapists and clients (as cited in Laird, 1995). The narrative therapist focuses on listening 

to and understanding each particular client's narratives with the view that clients, not 

therapists, are the experts on the clients' expenences and on how they shouid live their 

lives (Freedman & Combs, 1996). As well, therapists' "not knowingn helps to promote 
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the respect shown toward clients and also 'invites curiosity in the quest for more 

information" (Parry & Doan, 1994, p. 146). Therapists' opemess to Ieaming as much 

information as possible fiom clients' voices prevents therapists fiom having a premature 

sense of understanding clients on the basis of their own assumptions, theones, or personal 

experience. 

Therapists need the ability to create an atmosphere in which clients feel 

understood, accepted, and cornfortable enough to reveal experiences. Therapists need the 

ability to both listen and ask questions 'in a way that brings forth an awareness of either 

assumption that narratives are built on or gaps and ambiguities in people's narratives, [so 

that] space opens for stones to shift as they are being toldn (Freedman & Combs, 1996, p. 

56). Promoting reflexivity is also valuable to the therapy process since it involves ' 'the 

act of making oneself an object of one's own observations' " (Lax as cited in Laird, 1995, 

p. 158). Therapists need to be aware of and transparent about their own narratives as 

separate fiom clients' experiences, while at the same tirne acknowledging that 

"therapeutic dialogue is an intersubjective CO-creation of meaning between the therapist 

and the clientn (Cheung, 1998, p. 7). 

Therapists must recognize the power of language and be skilled in incorporating 

clients' vocabularies within the therapeutic conversation and help clients change 

vocabularies in ways that open up the most possibilities and choices. 'The role of the 

therapist is that of a master conversational artist-an architect of dialogue-whose 

expertise is in creating a space for and facilitating a dialogical conversation. The therapist 

is a participant-observer and a participant-manager of the therapeutic conversation" 



(Anderson & Goolishian, 1988, p. 372 ). 

Intervention 

Narrative therapy views problems as situated within discourse. Problems are thus 

. . 
located outside the person and within a dominant or dominating story. ExtemaliPng 

mwmahm about the problem is a constant throughout therapy, and involves talking 

about the problem as an extemal object, situated "in a meaning system rather than in 

persons or relationships" (Zimrnerman & Dickerson, 1996, p. 49). This results in the 

separation of the person's identity from the problern, and the objectification of 

"subjugating 'truths'" instead of people (Zirnmerman & Dickerson, p. 63). White and 

Epston (1 990) descnbe ways that extemalization of the problem facilitates clients taking 

responsibility for the degree to which they are afTected by the problem. They claim that 

the extemalization process: 

1. Decreases unproductive conflict between persons, including those disputes over 

who is responsible for the problem; 

2. Undermines the sense of failure that has developed for many persons in 

response to the continuing existence of the problem despite their attempts to 

resolve it; 

3. Paves the way for persons to cooperate with each other, to unite in a stniggle 

against the problem, and to escape its influence in their lives and relationships; 

4. Opens up new possibilities for peaons to take action to retrieve their lives and 

relationships fÎom the problem and its influence; 

5. Frees persons to take a lighter, more effective, and less stressed approach to 
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'deadly serious' problems; and 

6. Presents options for dialogue, rather than monologue, about the problem. (p. 

39-40) 

The phase of CO--ofthe which is usually most prevalent in 

the earlier stages of therapy, allows the therapist and client to examine and evaluate the 

nature of the problem and its effects. D e c a m o f t h e a m b l e m  follows, and 

can be described as a "practice of questionhg or challenging what is considered 'given' 

or 'taken for granted' or viewed as a 'settled certain@' by looking at the factors 

producing these givens" (Zimmerman & Dickenon, 1996, p. 63), and "situating them in 

cultural, histoncal and gender contextsw (Epston et al., 1995, p.77). 

. . ~ t m i q u e a u t c o m e s  is an ongoing practice whereby the therapist helps 

the client notice points of access to the alternative story-times when clients' behaviors, 

feelings or thoughts do not fit the problem story (White & Epston, 1990). Thickenhgk 

preferre- refers to enlarging on unique outcomes so that therapeutic conversation 

tends to focus more on aspects of the preferred story rather than the problem story. 

Narrative therapy tends to be a 'back-and-forth . . . . unfolding process of 

externalizing, deconstructing, extending the field of influence of the problem, searching 

for unique outcomes, finding a history of the contradictions, and continuing to develop 

and maintain whatever alternative story evolvesw (Zimmerman & Dickerson, 1996, p. 88). 

Pany and Doan (1994) state that "deconstniction and re-vision are not separate processes, 

but are equally important and inescapably linked. Deconstruction opens space for story 

re-vision, and re-vision provides the opportunity for M e r  deconstruction" (p. 45). 
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Revision refers to re-authoring, revising or changing a story so that it is "based no longer 

on reactions over which shehe feels little control or even responsibility, but upon 

imrnediate choices and improvisations" (Parry & Doan, p. 43). 

The progress of therapy is slower when the problem has a long history, has 

become a "lifestylen or "career", and has been supported by traditional 

psychologicaVpsychiatric treatments (Zirnmerman & Dickerson, 1996, p. 81). The shift in 

focus fiom one process to another, fiom the infiuence of the problem to more prefened 

alternatives, is govemed by clues provided by the clients, so that the therapist follows the 

client (Zimmerman & Dickerson, p. 59). For example, if the client cannot point to any 

preferred developments, the therapist might need to focus again on effects of the problem, 

or on additional ways of constructing and externalizing the problem (Zimmerman & 

Dickerson). 

Dsfinition 

The DSM-IV refers to "eating disordersn as divided into three separate 

classifications: anorexia nervosa, bulimia nervosa, and the atypical eating disorders, 

which do not fit the criteria of the fust two classifications (American Psychiatrie 

Association, 1994). However, anorexia and bulimia are typically viewed as extreme 

points of a continuum on which lie a major proportion of al1 women who experience 

varying degrees of "weight preoccupation" (Brown, 1993c, p.53). 

Both anorexia and bulimia cm involve similar eating dimabed behaviors 

including stringent dieting, fiequent fasting, bingeing, excessive exercising and purging 
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tactics such as vomiting and abuse of laxatives, diuretics, diet pills or ipecac (Mitchell, 

1995). However, people dealing with anorexia appear more successfiil in losing weight 

by food restriction. The most severely affected pemns look like concentration camp 

victims (Epston et ai., 1995). People dealing mainly with bulimia (i.e. a pattern of 

alternating binge eating and purging to such extremes as many times per day) tend to be 

at or close to "normaln weight (Fairburn, 1998, p. 506). People in both groups feel out of 

control with respect to food; however, the emotional pain related to the experience of 

losing control is more evident in bulimia due to fiequent binge eating (Fairbum, 1997). 

The meaning given to eating disturbed behaviors has varied over the centuries 

according to the cultural, political, religious, and medical discourses that existed at the 

tirne. Malson (1998) points out that during the twentieth century alone, the medical 

definitions of these problems were evolving as evidenced by criteria changes in 

percentage of body weight los& particular number of menstruai periods rnissed, or 

number of binges per week. These repeated attempts to classi& eating disturbed 

behaviors and rnake them into abstract truths demonstrate the extent to which such 

abstractions are socially constructed categories "with particular connotations and 

consequences for girls and womenn (Maison, p. 99). Throughout history, discussions 

about causes and possible methods of treatment for eating disturbed behavior are related 

to whatever medical practices are currently dominant. 

Sir William Gu11 in England and Charles Laseque in France made the first 
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re ferences to anorexia nervosa in the medical literature at about the same tirne in 1 873 

(Bemporad, 1996). The term "anorexian refers to a lack of appetite or hunger, which does 

not accurately fit current views that the problem develops through ignoring or denying 

strong sensations of hunger for the sake of losing weight (Steiner-Adair, 1994, p. 390). 

Bemporad (1996) refers to histoncal accounts of self-starvation motivated by a 

variety of factors other than losing weight. Wiîh respect to Christianity, there were 

women who chose to devote their lives to God, which involved helping other people, 

denying their own 'corporeal needsn (Bemporad, p. 222), and fasting as a means to attain 

the ability to "comrnunicate directly with Godw (p. 222). Many of these women were 

revered and made saints by the church. At the same tirne they were able to avoid arranged 

marriages, child bearing, and parenting roles. 

Bwlimia 

Russell first named and described "bulimia nervosaw in the medical literature in 

1 979 (Ziolko, 1 996). According to Parzy-Jones and Parry-Jones (1 995), the term 

"bulimian referring to 'great hungef (as denved fiom the Greek %oun meaning ox-like or 

great; and "limis" meaning hunger) and demonstrated by excessive eating, has appeared 

in western European writings for more than 2000 years. These authors also state that 

there are much fewer early case descriptions of bulimia than there were of fasting. 

Parry-Jones & Pany-Jones (1995) state that most reported occurrences of 

excessive eating seemed to altemate with bouts of fasting or other food deprivation states. 

During the Middle Ages, people suffenng nom food depnvation during famines ofien 

engaged in periods of voracious eating when the famines ended. The authors point out 
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that gluttony was considered one of the seven deadly sins by the Roman Catholic 

religion; and some ascetic n u s  used self-induced vomiting as "penancen for their 

gIuttony (p. 146). Bulirnia was initidly viewed as an organic disorder caused by 'vicious, 

cold humorsn or by "parasitic wormsn (p. 148), and later in history it was related to 

physical causes such as gastrointestinal disorders, brain diseases, and head injuries. The 

authors state that psychologicd causes were first mentioned in 170 1, and increased in 

popularity so that in the early 20" centuy the disorder was commonly viewed as part of 

hysterical symptoms in women. M e r  1900 it became evident that a number of people 

with bulimia also had histories of anorexia. Despite apparent ties between these two types 

of eating problems, bulimia nervosa was made a separate and distinct classification of 

eating disorders in 1979. 

Med ic~mpr i ca t i ans  

A number of authors (Garfinkel, Gamer, & Kennedy, 1985; Goldbloom & 

Kennedy, 1995; Mitchell, 1995) have written about the medical complications of extreme 

cases of eating disturbed behavior. Some of these complications include menstnxal 

irregularities or cessation; gastrointestinal problems such as bloating and constipation; 

cardiovascular problems such as heart failure, hart rate irregularities, low blood pressure, 

and cold intolerance; dehydration; electrolyte imbalances such as low potassium levels; 

anemia; dry skin; dental problems, hand calleuses, and enlarged salivary glands due to 

self-induced vomiting; and, with anorexia, there may be the appearance of fine, sofi body 

hair . 



The insights and theories of early therapists in this field have had a very strong 

influence on how eating disturbed behavior is treated today, with the most often used 

types of therapy being farnily, cognitive, and psychodynamic therapy (Bemporad, 1996). 

Despite problematic aspects of these approaches, they have contributed greatly to our 

understanding of eating disturbed behaviors. 

Ps-ychadynmkIhe~p~v, 

Psychodynarnic therapy is rooted in the medicalization of problems, as it arose 

from early Freudian psychoanalytic theory within the domain of the medical world in the 

19"' century. Unlike narrative therapy, which situates the problem within discourse, 

psychodynamic therapy situates the problem within the person, in intrapsychic processes 

such as intenial conflicts and repression. The person is viewed as a fixed personality 

having deficits. Change involves the therapist as expert giving insights to the client; the 

importance of transference in the relationship between the client and the objective 

therapist; and lengthy time requirements for the therapist to create change in the client (V. 

C. Dickerson, S. Madigan, & J. L. Zimrnerman, personal communication, June 11, 1998). 

Early psychoanalytic theones about causation of anorexia included the idea that 

anorexia was a 'defence against and guilt over gratifyingn the unconscious wish for oral 

impregnation (Bemporad, 1996, p. 229). By 18% Freud was describing anorexia nervosa 

as a rare but 'well known psychiatric disorder . . . of girls [that] seems to me on carefid 

observation to be a melancholia occwring where sexuality is underdeveloped' (as cited in 

Bemporad, p. 229). 
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In writing about her work with patients dealing with anorexia, psychoanaiyst 

Hilde Bruch pointed out the strong sense of powerlessness and lack of self-adequacy as 

well as the distortion in body image and general perception that were common to her 

patients (Bemporad, 1996). She described their focus on eating as a means of gaining 

control over themselves and their environment which included their families. Bruch 

described her patients as growing up in families where their own needs and wants were 

not addressed so that they tended to lack an "independent sense of self" and were overly 

cornpliant toward their parents' wishes (as cited in Bemporad, p. 230). She saw anorexia 

as also providing young women an escape eorn the demands and tasks of adolescence. 

Other contributions by Bmch, as described by Cuthill(1991) include the 

psychological effects of starvation; the idea of the client lacking 'hunger awareness" and 

having emotional needs met by food (p. 23); and the tendency for parents to focus on the 

importance of appearances and to have high expectations of their children (p. 22). 

E a m i l v ~ b  

"Minuchin and his colleagues at the Philadelphia Child Guidance Centre and 

Mara Selvini-Pdazzoli in Milann are renowned for their work with families dealing with 

anorexia (Shekter-Wolfson, Woodside, & Lackstrom, 1997, p. 23). Minuchin's structural 

family therapy situated the problem of anorexia in the structure of the person's family of 

origin. 

Minuchin, Roman, & Baker (1978) describe the therapist, 'schooled in feedback 

circularityn as "challengingn or using "therapeutic strategies directed toward" the key 

structural charactenstics of anorexic families which include "enmeshment, 
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overprotection, conflict avoidance, ngidity, and the involvement of the syrnptomatic child 

in detouring conflict ... and, in the process, with supporthg the family's use of more 

functional alternatives" (p. 97). Minuchin's description of psychosomatic farnily 

characteristics also include "parental marital stress" (as cited in Shekter-Wolfson et al., 

1997, p. 23 1). The parents' focus on their child's problem allows them to avoid dealing 

with the problems in their own relationship. 

As narrative therapists help people expand on the unique outcomes in their life 

experiences, structural family therapists seek "to bnng the submerged alternatives to the 

foren (Minuchin et al., 1978, p. 97). The structurai family therapist assumes the role of 

expert in assuming to know the nature of alternative family interactions that would be 

functional or healthy for the family, and then imposing these on the family in a very 

directive manner, including physically re-positioning family members in relation to each 

other. Narrative therapists, in a more collaborative way, look fvst to clients to provide 

examples of unique outcomes they have experienced, and to clients to decide whether 

they prefer these alternatives (Zimmeman & Dickerson, 1996). 

When there is more than one peaon participating in a session, the narrative 

therapist would want each person to talk individually rather than encouraging them to talk 

to each other, since the latter situation would tend to bring out the voice of the problem 

(Zimrnerman & Dickerson, 1996). In that way, each person has a p a t e r  oppomuiity of 

listening to the other in a reflexive manner without placing problematic intentions ont0 

the other's behavior (p. 105). This contrasts with structurai family therapy in which 

family members are encouraged to talk with each other during the sessions. 
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Cognitive-behavioral therapy became quite popular by the late 1 980's, and 

consists of a merging of behaviord and cognitive psychological theories (Rachman, 

1 997, p. 3). In 1 98 1 Fairburn produced the fmt published account on treaiing bulimia 

nervosa (Fairburn, i 997, p. 209). His work in this area has resulted in a treatment manual, 

with scientifîc research pointing to its superiority in outcome over other approaches to 

bulimia. 

Cognitive-behaviorai therapy views problems as situated in learned, selfkiefeating 

thoughts and behaviors. People are viewed in ternis of their thoughts and behaviors. 

Therapeutic change occurs through the therapist acting as expert determinhg and 

changing the person's faulty schemata to more functional, healthy beliefs. Fairburn 

(1997) describes two key cognitive characteristics of eating disorden: the tendency to 

evaluate self-worth on the basis of weight and shape, and a 'long-standing negative self- 

evaluationn @. 21 1). He refen to the former as 'weight-related self-schematan and 

describes the latter as 'a general self-schema", a term originated by Vitousek and Hollon 

(p. 21 1). In addition, Fairbum points to two other comrnon cognitive characteristics of 

people with eating disordea: perfectionism, and dichotomous or black and white 

thinking. He describes the cycle in which these four characteristics work together with the 

behaviors of 'intense and rigid dietingn, "binge eating", and "self-induced 

vomitinflaxative misusen (p. 21 2) in creating and maintainhg bulimia nervosa. He dso 

includes "negative affect" as a cornmon îxigger for binge eating. 

Major differences between narrative therapy and cognitive behaviorai therapy are 
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discussed by Griffith and Griffith (1 994). They describe how in narrative therapy stories 

(self-narratives) are changing, while in cognitive behavioral therapy beliefs are changing. 

The authors state that stories are more all-encompassing, specific, and detailed, and 

include thoughts, beliefs, behavioa, feelings, and al1 that makes up expenence, with the 

added dimension of tirne. In contrast, beliefs are "timeless abstractions" (p. 49) that 

general ize rather than specie experiences. Stories simply are, whik belie fs are 

interpretations that require "rational justificationn (Griffith & ûriffith, p. 49) or can be 

opposed by someone holding a different interpretation. As well, Griffith and Griffith 

daim that the person telling the story is the authority on the self-narrative since he/she 

alone has that information, while a belief can be commonly held and tends to assume 

strength or power according to the extent of power or knowledge held by the person 

proclaiming that belief. 

. . 
-eraw 

The emergence of feminist therapy accompanied the "resurgence" of feminism 

during the penod of 1966-71 (Taylor & Whittier cited in Valentich, 1996, p. 283). 

Wooley (1995) defines feminism as 'first and foremost a political movement that seeks to 

expand women's rights and opportunities, making them cornmensurate with those of 

menn (p. 294). 

Feminist therapy is similar to narrative therapy in a number of ways. These 

include the focus on sociocultural, political and historical contributions to problems; the 

emphasis on the collaborative, non-hierarchical relationship between client and therapist; 

the approach as a way of k ing  and thinking rather than a set of techniques; the rejection 
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of labels for people based on classiQing problems as abstract tniths; the focus on strength 

rather than pathology in clients; and the emphasis on the personal as political (Valentich, 

1996). 

While both therapies recognize the effects of patriarchal discourse on women's 

problems, feminist therapy seems to emphasize the gender imbalance of power, while 

narrative therapy includes feminist ideas as one of many aspects of power imbalances 

among people. In describing "feminist influences on the treatment of eating disorders", 

Wooley (1995) States that "gender remains the single most powerfiil organizing infiuence 

on behaviof (p. 279)' and that traditional approaches to eating disorders acknowledge the 

influence of the "cultural ideaiization of thinnessn (p. 294), but they do not acknowledge 

the "cultural construction of gender" as "central to the understanding and treatment of 

eating disorders" (p. 294). 

The feminist approach views eating disturbed behavior as socially constructed, 

rooted in cultural beliefs, attitudes, and prescriptions for how people should behave and 

fit into the world. According to Chemin, Friedman, and Woodman, in patriarchal Western 

society there is the pressure on women to be thin, the objectification of women's bodies, 

and the devaluation of women and femininity (as cited in Szekely & DeFazio, 1993). 

Proportionately fewer men sufEer fiom eating disorders, demonstrating how North 

Amencan society's gender attitudes play such a major role in this problem (Wilfley & 

Rodin, 1995). Women's lives are more defined by their bodies than are men's. According 

to Greenspan (1983), a woman's 'body is her power. Men are their brains; women are 

their bodies. Man is culture; woman is naturen (p. 164). Katzman and Lee (1 997) refer to 
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women's "limited access to other forms of power of self-expression beyond corporeal 

power" (p. 389). 

Brown (1 993 b) and other feminist writers (Lawrence, Lowenstein, and Orbach) 

argue that controlling the body is an 'accessible and viable way for women to achieve 

some measure of control in their livesn, with thinness and control over eating king 

related to "greater self-esteem and an increased sense of controln (p. 125). 

Numiring and care of othen has traditionally been a major role for women, with a 

woman's worth as a wife and mother overshadowing the value of her educational or 

career achievements (Greenspan, 1 983 ; Schwartz & Barrett, 1 988). Today , however, 

women are also expected to be mothers/nurturers, maintain slim bodies, and have careers. 

Wolf (1 994) descnbes the pressure today on young women to 'act Iike 'real men' and 

look like ' real women. ' " (p. 107). Women are faced with the Superwoman ideal 

(Cauwells, l983), with increased responsibilities and stress levels. Facing these daunting 

pressures, it is easy to understand how difficult adolescence c m  be for young women 

faced with the overwhelming expectations and choices related to the contradictory roles 

that face them as adults (Steiner-Adair, 1991). Women are given the message that they 

can do whatever men can do, but societd structures, such as lack of accessible child care 

and inequitable pay scales, have not changed to the extent that that attitude is supported. 

(Brown & Jasper, 1993). - 
Adolescence is 'the period of most rapid growth that human behgs consciously 

experiencen (Unger & C d o r d ,  1996, p. 280). Biological changes, both intemal and 



external, accompany the development of reproductive abilities. Profound physical, 

emotional, cognitive, and social changes mark the transition fiom childhood into 

adulthood, with each individual's experience king highly influenced by the context or 

extemal situation of herhis life (Bayrakal, 1987). Adolescence, in our society, bas 

traditionally been viewed as a time of turmoil for teenagers as well as for their parents 

who need to cope with the effects of these changes on family relationships, as adolescents 

strive toward autonomy (Oldham, 1980; Preto, 1988; Offer, 1987). 

S.&-cQnCe- 

Developmental theories about adolescence t-mus on adolescence as a time of 

formation of a sense of self or identity with 'self-awarenessw and 'self-reflectivityw as 

major components (Erikson, Marcia, &Offer cited in Stem, 1991, p. 107). For adolescent 

females there is often a "disavowing of the self" when they instead begin to "renounce 

and devalue their perceptions, beliefs, thoughts, and feelingsn (Stem, p. 105). 

Horney, Thompson, and Deutsch describe adolescence as a tirne when fernales's 

self-esteem drops as they are required to adopt 'male-defued values and goalsw (as cited 

in Stem, 199 1, p. 106). Gilligan (1 982) writes about the differences between how females 

and mdes develop and mature, and how female adolescence presents a more difficult 

time because females' life experiences have contributed to a different world view fkom 

males, a world view that is considered infenor to males' in developmental maturity. From 

childhood, women are geared toward king more caring, empathie, and attuned to the 

needs of the people around them, while men are raised to be more competitive, 

aggressive, and autonomous. Gilligan describes how North Amencan or dominant culture 
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has tended to idealize traditional masculine characteristics of individualism, separation, 

obj ec tivity , detachment, and the abstract, while considering traditional female qualities 

(e-g., interdependence, connection, subjectivity, and relativism) to be of secondary value. 

Seligrnan States that " 'girls, at least up to puberty, are more noticeably optirnistic 

than boys,' and consludes that 'whatever causes the huge difference in depression in 

aduithood, with women twice as vulnerable as men, it does not have its roots in 

childhood. Something must happen at or shortly after puberty that causes a flip-flop-and 

hits girls very hard indeed' " (cited in Gilligan, Rogers, & Tolman, 1991, p. 13). 

B-0.dLLmag.e 

Female adolescents experience heightened concems about their own physical 

appearance and thinness at the same t h e  that their bodies are becorning larger, with a 

general increase in the percentage of body fat, especially around breast and hip areas 

(Santrock & Yussen, 1 987). Steiner-Adair has proposed that this accumulation of body 

fat can contribute to females' devaluation of their bodies in a society where body fat 

signifies "powerlessness, ineffectiveness, and lack of controln, as opposed to leanness and 

muscularity which si@@ "assertiveness, independence, and self-controln (cited in Brown 

& Jasper, 1993, p. 30). 

R e l a î i ~  

Relationship issues in adolescence are especially difficult for females, since they 

tend to be more relationship-oriented than males, more sensitive to the opinions of others, 

more afTected by the increased focus put on the sexual attributes of their bodies, and are 

faced with the attitude of the male-female double standard regardhg sexual activity 
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(Friedman, 1997). Steiner-Adair describes how fernales' social lives are afTected by their 

increased involvement with males within a culture that values women as the primary 

caregivea; as the ones assuming more of the responsibility for heterosexual relationships; 

and as the ones attempting to reduce conflict by equating others' needs with their own (as 

cited in Brown & Jasper, 1993). 

n e ~ a ~ ~  

GeneralConcerns. 

The following examples fiom the literature describe some concems about doing 

therapy with adolescents. With younger teenagers, especially, their ability to deal with 

abstract issues may be less well developed, and the ability to establish relationships with 

them may be thwarted by the constrictions of sitting in a rwm rather than doing some 

activity together (Wallbridge & Osachuk, 1995). Adolescents tend to place more value on 

the influence and approval of their peers rather than of adults (Preto, 1988). They may be 

more reluctant to enter therapy, may tend to miss appointments, and may drop out of 

therapy prernaturely. "Resistance is considered a particular challenge in clinical work 

with adolescent girls, who are known as difficult to treat precisely because of the strength 

of their resistance and their tendency to leave psychotherapy prernaturely (Gilligan et ai., 

199 1, p. 1). From a narrative standpoint, it is preferable to believe the problem lies in the 

therapy style (such as what questions are king asked) rather than in the clients' 

"resistancen (Amundson & Stewart cited in Smith, 1997). 

ve Appmach to 4dalescence. 

Sirnilar to narrative and feminist therapists, Gilligan holds a political, 
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sociocultural, and historical view that includes women's need to resist the patriarchal, 

hierarchical order of our society and ensure that women's voices are heard. In her 1993 

letter to her readers (Gilligan, 1982), she states that during adolescence young women 

corne face to face with a social construction of reality that is at odds with their 

experience, so that some kind of dissociation becomes inevitable . . . coming not 

to know what one knows, the dificulty in hearing or listening to one's voice, the 

disconnection between mind and body, thoughts and feelings, and the use'of one's 

voice to cover rather than to convey one's inner world. (p. xxi) 

Narrative therapists view developmental theories as often k ing  used in ways that 

tend to marginalize people who do not fit the "normalw developmental stages that were 

created by and based on white, middle class, male standards (V. C. Dickerson, S. 

Madigan, & J. L. Zirnmerman, personal communication, June 1 1, 1998). Children and 

parents tend to view themselves as defective and inferior if family members do not meet 

these standardized prescriptions of normality. Narrative therapists might use whatever 

aspects of these theones seem to fit for the particular client in a way that is helpfbl and 

empowering for the client. However, there is no assumption by those therapists that these 

theories are idealized *truthsW. 

Zimmerman and Dickerson (1 996) provide their opinion about the cultural 

discourse of adolescence that includes the idea that parents are held responsible for their 

children growing into "independent, worthwhileW adults (p. 53): 

We believe that the culturai discourse about adolescents' needing to separate nom 

their parents and find their own identity infiuences parents to take on the task of 
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making sure their children do this in highly prescnbed ways. Situations are set up 

in which parents and adolescents become competitors for the 'rightw way, rather 

than allies in a process of adolescents beginning to narrate their own stones. (p. 

53) 

Eron and Lund (1996) describe the narrative approach to work with parents and 

teens as "focused more on forging new connections between family members rather than 

emphasizing generational boundariesn (p. 1%). Pany and Doan (1 994) discuss their use 

of the metaphor "parenting to prepare versus parenting to protectw as helpful in dealing 

with parents and adolescents (p. 72-75). 

In the literature, some narrative therapists discuss the value of having access to an 

archive of tapes or writings of people who have successfûlly overcome problems similar 

to those of the clients (Epston et al., 1995; Zimrnerman & Dickerson, 1996). This idea 

seems especially suitable to work with adolescents whose tendency is to accept guidance 

more readily from peers than from adults, and to seek conformity with their peers. The 

archives can be show to clients to help them notice and express the nature and effects of 

problems they share with other people, and to provide clients with information about 

possible tactics to fight the problem. The credibility of these tactics is enhanced by the 

fact that they are coming fFom people like themselves, adolescents with similar problems, 

rather than adult "expertsw. Also, access to the archives may relieve some of the clients' 

sense of isolation in facing the problem, by offering them "communities of concemn, a 

phrase used by Madigan and Epston (cited in Nylund & Ceske, 1997). Thus problems 

such as depression and anorexia can be 'de-pnvatizedw and viewed more as socially 
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constructed (Madigan, 1998, p. 93). 

The suitability of narrative therapy for working with adolescents is described by 

Weingarten (1997, p. 309): 

Postmodem practices, with their emphasis on the development of the clients' 

voice rather than the assertion of the therapist's voice, seem particularly usefûl for 

work with children and adolescents. Their stories are particularly d e r a b l e  to 

colonization; their voices are particularly wlnerable to silencing. A postmodem 

practice can guard against the imposition of meaning on persons who, like 

children and adolescents, are less powerful than adults and whose stones may be 

less precisely formed (Stacey & Loptson, 1995). 



CHAPTER 3 

Methodology 

Settinn 

The setting for this practicum is the Community Service Program of the Manitoba 

Adolescent Treatment Centre (MATC) at 228 Maryland Street in Winnipeg. MATC 

provides acute and long term psychiatrie treatxmnt senices for children, adolescents, and 

their families. Therapy is provided by clinicians of various backgrounds including social 

work, psychiatry, psychology, occupational therapy, and nursing. The focus is on children 

and adolescents who are unable to find services in any other resource or organization, and 

whose problems are related to trauma, abuse or mental health issues. 

The practicum is based on having six to eight clients, with a minimum of four 

being required for completion of the practicum. Adolescent females aged 12 to 17 have 

been chosen fiom intakes at the MATC practicum setting and from the waiting list of 

potential eating disorder clients for the Health Sciences Centre psychiatry outpatient unit. 

Twelve to sixteen people would be screened in interviews, and six to eight of those were 

to be chosen to be participants based on the following cntena: 

--extreme dissatisfaction with their current body weight and intense fear of gaining 

weight. 

--engagement in any of the following behaviors: stnngent dieting; fiequent fasting; 

excessive exercising; self-induced vorniting; a b w  of such dmgs as laxatives, diuretics, 

or diet pills; and binge eating (the process of overeating accompanied by a stmng sense of 



losing self-control, and extrerne feelings of sadness, guilt, and self-hatred). 

--no previous history of hospitalization regarding eating disturbed behavior. 

--willingness to provide (if requested) verification by a medical doctor of no evidence of 

phy sicai health problems. 

--their own desire and willingness to attend therapy. 

--reliable means of iransportation to therapy sessions. 

--no diagnosed mental health problems. 

s==iw 
An initial screening session provides a meeting with clients and their parents to 

discuss issues of confidentiality and the compatibility of their goals for therapy with the 

practicum approach. Student status, the use of audiotaped sessions, sharing of 

information with supervisors, and the tirne limits of involvement are discussed; and 

consent forms are signed (see Appendices B, C and D). 

WInvolvement 

The parents or other interested farnily rnembers are to be included in the 

begiming, middle, and end sessions, seen together with the adolescent, or separately, as 

preferred by the participants. nierapeutic rasons for including family members focus on 

addressing faollly issues that are affecthg clients' progress in therapy: to reidorce 

separation of the problem fiom the adolescent; to discuss with parents how they can best 

help their daughters in fighting against the problem; to provide information as to the 

effects of the problem on the clients' relationship with family members; and to provide an 

audience for clients' success in winning over the problem (Zimrnerman & Dickerson, 
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The practicum structure involves six to eight clients for 12 sessions each over a 

three month period. As narrative therapy is not a linear process, therapy tends to move 

fiom a focus on construction and deconstruction of the problem story, with 

acknowledgement of unique outcornes, toward an emphasis on development and 

enlargement of the preferred story. The rationale for having 12 sessions was to allow at 

least three to four weeks for each phase of the process. If M e r  sessions were required 

or if clients were not assessed as appropnate for this practicum, they would be provided 

with alternative services through the MATC Cornmunit. Services Program or other 

available resources. 

C o - c o n s t n i o f t h e m  involves the use of words or phrases that best fit 

the client's experience of the problem, preferably using the client's own vocabulary. 

Personification of the problem allows discussion of the problem's "intentionsn, "beliefs", 

and "practicesn (Epston et al., 1995, p. 74). Clients examine the specific ways in which 

their own thoughts, feelings, actions, and relationships with others are affected by the 

problern, with the result that ways of deQing and resisting the problem become more 

evident (Epston et al.). Exarnples of possible questions to elicit clients' metaphors 

include: "What wodd you cal1 the problem that is most affecthg you? . . . . What's your 

main experience when this problem is amund? What are you noticing?" (Zimmerman & 

Dickerson, 1996, p. 303). 'Why is it at this time that you have come to see someone like 

me? . . . . What name might we corne up with to describe your current situation?" 
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(Madigan, 1998, p. 95). "How does the problem direct you? What does it get you to do? . 

. . . What does the problem steal fiom you? What enjoyment has it taken h m  you? . . . . 

What kinds of things does it tell you? . . . . What does it tell you about yourself? About 

your . . . (mother, father, etc.)?" (Zimmerman & Dickerson, p. 304). 

of îhqddem involves "directly challenging personal and 

cultural stories that have contributed to the evoiution of the problem" (Zimmerman & 

Dickerson, 1996, p. 304). This involves the "unmasking" or "exposing" of the problem 

which allows clients to become aware of how they becarne 'recruited into [the problem's] 

realities and practices" (Epston et al., 1995, p. 77). This reduces the power of those 

"truthsn over clients, strengthening clients' abilities to consider alternative realities and 

practices. Examples of questions proposed by Madigan (1 998) in dealing with the 

problem of anorexia include: 'Are there ways in which anorexia has tricked your mind 

into thinking that an anorexic life is the best life possible?" (p. 95). 'Are there certain 

structures/beIiefs of our society which may be viewed as supporting anorexia? . . . . In 

your experience what is anorexia's most effective weapod strategy?" (p. 97). "In what 

ways has anorexia af%ected your relationship with yourself by telling your self that you 

are not worthy?" (p. 100). 

-or problem-free situations may be identified in the past, present, 

or fbture, and may be evident within either the landscape of action, events that happen in 

a sequence, or the landscape of consciousness which refers to meanings, preferences, 

values, and intentions (Zimmerman & Dickerson, 1996; Parry & Doan, 1994). Examples 

of questions include 'Can you remember qualities of yourself prior to anorexia's onset 
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that you would like to re-remember? . . . . How were you able to keep your own positive 

thoughts of yourself dive despite what others were saying? . . . . Can you name the 

quality in you that has kept you dive al1 these years despite anorexia's attempts to kill 

you? . . . . At which tirne of the day are you most anorexic-fkee? . . . . How are you able to 

find this fieedom?" (Madigan, 1998, p. 102). 

is an extension of the previous phase, and, if 

therapy is successful, this phase tends to take up a greater and greater portion of each 

therapy session over time. It involves developing the landscapes of action and 

consciousness within the past, present, and fûture. Examples include recounting details of 

events or actions taken by clients as well as the significance of those actions for them; 

bringing forth the history or background for the preferred story; having other people 

involved in the therapy process so that they cm be an audience to witness the emergence 

of the preferred story (Parry & Doan, 1994; White & Epston, 1990); and asking clients to 

see themselves fiom another person's point of view (Zirnmerman & Dickereson, 1996, p. 

102), thereby bringing other characters into the new plot Iine or "relationships into the 

therapy roornn, as described by Michael White (cited in Zixmneman & Dickerson, p. 

284). 

Examples of questions include: 'What strategies do you know about that 

[anorexia] may have tried to steal away fiom you, but that you called up on in the past 

and that you can also use now? . . . . As you win more battles agauist [anorexia], how will 

your Life look in the (Zimmerman & Dickerson, 1996, p. 305). 'What d e s  of 

anorexia did you have to breach in order to attend this meeting today?" (Madigan, 1998, 
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p. 103). "As you sec yourself winning more and more battIes against [anorexia], how are 

you thinking of yourself as a person? . . . . 1s this something you have known about 

yourself for a long time?. . . . If 1 were to tell othen about your successes, how do you 

think 1 might describe you?" (Zimmerman & Dickerson, p 306). '1 wonder who in your 

. . . familylat your school noticed these fantastic anorexie-tke achievements?" (Madigan, 

p. 103). "As you put [anorexia] behind you, what might you c d  this new path you are 

taking in life? . . . . Now that you have made this cornmitment to yourself, who else 

would celebrate it with you?" (Zimmerman & Dickerson, p. 306). 

QualitatiYuh$* 

Data is compnsed of audiotapes and transcriptions of sessions, and therapist's 

notes taken during and after sessions. The approach is exploratory and descriptive 

regarding analysis of : (a) client themes (what themes arise within the client group), (b) 

practice (how the therapy process is implemented), and (c) client progress (how clients 

respond to therapy). The qualitative approach provides understandable results in everyday 

language and emphasizes collaboration with clients. Like narrative therapy, it is 

descriptive in its analysis of data comprised of events revealed in 'people's own written 

or spoken words and observable behavior" (Taylor & Bogdan, 1998, p. 7); and it is 

interpretive in exploring what meanings clients make of those events (Maxwell, 1996). 

The degree to which the therapy process reveals the phases and aspects of 

narrative therapy becomes evident by looking at such factors as the following: Were 

narrative types of questions used in a way that results in problem-extemalizing 

conversation? Has the amount of talk about prefened stones gradually increased over that 



of problem stories? Has the CO-constructed problem diminished in severity or 

pervasiveness since therapy began? 

Improvement in the client's well-king is anticipated to accompany the successfiil 

practice of narrative therapy. Does the client gradually, over time, show signs of 

increasing assertiveness, self-respect, and self-expression? The degree to which this is 

tnie is demonstrated by the client's responses and feedback to the therapeutic process. 

Parents' reports about their children are also usefûl in pointing out clients' mood changes 

and fiequenc y of self4estnictive behaviors versus sel f-enhancing behaviors. 

Rationalefor@ualitatiye-Rese~pch 

Sui2j- 

In narrative therapy it is changing narratives that mark successfùl outcomes. "The 

narrative changes as a result of a conversation in which both the problem and its possible 

solutions shift and are refiamedn (Laird, 1995, p. 152). Since narratives are not 

measurable quantitatively nor fiee of values, "practice cannot be evaluated through some 

set of objective criteria that exist separate fiom dialoguen (Laird, p. 159). Qualitative 

research fits better with narrative therapy beause of the richness of detail addressed and 

its ability to "capture the intricacies of clients' meanings and beliefs as well as the 

movement of the therapeutic dialogue" (Laird, p. 159). Qualitative research expects and 

takes into account that there is a close relationship between the reseaxher and the client 

with both influencing each other and the nature of the dialogue between them (Tutty, 

Rothery, & Grinnell Jr., 1996). 
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Like narrative therapy, qualitative research begins with specifics and detail, and 

moves toward more general themes (Tutty et al., 1996). The approach is inductive in that 

it uses the specifics and details of situations to create or build theory, knowledge and 

understanding, rather than deductively using the situations to test already existing 

hypotheses or theories (Padgett, 1998). Both therapist and researcher attempt to listen to 

and understand a person's total experience on al1 levels, including meaning and context of 

that expenence for the person, while attempting to prevent their own preconceptions fiom 

influencing this process as much as possible. - 
Qualitative research is otiented more toward process than outcome (Maxwell, 

1996). This fits with the focus of this practicum which is to examine and improve the 

therapist's practice of narrative therapy, rather than to evaluate either the efficacy of 

narrative therapy for a particular client group, or the therapist's level of success as a 

clinician. The focus of qualitative research is to leam details about unique experiences by 

examining events within the context of individuals' Iives, rather than generalizing 

findings to other clients and studies (Tutty et al., 1996). 

l2atau-w 

Tutty et al. (1 996, p. 89-1 19) describe the method of qualitative analysis as 

follows: 

1 ) "Identieing meaning units" within transcribed tapes. 

2) Assigning category narnes to groups of similar meaning units. 



3) "Assigning codes to categonesn. 

4) "Re W g  and reorganizing codingsn. 

5 )  "Deciding when to stop". 

6 )  "Retrieving meaning units into categonesn. 

7) "Comparing categories". 

8) "Developing conceptual classification systemsn. 

9) "Presenting themes". (p. 89-1 19) 

To determine clienîhmes, the transcripts were read through line by line, while 

noting in the margin the names for the types of issues k ing  discussed. These issues were 

listed and combined when similar in nature into categories that were then coded. The 

transcripts were examined again, with codes placed in the margin. Category narnes were 

changed to allow the most condensation possible that best fit the issues. Categories that 

were found for the majority of the clients were then chosen as themes, and examples of 

these were used in the write-up of results. 

In the analysis of &, a list of narrative therapy elements were used as a 

template. Transcripts were analyzed by putting these elements in the margin next to 

meaning units comprised of lines of transcnpt that demonstrated those elements. The 

elements that emerged were listed and placed in a smailer nurnber of more comprehensive 

categories. These categones were coded and placed in the marghs of the transcripts. The 

final categories that emerged are discussed within the phases of narrative therapy. 



CHAPTER 4 

Findings 

Settine 

There have been advantages and disadvantages about the MATC Comrnunity 

Senices Program. The intake assessrnent process is anti-narrative therapy in its focus on 

diagnosis of psychiatric ailments and on finding pathology. For example, parts of the 

MATC initial screening forms (see Appendix F) focus on searching for problem areas in 

addition to presenting problems. The intake form includes a list of  thirty-four Presenting 

Problems to address as to onset, fiequency, and duration (e.g., Attachment Problems, 

Homicide Threat, and Hallucinations). There is also a list of six Family History problems 

such as Suicide, Psychosis, and Violence. The narrative therapy literature recomrnends 

that the initial phone contact comprise the client's view of the presenting problems, and 

that the initial session begins with getting to know a bit about the client's life outside of 

problem-saturated stories (Freedman & Combs, 1996; Freeman, Epston, & Lobovits, 

1 997; Zirnrnerrnan & Dickerson, 1996). 

At the same time, the psychiatric focus has been helpful since at least one client's 

situation included somatic symptoms that hindered her ability to work between sessions. 

This seems to fit with the narrative therapy approach which does not denigrate other 

therapy approaches, using them as appropriate and beneficial for the individual client 

who is interested in exploring a certain approach, as possibly fitting well with their needs. 

C l i e n t c c r e e n i n e m  

Limited referrais resulted in client criteria being expanded to include clients for 
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whom eating disturbed behavior was not a primary therapy issue, dthough it had been 

included in their presenting problems at intake. The H.S.C./MATC Intake Person 

reported that she had been receiving much fewer referrals than usual for this problem 

area. Some of the practicum referrals involved mothers wanting their daughters to 

participate in therapy, but their daughters denying the existence of any problems 

requiring therapy, and refusing to attend more than the screening interview. 

The fiequency of parent-adolescent confiict about the need for therapy becarne 

evident fiom observing a self-help support group meeting for parents of children with 

eating disorders (March 23, 1999). In addition to the problem of finding treatment 

resources within their financial means, parents expressed a strong concern about the 

refusal of adolescent children to acknowledge their problem and participate in therapy. 

Some theories explaining the reluctance of adolescents to attend therapy include: 

1. Unwillingness of this age group to acknowledge that their eating disturbed 

behavior is a problem, since appearance is so important to adolescent fernales, and the 

value of dieting and striving for thinness are so dominant in our culture. They view the 

benefits of the behavior as greater than the discornfort or disadvantages involved. 

2. Adolescents' tendency to become involved in power stniggles with parents and 

to stop confiding in parents. They may fear their parents will judge them, take away their 

fieedom, give advice or lectures, or become overburdened emotionally by their problems. 

More adolescents rnight ask for help if they did not have to have their parents involved. 

This was stated by psychologist Richard Shore (personal communication, March 30199) 

who stated that he rece!ves a good number of calls fiom adolescents wanting help wiîh 
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eating problems on condition that their parents are not contacted. 

Lirnited referrals to the practicum by professionals may be related to the tendency 

for professionals to view this problem area as complicated and requiring a long term 

cornmitment fiom one therapist for more than the three months allotted to this practicum. 

This idea was discussed at the support group by one of the guest speakers, Dr. Giselle 

Moirier, psychiatrist at the Eating Disorders Clinic of Health Sciences Centre. She stated 

that the Clinic has had difficulty attracting psychiatrists to work there. She said that 

psychiatrists tend to be reluctant to get involved with eating disorders because the 

patients are considered to be hard to treat; the psychiatrists need to have a strong medical 

background in order to deal with physical complications; and in the majority of cases, 

there is comorbidity, such as depression and anxiety disorders. The doctors need to be 

cornfortable with such approaches as psychopharmacology, psychodynamic, and 

cognitive behavioral therapies, as weil as know at what point to refer cases to farnily 

îherapy . 

Each of the eight clients had at least one taped session in addition to the screening 

session. The number of tirnes clients were seen, not including initial screening sessions, 

were as follows: One client was seen for only one session. One was seen for three 

sessions. Two were seen for five sessions each; for one of those two clients, three of the 

sessions were not taped, as they were held in a restaurant. One client was seen for six 

sessions plus one untaped psychiaûic assessment. One was seen for eight sessions 

including one untaped restaurant meeting. One was seen for seven sessions plus a follow- 



43 

up meeting &er almost a 2 % month summer break. And one client was seen for 1 1 

sessions plus one untapcd psychiatric assessrnent. 

Audiotapes were made of each session, except for one session not taped due to 

mechanical error; four sessions held outside the office; and two sessions involving 

psychiatric assessment. First and last session tapes with each client were transcribed, as 

well as  session 5 for Client C, session 6 for Client G, and session 2 for Client H. Detailed 

notes of the tapes were made for sessions not transcribed word for word. 

In earlier sessions extensive note taking slowed down the Pace of the session, was 

distracting to the client, and prevented fiilly tuning into the client; so a more concise 

system was developed. Narrative therapists' writings usually mention the importance of 

note taking to ensure the capturing of clients' vocabulary and phrases in describing their 

experience. 

Data was also collected fiom intake forms and phone conversations with parents. 

Phone conversations with school personnel and written assessments fiom schools were 

included for two of the clients (see Appendix E). 

Client (see Table 1) 

4% 

One client was 12 years old; four clients were 13 years old; and three were 17 

years old. 

Four clients lived with both birth parents. Two lived in single parent families 

(with birth mothers). One lived with birth mother and stepfather. One had just moved into 
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a two-parent foster home; she had not Iived with birth parents for seven years. Al1 parents 

were employed outside the home. Five of the adolescents were the youngest of their 

siblings; one was the eldest child; one was a middle child; and one was an only chiId. 

scha- 

Al1 were registered in school; one skipped school fiequently; one had not attended 

for almost two years due to school anxiety issues; and the rest attended regularly. Three 

of the clients had been previously diagnosed as having leaming disabilities. 

ProblemaBehavior 

With respect to eating disturbed behavior, three clients described that problem as 

a major issue in their lives that they would want addressed in therapy. It was interesting 

to note that those sarne clients were the ones who lived in two-parent farnilies without a 

history of divorce and with relatively higher fuiancial means. Perhaps they were reacting 

to the higher level of functioning that was expected of them fiom such influences as 

parents, teachers, and cultural ideals. One of those had previous therapy regarding eating 

disturbed behavior. Four other clients had dso attended therapy in varying amounts 

regarding other issues. One client had talked to no one else about her stmggle with the 

eating related problem, and believed that only her parents were aware of it. 

Aiong with varying degrees of concem about eating disturbed behavior, six clients 

were referred with concems about extreme sadness or depression. Of those six, three of 

them were struggling with anger management issues as well. One client had major 

anxiety issues. One client used cirugs or alcohol on a regular basis. There were two clients 

with eating disturbed behavior as the only presenting problem. 



EkmltInvolvement 

There was a range in how much involvement families had, al though screening 

sessions dways included the mother (the C.F.S. social worker for the Permanent Ward), 

and in one case a stepfather as well. There were only two clients for whom mothers did 

not attend one of the k t  two sessions. One was the adolescent in care who attended more 

sporadically. The other was a case in which a final session was never held due in some 

part to the client's not wanting to return for further sessions. There was only one client 

for whom the mother did not participate in the first therapy session, at the request of the 

daughter, who wanted to focus on her own issues. However, the mother had already 

provided much information during their screening session. One client refused to discuss 

her struggle with eating related problems in her mother's presence, but allowed her to sit 

in briefly a couple of times to discuss other issues such as the problem's effect on herself 

and her husband. One 12 year old client did not want to meet without her mother k i n g  

there, although she was seen individually during part of one session. There were only 

t'uee sessions with them, since the daughter stated clearly she did not want to attend 

therapy. Family therapy was recommended for them. 

The mother of one client attended three therapy sessions and part of a fourth 

session, as well as the psychiatrie assessment. That client's sister attended part of one of 

the sessions as well, since the client thought it would be a good idea to have her 

participate in discussion about some problem issues between the two of them. The only 

male parent involved in sessions was that same client's stepfather who attended two 

appointments (the screening session and a meeting with one of the MATC psychiatrists). 
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None of the clients wanted their fathers involved. One even forbade her mother to tell her 

father anything at d l  about the therapy sessions, although he did know she was attending. 

Eamily Violence 

Four of the clients had witnessed marital violence and parents' substance abuse to 

varying degrees in the pst, although fathers involved in those behaviors no longer lived 

with the client. 

EarentMm- 

Two of the clients' mothers said they themselves were involved in ongoing 

psychiatric treatrnent involving medication and therapy, and had been hospitalized for 

mental illness in the past. Another one had attempted suicide several years earlier. Two 

biologicai fathers were described as having alcohol and/or drug addiction problems. 

EatingDhtuthedBtuthedBehavior (see Table 2) 

With respect to the three cases where eating disturbed behavior was a focus 

problem (al1 age 17), clients had a history of severely restrictive dieting and v~eight loss 

that began about the age of 12 years in two of those cases, and at approximately age 16 in 

the third. Current issues in the two former w e s  involved purging by self-induced 

vomiting .md in one case the use of laxatives as well; their bhgeing episodes did not 

appear to involve abnormally large amounts of food, but did include feeling a loss of 

control. Two clients whose current problem focus was not eating related had histones of 

some degree of eating problems. There was a 13 year old client with a history of not 

eating at age 9 (factors not explored in this practicum) and currently concerned about 

overeating for the past two years. Another 13 year old was reported to have k e n  
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concemed about k i n g  too fat and having self-induced vomiting episodes at about age 10. 

That situation was not explored in this practicum. 

Client (see Table 3) 

ControlIssues 

A cornmon theme arnong clients has been that they believe they are controlled by 

their emotions which derive fiom personal defects and leave them at the mercy of 

external events over which they have no control. With respect to a bulimia problem, one 

client stated that "I'd like to have more control [over] my eathg . . . . 1 eat something, 

then 1 eat too much, then 1 like need to get nd of itn (G:OI, June 8/99). Another client 

talked about her feelings of anxiety k ing  out of her control: "So it seems like how 1 

function is determined by my feelings, and they aren't determined by men (H:01, July 

20/99). One client discussed her dificulty with anger: "1 don? want to punch a wall, but 

al1 of a sudden my hand will just go . . . It feels iike my hand just does whatever it wantsn 

(D:01, April 30/99). 

A sense of lacking control over their lives is to some extent based on the reality of 

their having little power in a world where adults such as parents, teachers, and societal 

values dictate their actions and evaluate their success in meeting adult standards. One 

client had resumed attending school and claimed that she was continuhg to do so at great 

hardship to her own emotional heaith. During a session which her mother also attended, 

she said she was not attending school to fidfill her own needs or wishes, but simply to 

comply with her parents' demands--"Because if 1 don? they'd want me to get a job" 

(H:06, Sept. 2/99). Mother was then told that one of her daughter's fears 'which she's 
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talked to me about in the past is that if she's functioning better, and things are going 

better with her, then maybe there will be too many demands put on her al1 at once." The 

daughter backed up that comment with a response of 'Exactly." 

One of the problems faced by adolescent females is the pressure they feel h m  

parents, teachers, peers, and extemal systems to fit into the roles others want them to 

play, rather than the roles that they perceive to fit for themselves. One client who had lost 

a lot of weight over several months, complained about people telling her she was 'too 

skinnyn and she should "eat something". She refemed to 'everyone in my life, like my 

teachers, my fiends, my family, neighbors, and 1 mean there hasn't been one person in 

my life who hasn't said something" (F:01, Apnl23/99). 

When discussing her parents' concem that she was overweight, one client stated, 

"Like 1 don? care if like, if you and my dad say something to me like 'Oh, you should 

lose weight blah blah blah.' 1 don't care if you guys think that. Cause 1 don't. Like 1 don't 

care what . . . people think" (A:03, July 20/99). Her weight was one of the reasons her 

m~ther  wanted her to participate in therapy. She stated that she had told her mother she 

did not want to attend any fûrther sessions, but was told "No, we have to go" (July 20199). 

S.e1F-cnticism 

Al1 but two clients were very critical of themselves with respect to appearance, 

intelligence, or general competence. Comparing themselves to other adolescents, they 

lamented the fact that they did not get high enough grades, did not perfom well enough 

in sports, looked fat and ugly, could not control their eating, or were simply not good 
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enough in at ieast one respect. One client stated that "things just always concentrate on 

your appearance. It's so futile . . . Just obsessing about how you lookw (G:06, August 

17/99). Another client wished that she was more popular and outgoing, and described 

herself as k ing  in the C group of "nerdsw at school (C:02, April 1/99). One person kept a 

journal of how many calories she ate each day, and said that if she ever allowed herself to 

eat as much as 1000 calories during the day without purging afterwards, she'd "jut feel 

homble . . . 1 don't want to have to write it in my little journal that 1 had that much" 

(H:01, July 20199). One client said that "Sometimes 1 think I'm realLy stupid and stuff", 

and her mother added that "She says she's ugly and she says she's fatw @01, May 

12/99). In discussing perfectionism, another client said that in addition to appearance 

concerns, she had high expectations of herse1 f 'in every wayn (G:06, August 1 7/99). 

The two clients who appeared less self-critical, based on what they said during 

sessions, were also the ones who tended to bIame other people for problems in their lives, 

and who were the l e s t  motivated to attend therapy. 

NegatkAttitudTowardchaoi 

Al1 but one client expressed a prevailing dislike of school, where they felt stifled 

and not listened to. Problems at school included such issues as t m c y ,  unhappiness with 

school attempts to address special education issues, anger management difficulties and an 

intense fear of school resulting in non-attendance for almost two years. One client 

expressed boredom at the repetitive nature of the work covered: "1 hate school with a 

passion . . . God, give us something new to rad" @:O 1, May 18/99), 

Another client complained about the school's involvement in students' personal 
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lives, describing the principal questionhg a misbehaving student: 'What were you doing 

1 s t  night? What time did you get home? What time did you go to bed? . . . none of his 

business." She talked about the school's tendency to label or categorize students as k ing 

a bad influence on other students: "they tell the grade sevens not to hang out with us" 

(D:0 1, April20/99). 

One client with learning disabilities felt that teachers were condescendhg toward 

her: 

Teachers will be extra nice to me and say, 'Oh, do you get that?' They treat me 

like I'm a little baby and stuff and 1 don't like that . . . 'That's very good . . .' 

They think I'm not as smart as the other kids so they need to put some more 

oomph in me, and Say nice things. (B:03, May 26/99) 

Students face the peer pressure and class structure of school life, where peers' 

values may conflict with those of authority figures. One client's mother forbade her 

association with a particula. fkiend outside school because that fiiend had used marijuana. 

That sarne client complained about not fitting into one of the three groups of people at 

school--the A, B, or C group: '1 talked to the most popular people, and the other ones, 

there was like al1 kinds of mixture, so 1 didn't really have a place exact1yn (C : 1 2, Jul y 

7/99). Another client described herself as not belonging anywhere at school because she 

was "in between like the normal people and the popular people" (H:06, Sept. 2/99). 

It's not surprising that clients had negative attitudes toward school. Bemdt, 

Dickerson, and Zimmerman (1 997) refer to the institution of school as having 'developed 

in the same intellectual tirne and fiom the sarne tradition as the Panopticon (described 
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vexy clearly in White & Epston, 1990), which embodies the practices of evaluation, 

surveillance, cornparison, classification, and isolation-al1 so pervasive and powerfûln (p. 

444). 

Separation- 

Although al1 clients seemed to have closer relationships with their mothers than 

their fathers, they also had conflichial relationships with their mothers to varying degrees. 

Problems ranged fiom fiequent yelling matches over power/control issues, to mothers' 

perception of their daughters' disrespectful attitudes or tones, to an unwillingness of 

clients to talk with mothers about meaningfbl aspects of their lives (thoughts, feelings, or 

events). This theme fits with the dominant discourse about adolescence as a tirne of 

increasing separation between parents and children. It aiso fits with the conflicts that arise 

in families at a time when parents intemalize the dominant discourse of parental 

responsibility and need to control with respect to the type of adults their children are 

becoming (Zimmerman & Dickerson, 1996; Eron & Lund, 1996; Parry & Dom, 1994). 

cine- 

Expressions of grief were common to al1 clients to some degree. One had recently 

lost her admiration for an older sister for whom she now had no respect, and with whom 

she fiequently argued. Another had recently lost a long term foster placement and was 

wanting to resume living with her mother, a situation which had not yet materiaiized. 

Another one was grieving the loss of a father who had abandoned her and her mother 

when she was little. She compared her situation to that of a fiiend's two-parent family: 

That's what makes me sad, like look at them compared to me. And like, what 
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woulci it feel Iike to have a dad? Like, look at their dad, be's there for them and 

mine isn't here, and mine is probably dead. (B:03, May 26/99) 

B - Q ~ ~ ~  

With respect to body image, al1 but one seemed to be concemed about either 

being too fat now and/or king a h i d  of gaining any weight. Two of them did not directly 

express that concem during sessions, but their mothers stated that their daughters had toM 

them about wanting to lose weight. One of those two had a brief history of self-induced 

vomiting. The one client without the fear of fat was one who worried about k i n g  

anorexic because she had lost quite a bit of weight recently. This weight loss was found 

to be retated to changes in her environment and activity level rather than to an eating 

disturbed behavior problem. On a positive note, al1 but the client with the most severe and 

long term problem(s) expressed an enjoyrnent of some kinds of sports or exercise activity 

that did not seem to be used as a method of purging. 

@lestionable CDmmitmentToeKam 

It appeared that only huo of the eight clients were tmly interested in attending 

therapy rather than being motivated mainly by cornpliance to their parents' wishes. Those 

two clients seemed to have the lowest self-esteem level based on their poor self- 

evaluation in such areas as intellect and appearance. These clients also seemed to have 

the most insight into the nature of the problems they were facing, and had a history of 

positive experiences with therapists. Nevertheless, the reliability of their attendance 

depended largely on the ability and willingness of their parents to provide transportation. 

Thus the strong influence of parents on an adolescent's life makes it more difficult to 
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determine the adolescent's level of cornmitment to therapy. Also, an evaluation of 

motivation issues may be clouded by the fact that, in five of the cases, xhool classes 

(generally disliked by those clients) were being missed in order to attend therapy. 

Themes- 

This topic is divided into (a) progress in learning and practicing the theory and 

techniques of narrative therapy with adolescent female clients stniggling with problems 

that include varying degrees of eating disturbed behavior, and (b) clients' progress in re- 

authoring their life stories. 

Analy-e 

Practice of key elements of narrative therapy will be demonstrated by examples 

fiom session transcripts, and will be divided into the different phases for organizational 

purposes. The elements discussed include: Externalization, Collaboration with Client, 

Perspectives, Temporal Issues, Meaning Making, and Therapist Situation. 

Construction- 

Was there collaboration with clients in naming the problem and exploring 

adequately the nature and effects of the problem? 

Before exploring problem issues, a focus on getting to know clients outside of 

their problem-saturated stories, asking about 'their interests, abilities, knowledge, and 

characteristicsn (Freeman et al., 1997, p. 34), was vital in order to develop rapport and 

increase the cornfort level of clients. 

In naming the problem, the intention was to use words th& best fit the client's 

experience of the problem, prefetably using the client's own vocabulary. Examples of 
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problem names included uemptinessn (Client B), 'the not good enough attitude" (Client 

C), "the fat problemn, (Client G), "fear" (Client H), 'anger/sadness" (Client D). With the 

other three clients, "the problemn was the most fkequently used name. Client F, who had 

j ust one session, used the words 'guilt" and 'fear" with respect to eating and weight. The 

other two, clients A and E, whose problem foci were fighting with sisters and family 

relationships respectively, viewed other people in their lives as the problems, and the 

problem name most used with them was "anger". Those clients who had been involved in 

previous therapy were more apt to use clinical words like 'depression", (B, C, H), 

"anorexia" and "bulimia" (H). 

Initially, there was concern about coming up with the one 'perfectn naxne that 

would reflect the client's entire experience. That concern faded with the realization that it 

was acceptable to cal1 it "the problem" until a better problem narne that more fully 

connoted the client's experience was found (Zimmerman & Dickerson, 1996). As well, it 

was acceptable to have different names for the problem relevant to the particular 

discussion at hand or the complexity of the issues. The use of extemalizing conversation 

is considered more important than quick reduction to one particular problem name, which 

can restrict the ability to fully explore the client's experience (McKenzie & Monk, 1997). 

For example, one client had several major problems including anxiety, depression, and 

bulimia. It took several sessions to decide which problem was the most salient (anxiety), 

and which problems were of a secondary nature. When initiaiiy asked to name the most 

pressing problem, her response was, '1 don? know. There's lots of things. Like 1 have a 

huge problem with changen (H:0 1, July 20/99). Subsequent discussion of that problern 
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included talking about that problem's effects on the other problems. 

An initial experience of awkwardness in helping the client come up with a name 

for the problem was partly due to adherence to traditional, less collaborative orientations 

that focus more on the importance of what the therapist perceives as the problem. 

Increasing ease with implementing this practice was accompanied by greater ski11 in 

making the process clearer and easier for the client to understand. For example, in an 

earlier session a question asked was 'How do you view the problem? Do you have a 

name for it?. . . Sometimes it helps to look at the effects of the problem to be able to 

understand . . . get a better idea of what the problem isn (F:01, Apnl23/99). During a 

later session with another client the question was 'Have you got a name for the problem? 

If you were going to Say, this is the problem I'm facing, this is the problem I'm dealing 

with, what would you cal1 it? Do you have a few words or a phrase?" (H:OI, July 20199). 

Awkwardness in naming the problem was reflected by a tendency to explain the 

approach to clients, and to ask them if they were okay with it. For exarnple, 'The way that 

1 view things is 1 don? see problems as being in people or in relationships . . . 1 see it as 

something that's outside of people, and the effects of this problem get you to do things 

. . . that are hamihil to yourself" @:01, Apnl30/99). This tendency for explanation was 

validated by McKenzie and Monk (1997), who stated that initial awkwardness seems to 

be common for therapists new to the extemalization process, and a legitimate method of 

dealing with that awkwardness is for therapists to explain the process. 

Explonng effects of the problem on clients' behaviors, thoughts, and feelings, not 

only helped in finding a name for the problem, but was also a good method of acquiring 
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Somat ion  about how clients interact with the various systerns in their lives, and how 

they perceive that other people view thern. As many different aspects of clients' lives as 

possible were brought into the discussion, with a focus on clients' relationships with 

themselves, as wel as with other people such as families, fiiends, teachers, and the 

outside world (Zimmerman & Dickemn, 1996). 

During the problem construction phase of therapy, other people's perspectives 

were brought into the therapy sessions in a number of ways. In some cases, parents' 

involvement in first sessions provided the first opporîunity for parent and child to openly 

acknowledge or discuss a problem issue, and ailowed clients to better understand how 

their parents viewed the nature of the problem and were affected by the problem. It also 

provided an opportunity for the therapist to witness how the problem afEected the 

relationship between parent and child. 

It can be beneficial for clients to understand the history of how the problem came 

to influence them, i.e., what made them vulnerable to its ploys (Eron & Lund, 1996; 

Parry & Dom, 1994). Looking at the various narratives affecting them in the past helps to 

relieve some of the feeling that their own lacks or defects of personality made it possible 

for the problem to take over their lives. One client described how the problem's influence 

on her eating behavior gradually increased over time after she became a vegetarian, iost 

weight, became more nutrition conscious, staited writing down the number of calories she 

was eating, and "started going down in calories more and moren (H:03, August 5/99). 

Griffith and Griffith (1994) point out the importance of helping clients to be 

aware of the significance of the problem in their lives-remembenng how different things 



60 

were prior to the problem's emergence; how over time they have grown more accepting 

and less sensitive to the magnitude of the daily effects of the problem; and how they have 

not Mly realized the long terni consequences of these cumulative experiences (p. 1 16). 

Speculating on what the effects of the problem will be in the future if nothing changes 

can heip motivate clients toward making changes (McKenzie & Monk, 1997). One client 

complained about her younger brother graduating fiom hi& school before her. Asking 

her " What parts of king a teenager are you missing out on?" allowed her to talk about the 

bittemess she would feel on missing out on the enjoyment of typical teenage activities 

(H:05, August 19/99). 

Explorhg effects of the problem could be an upsetting phase because it is so 

negatively focused, so it is important to use the extemalization process here as much as 

possible, and also to ensure that historical and short term "positive" effects of the problem 

are adequately covered. One client described one of the effects of bulirnia on her life. 

When asked "If the fat problem wasn't in your life . . . what would be different in your 

life?, she replied, "I'd have more time to do the things I like to do. 1 wouldn't always be 

thinking about it" (G:05, August 10/99). At the same time she talked about how difficult 

it was to avoid purging because it brought her such 'relief". Another client talked about 

the emptiness and sadness affecthg her grades by making it hard for her to concentrate 

'because 1 always think about . . . . what's wrong inside of me" (B:0 1, May 12/99). 

Perhaps more attention should have been paid in this practicum to effects of the 

problem, which may not have k e n  explored adequately due to the unintentional choice to 

dwell on more pleasant positive change issues such as unique outcornes or preferred 
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Did the therapist help clients to: look at and question the taken for granted 

assurnptions/beliefdvalues that support problem stories; to see that there are different 

ways of looking at the sarne thing; and to realize that just because they think or feel a 

certain way does not mean that way is a "truth" about themselves, that they are that way 

and will always be that way? 

Personification of the problem as a separate entity, thing, or person that is an 

"active agentn (Zimerman & Dickerson, 1996, p. 303) in the client's life allows 

discussion of the problem's "intentions", 'beliefs", and 'practices" (Epston et al., 1995, p. 

74). Deconstructive questioning involves a focus on the 'problematic beliefs, practices, 

feelings, and attitudesn that support or derive fiom the narratives (Freedrnan & Combs, 

1996, p. 120). Those beliefs, practices, feelings, and attitudes are addressed within such 

aspects as the history of the client's relationship with them, the context affecting hem, 

their effects on the client's life, their interrelationships with each other, and their "tactics 

or strategiesn (Freedman & Combs, p. 12 1). 

Examining the effects of the problem provides an opportunity to deconstruct the 

problem. By objectively exploring how clients habitually react to the problem's 

influence, it becomes more clear as to what kinds of client behaviors would not promote 

the problem's intentions. One client was encouraged to do some "spying on the problem" 

(Whife & Epston, 1990) to learn more about how it influences her ((201, June 8/99). 

In the following example, some of the tactics used by the 'not good enough 
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attituden are explored by asking what is said by 'the voice that puts you down". The client 

replies with 'it just mentions al1 like whatever 1 did that made me feel bad. It . . . says . . . 

'That was so dumb. Like why do you do that?'" (C:05, April23/99). 

One aspect of the deconstructive process is its move fiom questions geared more 

toward listening and understanding stories, to questions of a more directly deconstructive 

nature. With respect to the deconstmctive listening process, 'Most of this process occurs 

automatically and subliminally as a result of our beliefs about narrative and social 

constructionism. It is not a didactic or intellechial process . . . we strive to listen closely 

and carefully with W. attjîude that is solidly grounded in these notions" (Combs & 

Freedman, 1994, p. 72). As sorneone learning narrative therapy, it was difficult to 

evaluate the ability to listen in a deconstmctive manner, since that is something that 

seems to be more a naturai, instinctive practice that cornes with the appropriate attitude. 

The more interventive deconstructive questions 'invite people to see their stories 

from a different perspective, to notice how they are constructed (or that they are 

constructed), to note their limits, or to discover that there are possible narrativesn (Combs 

& Freedrnan, 1994, p. 72). It is difficuIt to tell whether talking about and questioning 

cultural ideals, such as women needing to be thin, had much effect on helping clients to 

change their behaviors. For example, there was the statement to one client that "you look 

in magazines and you see al1 these skinny models and things and you think oh no. 1 

should look like that . . . And it's real hard on young women to sort of love themselves 

and how they look and accept themselves as they aren (A:01, July 5/99). The two clients 

with the greater history of eating disturbed behavior had done some reading and were 
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aware of how society's thimess ideals for women were affecthg them. It may have been 

helpfid to more fûily explore with them the efTects of this discourse on their lives, and 

how it was connected to theu own experiences. 

There was an attempt to create a context in which a mother could change the 

narratives about the parental role. She tdked about the guilt she felt about her daughter's 

eating disturbed behavior, stating " What am 1 doing wrong as a parent? You feel guilty 

about anything you view as a problem." The idea was pointed out to her that "Lots of 

times it's a bit of a myth that parents are responsible for everything kids do or everything 

that happensn (F:0 1, April23 /99). 

n i e  two latter examples demonstrate how highly influenced the therapist can be 

by previous learning about psychological theories and the need to fulfill the role as 

expert. There was fiequent use of "interpretive, diagnostic or interventive statementsw 

(Combs & Freedman,1994, p.70). Although the goal was to use questionhg and the 'not 

knowing attitude", this can be difficult when "dominant stones in Western culture still 

value decisiveness, action, and certitudew (Combs & Freedman, p. 71). Smith (1997) 

describes being tempted "to becorne immersed in my own assurnptions about what the 

client means, and 1 often experience a sense of urgency to 'make' things happenn (p. 43). 

With one client there was an attempt to help her understand that food deprivation 

contributes to bingeing, and that eating regular meals can be helpful in breaking the 

bingelpurge cycle. But instead of using questions to explore her experience with this idea, 

direct intervention was used to give her that advice in a declarative manner. 
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Did the therapist make clients aware of unique outcomes and ask if those 

outcomes were preferred? 

Usually clients have been able to acknowledge fiom the first session that there are 

some situations in which the problem is not there. For example, most talked about the 

problem dissipating when they participated in sports they enjoyed and spent time with 

fnends. AI1 clients were asked at various times whether discussions focused on what they 

wanted to discuss, and whether there were any changes they'd like to make in the therapy 

process. They were also invited to set the direction of conversation at the beginning of 

sessions. For example, a question asked was "How would you like to start today?Would 

you like me to review what we talked about last time, or just start taIking a b u t  how 

things have gone this last week?" (C:05, April23/99). Allowing them to make decisions 

about the therapy process helped to create a context of collaboration while providing 

them with opportunities to dernonstrate assertiveness within the therapy sessions. 

It has been helpful having mothers attend some sessions, as they have been able to 

point out positives about their daughters that the clients themselves did not mention. The 

clients' higher nervousness level and lower sense of power, especially in the initial 

therapy session, are understandable for such possible reasons as their position as "childn 

being asked questions by an adult, the nove1ty of the interview process, and the clients' 

possibly negative view that they are coming to therapy because they are defective in some 

way. One mother described the last time she saw ber daughter in an antidepression 

mode: '1 think the last tirne 1 ever saw her animated was at a hockey game . . . her brother 



was playing in a final . . . . and she was just screarningw (H:06, Sept. 2/99). 

Did the therapist facilitate thickening of preferred stories by : 1) ensuring that in 

the client's view the story was indeed preferred, 2) pointing out reduction of the 

problem's influence on the client's life, 3) exploring both the landscape of action (details 

of events and client's actions) and the landscape of consciousness (significance or 

meaning of those events and actions), 4) bringing other people into the therapy process to 

provide witnesdaudience to the preferred stories, and 5) exploring preferred stories in 

past, present, and fiiture modalities? 

1. If a particular unique outcome is not valued by the client, the therapist does not 

incorporate that outcome within the client's preferred story. Further collaboration with 

the client is demonstrated by checking to ensure that the unfolding alternative stories are 

indeed the client's preferred alternatives to the problem-saturated stories. Asking the 

client whether she prefers the new story that is emerging is vital to ensuring that the client 

and not the therapist is leading the direction of change. 

2. Pointing out both reductions in the arnount of time or severity of the problem's 

influence on clients' lives, as well as complete absences of the problem's influence, are 

ways of building up preferred stories within extemalizing conversation. An example of 

using extemalization to draw out a contradiction to the problem-sahuated story involved 

askinga client if there were "other times that your problem im't there . . . when you're at 

home,are some times better than other times?" She stated that "Some days 1 can control it 

if I just want to read or something" (G:Ol, June 8/99). 
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Externalhtion of the problem allows an examination of the relative influence of 

the problem in a person's life. Asking clients what proportion of tirne the problem 

influences them allows a way to evaluate how much of the t h e  they themselves are 

influencing or controlling the problem. This type of question was used a couple of times 

during the practicurn in the early stages of therapy. One client readily responded with 

"probably 60-70%" when asked "whether it's something that takes up 50% of your time, 

woqing  about this, or 80% or 20%' or whatevef (G:01, June 8/99). When asked the 

sarne question in the fourth session, during which she said purging incidents had 

decreased, she said "1 don't know." 

3. The following exarnple demonstrates an attempt to explore how the client has 

been able to create, within the landscape of consciousness, the preferred event of starting 

to talk and associate with a new group of people she was previously too fearfil to 

approach. To surnmon the courage to do that, the client said she told herself that it would 

be good practice for her to socialize with people she didn't know well because next year 

she would attend a new school where she knew no one. 

In generai, with al1 clients, it was much easier for them to talk about negative 

events in their lives, rather than to discuss details of positive occurrences. It might have 

been helpfùl to ask more questions to open up the discussion of preferred events-the 

how's, why's, where's, when's, what's and who's of favorable incidents. In the case of 

one client, it had been difficult getting details about preferred events, and she seemed to 

be giving herself little credit for making these events happen. For example, she attributed 

positive changes in her social life at school to the influence of a recently renewed 
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relationship with her one close fiend who introduced her to a new, preferred group of 

fnends. At one point she seerned to accept credit for her own initiative in taking 

advantage of this social opporhuiity. However, she later started to believe the negative 

statements of her sister, who told her the new people she was meeting did not like her, 

and only talked to her because she was the fiiend of someone they did like. That issue 

was addressed by having the sister attend one session and tell the client that she did not 

actually believe that disparaging remark to be true. 

An example of exploring the landscape of action with one client included pointing 

out ways of avoiding bulirnic behavior, such as planning social events ahead of t h e :  "So 

you've got that to look forward to and you know you don? want to make yourself feel 

sick?" She agreed that was an "anti-problemn tactic that she could use more often (G:03, 

July 15/99). It was more difficult to draw out the landscape of consciousness in finding 

out what clients' preferred actions meant to them or revealed about themselves, their 

beliefs, values, or attributes. This fits with the concept of adolescents k i n g  Iess familiar 

with dealing in abstracts. It also indicates that the wording of questions may have k e n  a 

problem. Usiiig a more abstract version such as " M a t  does that mean to you?" would be 

Iess effective than using one that incorporated more concrete details, such as "Does k ing  

able to make new fnends on your own tell you someîhing about yourself that you didn't 

know before?" 

4. It is useful to ask clients who else has noticed the unfolding of preferred stories, 

what those people have said about the clients, and whether clients have noticed changes 

in other people's behavior toward them. Having mothers attend middle and later sessions 
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provides clients with an audience to preferred stories and with witnesses who can provide 

accounts of those stories revealed outside the therapy session. At a middle session, one 

mother stated that her daughter had 'ken more responsible, going and doing her things, 

and just happier and . . . has changed her attitude towards other people . . . teachers and 

things" (C:06, May 7/99). 

5. Discussion of preferred realities within past, present, and future modalities 

builds a counterplot to the problem story, allowing clients to view themselves in positions 

of strength dong a continuous time line. It is helphil to ask clients to envision themselves 

in the future according to their drearns and wishes about their preferred reaiities. This 

provides hopefulness and an oppominity for them to expenence themselves (albeit in a 

temporary state of imagining) as the persons they want to be, doing what they want to do. 

This also provides a glimpse into the depth of their depression or low self-esteem if they 

are unable to provide any ideas about what they would like to have in their lives, rather 

than simply what it is they want to escape. 

One client, facing a fear problem, talked about what she'd be doing if the problem 

wasn't there. As part of her response to the 'miracle question' (de Shazer, 1985), asking 

her what her life would be like 'in an ideal world, if you woke up one moming and 

everything had changed so that your life was the way you wanted it to be?", she stated 

that "if 1 didn't have the fear of change, or leaving mom or leaving my house or of like 

totally messing things up . . . like if 1 was totally independent and fearless, 1 would 

probably want to pick up and move down to California and go be an actress" (H:01, July 

20/99). 



ClientPragtess (see Tables 4 through 1 1) 

Wiîh respect to client progress, the focus of change in narrative therapy is 

changing narratives. It is the client's expenence and not the therapist's opinion that is 

cmcial. Analysis is based on what the client says and does, and what the therapist 

observes during interviews. The foltowing aspects of clients' lives are explored with 

respect to whether change occurred: peer relationships, relationship with mother, mood, 

school issues, and problem focus reduction. These themes were chosen based on 5Ae same 

data analysis techniques used to develop client themes and practice evaluation elements. 

Relationship with father is not included because only mothers were directly involved in 

the therapy process. 

By the end of therapy sessions, there had been some progress for d l  clients with 

respect to reduction in the problem foci they had chosen to address during first sessions. 

(This does not include one client who did not retum &er the first session, claiming at that 

time that the problem had recently been dimïnishing, and that she was mure whether 

therapy was necessary.) The evidence of positive change in other areas was to some 

extent related to the nurnber of sessions attenaed, with the most progress for the client 

seen for 12 sessions, and the Ieast progress for the client attending three sessions. 

With respect to progress fiom session to session, al1 but one client showed 

improvement in at least one therne during the second session. This may have been related 

to any of a nurnber of factors, such as engagement during the first session; effect of 

moîher's presence during the first session; or changes in environmental factors outside 

sessions. At the third session al1 demonstrated the sarne or worse condition in themes, 
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with only one client also demonstrating a better situation in four of the six theme areas. 

The fourth and fifth sessions displayed more variation among clients. The four people 

who attended sixth sessions al1 revealed either same or better conditions. The three clients 

at the seventh sessions demonstrated mainly the sarne situations, wiüi one having some 

better indicators as well. The client with a total of eight sessions showed progress in the 

eighth session. 

ÇlientA (see Table 5) 

A was somewhat coerced into attending therapy sessions with her mother, who 

bnbed her into attending the first two sessions, and simply told her at home that she had 

to attend the third one. At the first session, mother spent a lot of tirne talking about her 

concerns about her other daughters, for whom she also wanted therapy. At the second 

session A stated that she had been fighting less with her sisters and spending more time 

with fiends since the first session. Also, the farnily had discussed together some of the 

concerns addressed at the first session regarding verbal and possible physical abuse 

among the sisters. An attempt to refer the farnily for farnil y therapy was met with 

mother's request that at least one more session be conducted with her and A to focus on 

the eating/weight issue that was a source of conflict between the two of them. At the third 

session it became evident that eating/weight was much more of a problem for rnother than 

for her daughter; and mother finally accepted A'S refisal to attend a fourth session. 

CLient (see Table 6) 

For B, things began going much better for her soon f i e r  sessions started. In fact 

afier seven sessions, her rnother was concemed about her having too much of an active 
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social life and of not king cornpliant enough regarding mother's expectations. Mother' s 

original concern in bringing her daughter to therapy was that she was depressed, had low 

self-esteem, and was staying home and crying in her room a lot. By the end of the 

practicurn, B complained mainly about her mother's behavior. At a follow-up meeting 

with her and her mother, B stated that she was 'not depressed" and did not want to attend 

any M e r  therapy. Her mother believed that B did need therapy because of a recent bout 

of sadness and self-deprecation. B believed that her mother was over-reacting due to 

having stopped taking her own anti-depressant medication a month earlier. Fortunately, 

mother had put herself on the waiting list for parenting a d o r  family therapy at another 

agency. 

ClientÇ (see Table 7) 

C attended 12 sessions (plus one psychiatrie assessment), stating at the last 

session that she was "not depressedn and saw no need for M e r  sessions. She was in a 

positive mood during that session, which was Iinked to having started swnmer vacation. 

A few months later her mother reported, in a follow up phone conversation, that C had 

been in good spirits during the surnmer, was attending a new school where she was 

functioning well, and did not want or need any M e r  therapy at that time. With other 

changes in her life such as a new school environment and the medication she began 

taking after temination, it is dificult to detexmine the degree to which her progress can 

be attributed to therapy sessions. However, fiom the beginning of therapy she expressed 

that she liked having the opportunity to talk at sessions about what was bothering her, and 

that this alone was therapeutic. 
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C k d 2  (see Table 8) 

D seemed to be attending therapy mainly to comply with her mother's wishes. in 

a phone conversation prior to the fifth session, her mother claimed that D was 'happy", 

"contentn, and "doesn't lose itn on the days she attends sessions. Although initiaily 

determined by mother and daughter that it was at school where the anger problem was 

most problematic, it became evident that 'temper fitsn were much more common at home 

than at school, where, according to a school therapist, D was not considered to have a 

major behavior problem. That therapist aIso said that she had a difficult t h e  talking with 

D during their past sessions together, attributing this in part to D's verbal and 

intellectual delays. 

During the fifth and 1 s t  session D stated that she was working harder and having 

fewer anger attacks at school. She also talked more openly about family issues, saying 

that her mother had assured her that it was okay to do that, and that the content of therapy 

sessions had been kept confidentid from mother. Her mother was scheduled to attend the 

next session with D in order to deal with major issues regarding mother's behaviors and 

beliefs affiecting D. This may have contributed to the fi% session unexpectedly king the 

final one. There were several non-attended or cancelled sessions. School had ended when 

mother called to state that D wanted to spend time with her fnends and to attend therapy 

only at the spur of the moment when it suited her. 

Client (see Table 9) 

E seemed to enjoy talking about her life. However, she was not interested in 

working on making changes in her life, and stated that if she was living with her 
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biological mother, she'd be able to talk to her and wouldn't need therapy. Initially she 

agreed to attend therapy because she thought it would facilitate her k ing  able to move 

from a foster home into her biological mother's home. During the second session she was 

tired and in a very negative mood. The session was cut short, and she was offered a drive 

to school. During the drive she perked up a bit in the car, and asked to meet at a fast food 

restaurant for the next session- That next session and the two that followed took place at 

the restaurant, and were requested by her on a sporadic basis. During sessions she went 

from liking her new foster parent to disliking her and stating her belief that she would be 

retuming to her mother's home by September. She was expelled fiom school due to a 

lack of attendance, which did not seem to bother her. Her mood at al1 but the second 

session was quite positive as she smiled fiequently and was talkative. 

m e n t !  (see Table 10) 

From the beginning of involvement, G seemed to be fûnctioning well in al1 

aspects of her life except eating issues. That may have affected her cornmitment to 

therapy. She may not have viewed the bulimic behavior as negatively affecting other 

aspects of her life enough for her to be adequately motivated to work on change. During 

sessions she stated that frequency of the eating disturbed behaviors had decreased. It is 

difficult to detennine whether she actually perceived a difference, or was saying this to 

please the therapist. At the end of the practicum, she decided to discontinue seeing the 

physician she'd seen a few times, and also decided not to attend the treatment program at 

the Health Sciences Eating Disorder Clinic. She said she felt she could deal with the 

problem on her own. 
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It rnay have been beneficial to spend more time exploring her life outside the 

eating issue and how al1 aspects were affected by the eating disturbed behavior. The main 

problem for her seemed to be the fact that her parents were worried about her and keeping 

surveillance on her. Her motivation to attend therapy involved her concem about having 

started using laxatives in addition to self-induced vomiting, because it was easier to hide 

the laxative type of purging fiom her parents. However, she refusecl to discuss the eating 

issue with her mother in the room. The fact that she would soon leave her parents' home 

to live elsewhere may have afliected her desue to work on the eating disturbed behavior as 

welI as relationship problems with her parents. She denied that there were any family 

problems. 

ClientH (see Table 1 1) 

H had participated in previous therapy focusing on the e a h g  disturbed behavior 

issue. That issue appeared to be secondary to others in her life, as her hctioning was 

severely affected by an anxiety or "fear" problem. She believed that her current focus on 

menu planning and eating would fade away as she started to engage in other activities 

that she found enjoyable. A tuming point for her was the beginning of the school year in 

September, and her decision to attend one class twice a week which she began around the 

time of the last session. She was also hopeful about the potential benefit of an& 

depressant medication recently prescribed by her physician. Her mother was very 

committed to supporting her daughter's attempts to deal with the fear problem. Mer the 

practicurn ended, H continued under that physician's care and began family work with 

another therapist at the practicum setting. 



Table 1 1  

H's~rogressmessian 

Session 1 

Session 2 

Session 3 

Session 4 

Session 5 

Session 6 

Self- 
esteern I relation- 

Relation- 
ship with 
mother 

Probtem 
Focus 

me. Problem focus = Fear. 



CHAPTER 5 

Conclusions 

This practicum has been successfd in providing a valuable leamhg opportunity 

in the endeavour to implement the narrative therapy approach with female adolescents 

with varying degrees of eating disturbed behavior. The following thoughts and ideas 

emerged fiom this practicum experience. 

The practice of narrative therapy can be intrinsically rewarding for the therapist 

due to its focus on exploring clients' strengths and positive changes within the context of  

externalizing conversation. For therapists, "Focusing our attention on values, hopes, and 

preferences in relation to problems, rather than on pathology, we find ourselves less 

fatigued by the weight of the difficulties we encounter" (Freeman et al., 1997, p. 1 1). 

There is the effect of externalizing language on relieving some of the pathological weight 

on the client. It seemed to lighten the sessions and increase the positiveness and initiative 

of the client to talk about and explore the nature of the problem and its effects on her life. 

Client and therapist could be more equal collaborators fighting against an entity, rather 

than against the client's experience of herself. Her feelings and thoughts were validated 

as appropriate responses to the tactics and general influence of the problem. She was 

viewed as a strong, whole person, intact and equipped to deal with whatever problem she 

was facing. 

Therapist self-knowledge is vital to her/his ability to view and discuss problems in 

an extemalizd manner as the effectiveness of this approach is hindered by the therapist 
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having unwittingly adopted certain dominarit discourses about human behavior that 

conflict with the narrative point of view. One exarnple of such a dominant discourse is the 

idea that people have problem personalities which are very difficult and time consuming 

to change. Madigan (1 998) states that "if a therapist does not situate and recognize the 

cornmunity's influence in problem making, the sociopolitical and cultural thnist of 

extemalizing practices might be lost, and their experience of extemalking therapeutic 

conversations would be cursory" (p. 89). 

According to the literature, the more fiilly the therapist can embrace the 

heart/spirit/attitude of this approach toward clients and problems, the more naturally the 

techniques end up being used. For example, " . . . when people approach extemalization 

as a technique or a linguistic trick, it can come off as shallow, forced, and not especially 

helpfuln (Freedman & Combs, 1996, p. 47). That may be indicative of a problem 

encountered in t h i s  practicum-the therapist's "trying too hard" attitude, rather than 

incorporating techniques as they naturally seem to fit within the particular therapy 

session. 

Concem about using the approach properly and thinking about what question to 

ask next, made it difficult to focus on clients and their experiences. Smith (1997, p. 43) 

talks about his own coping with such issues by an 'attempt to amine myself to the client" 

-40 notice changes in the client's tone of voice, emphasis, physical posture, and the like 

as guides for disceming what tùe client seems in each utterance." The 

attempt to do that in this practicum resulted in often working outside the narrative style 

by not using extemalizing conversation about the problem. 
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The facilitation of extemalizing conversations was difficult to learn. It is uncertain 

how much of this was a result of the therapist requiring more practice or an attitude 

change, and how much was the result of this style not fitting for clients. O'Hanlon (1994) 

States that he uses extemalization of the problem only with people who "have organized 

their identity around the problem", as 'not everybody needs an identity overhaui, and 

most people 1 see just come in for simple problem solving; their concerns have not 

become life-encompassing or definingn (p. 28). Perhaps part of the reason extemalization 

didn't seem to fit well for some of the practicum clients was because they were afYected 

l e s  severely by the problems. The benefits of talking about an extemal problem could be 

more readily noticed with clients who felt more consumed by the problem. 

Coincidentally, they were also the ones for whom eating disturbed behavior was more 

encompassing in their lives. 

Newer therapists may have greater difficulty leaniing this approach as compared 

to other therapy approaches, since there is so much dependence on the therapist's ability 

to tune into each particular client and to use a combination of intuition, talent, knowledge, 

and experience. Al1 therapy incorporates clients' stones to some extent, so what makes 

narrative therapy distinct fiom other approaches (besides extemalization) can seem quite 

intangible. If clients don? n a d l y  talk in the manner of abstracting and objectifjing 

beliefs, feelings, attitudes etc., striving to have them do so seems to contradict the basic 

premise of narrative therapy, which is to collaborate with clients as much as possible, 

honouring their experience or view of the world. 

On that note, there is the question about the value of this viewpoint for clients 
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who want the therapist to "fixw them by giving them advice or direct suggestions as to 

directions to take in their lives. An important aspect of narrative therapy is its focus on 

clients' sense of their own power in dealing with problems. Thus, if clients leave therapy 

with the belief that therapists are more responsible then themselves for the creation of 

positive changes in their lives, their selfsonfidence is diminished in that they corne to 

rely on an extemal influence for direction rather than listen to their own voices 

(Freedman & Combs, 1996). 

However, based on the importance of collaboration with clients, it would seem 

that if clients want advice or educational information, therapists ought to provide that. It 

may be helpfiil to give clients information (verbal andlor written; theory a d o r  fact) that 

would allow them to have a broader knowledge base, so that client and therapist could 

both collaborate more equally on dealing with issues. That does not mean that they would 

need to accept that information as tnie for them. But it might broaden their perspectives 

and better allow them to solve their own problems. 

One drawback in focusing on the narrative therapy approach involves responding 

to clients who want to understand why the problem behaviors occur. Partly because 

narrative therapy is much less linear or causal in its approach, it can be more difficult to 

explain behavior to clients in narrative therapy ternis (i.e., that people do what they do 

because of the influence of S~O&S held as truths by society, themselves, and other people; 

and that each person's behavior is based on a constant, mutual, back-and-forth process of 

interaction of their own and others' actions, responses, and meanings given to events). It 

seemed helpfûl in this practicum to draw on other theories of human behavior such as 
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behaviorist or cognitive ideas to discuss particular behavior occurrences. 

Advocating the use of medication for two practicum clients could be constmed as 

an anti-narrative strategy. If problems are socially, culturally, and politically created, how 

does this viewpoint accommodate the use of medication, a practice which assumes there 

to be an interna1 biological problem within the person's individual physical king? 

However, in certain situations and with certain guidelines, supporting the use of 

medication seems appropriate: if there are physical problems such as sleep, appetite, and 

energy difficdties; if the person is well informed about the proposed medication and its 

possible effects; if she has voluntady chosen to take the medication; if the severity or 

chronicity of the problem warrants it; and if she knows that medication therapy alone is 

usudly not enough, but is rather one of rnany twls that can help her camy out the actions 

she needs to take in fighting the problem (Raymond, Mitchell, Fallon, & Katzman, 1994). 

As described by a narrative therapy oriented psychiatrist suggesting anti-depressant 

medication to a client, . . . people are made up of biochemicals as welt as hopes, wishes, 

thoughts, feelings, and spirits . . . Do you think it rnight be worth us considering how to 

fight depression at the biochemical level as well?" (Sirnblett, 1997, p 145). 

adolescence 

Practicum fmdings generally concurred with the literature on adolescents with 

respect to the salience of such themes as body image, separation fiom parents, therapy, 

and self-esteem issues which are strongly affected by the sense of how much control 

adolescents perceive themselves having over their Iives. 

Determining the adolescent's degree of cornmitment to therapy is vital. Narrative 
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therapy geamd toward individual work with adolescents may not be effective if clients 

attend more in order to comply with parents' wishes than to irnprove their own lives. If 

the mother is more concemed about a problem than the client, the mother and the 

adolescent should be seen together. The three clients who seemed the most cornmitted to 

therapy were more talkative during sessions and more interested in telling their stories. 

Thus the lack of cornmitment to therapy corresponded with practicum clients who 

seemed less at ease with talking during therapy sessions, and tended to look more to the 

therapist to initiate conversation topics, and to keep them talking. They seemed somewhat 

passive in the therapy situation. To some extent that seemed to fit for most of the clients, 

and is likely due in part to their k i n g  accustomed to having less of a sense of personal 

agency in cornparison to adults who hold such control and power over their daily lives. 

Entering the world of adolescents and developing a rapport is easier when it is on 

their terms of where they want to meet, rather than in the office. This gives them more 

control, and reduces the attitude that therapy is something else they know little about that 

is imposed on them by adults "for their own good". For example, one client seemed 

especiai!~ talkative and open about her life at the three sessions which were held at a fast 

food restaurant on a sporadic basis, at her request, rather than every week. 

The problem of conducting therapy with adolescents who are less verbaily 

expressive of their thoughts and feelings, and less inclined to disclose to adult authority 

figures, could have been addressed by incorporating activities or non-talking means of 

communication, such as visualization, drawing, or writing exercises during therapy 

sessions. One client was encouraged to bring in a sample of her poetry. There was some 
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discussion about her writings during therapy sessions. More of a therapy focus on her 

writing and the images and metaphors that emerged fiom it wodd have k e n  beneficial. 

There were attempts to have clients do "homeworkn between sessions. For 

example, one was encouraged to write down her feelings and thoughts before andlor after 

bingeing or purging episodes. Another client was encouraged to put together a collage of 

images cut fiom magazine pictures depicting aspects of her preferred story. One was 

given a list of anger management steps to cany with her to remind her how to prevent 

anger fiom taking control of her behavior. Clients did not follow through with these 

suggestions. A better strategy would have been to have clients involved in activities with 

the therapist during the therapy sessions. Drawing genograms during sessions may have 

been more beneficial than simply collecting verbal information about family background. 

Every case pointed toward the need for more family work, whether for the 

purpose of providing details of history wiknown or forgotten by the client; for the 

purpose of dealing with family relationship issues that seemed to affect the client's day to 

day functioning and sense of identity; or simply to allow communication between parent 

and child that would allow each to better understand the other's perspective and 

intentions underlying behavior. The involvement of other farnily members allows a 

greater number of perspectives on the problem to emerge, and offers a greater opportunity 

for audiencdwitness to preferred stories. 

It may have been useful to see mothers and daughten separately for first sessions 

before meeting with them together. Inclusion of mothers in first sessions tended to result 

in mothers doing most of the talking, and less of an opportunity for the therapist to 
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engage with clients and detemine their own cornmitment to therapy. In fidearlier 

sessions with clients alone, engagement went well. Clients seemed talkative and readily 

told their stories when it came to the histories of their lives or the problems with which 

they were struggling. This may be related to therapist focus on exploring positive aspects 

of their lives and actively listening and asking questions about topics that seemed most 

interesting to thern. The degree to which they would open up about family issues seemed 

related in part to how much they tmsted that conversations would be kept confidentid 

and not revealed to parents. One client began talking about family issues after her rnother 

told her that the therapist had not revealed to her the content of sessions so far, and that 

she wanted her daughter to be open with the therapist about the family situation. 

It is interesting to note that fathers tended to be viewed by clients as either 

negative influences or absent (physically andor ernotionally) figures in clients' lives. 

They did not have direct involvernent in the therapy process, due mainly to clients' 

preferences. Al1 clients expressed feeling closer to their mothers than their fathers. One 

client visited her birth father on a regular basis, but did not feel close to him. She also 

strongly disliked her stepfather. Another client visited her birth father sporadically, and 

struggled with his pleas for her to leave her mother and move in with him and his curent 

wife. Two wanted no contact with their birth fathers, whom they had not seen in several 

years, and about whom they expressed oniy negative feelings. 

It was assumed on beginning the practicum that the use of metaphors would be 

helpful in dealing with adolescent clients, as they promote a broadening of perspectives. 

Since metaphors contain a broad scope of meanings or meaning levels that can be 



89 

ascribed to a word or phrase, they allow clients to more Mly use their own experience 

and perspective to fit an idea into their lives. Thus clients wodd not be as reliant on the 

therapist to verbdly encompass their expenences. This would seem to be especially 

beneficial in working with adolescents, since the world view of an addt  therapist tends to 

be quite different nom that of an adolescent client. However, transcripts of sessions 

revealed Little use of metaphors by clients, except when one person, at the therapist's 

request, brought in a sample of her poetry. She wrote about buiimia and its 'voices" 

making her 'a prisoner of my own body", and referred to the 'poison of reality" where 

"skeletons on the runway" reflect a society in which 'starvation is perfection" and 'self- 

control is everything." (G:05, August 10199). 

At the same time, there is the question of whether the use of metaphors for clients 

who think in more concrete ternis would cause confision rather than benefit for the 

client. One metaphor that was used fiequently was the idea of "fightingn the problem. Tne 

literature on narrative therapy with eating disturbed behavior problems tends to promote 

the use of militant, adversarial language by therapists (Epston et al., 1995). Parry and 

Doan (1 994) emphasize the importance of the metaphor fitting the client, and describe the 

use of alternatives to the 'battle" metaphor, with respect to al1 kinds of problems. They 

give the example of looking at the 'gifts and lessons the old story has to offer, instead of 

coming up with counterstrategies to 'combat' the Old story. M e r  the lessons that need 

leamhg have been identified, the therapy can center around what a re-visioned story will 

Iooklike once this has happened." (p. 55). 

Both 'battlen and "lesson" type metaphors were used at different times with al1 
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practicum clients. The 'battlen metaphor was used more often because it seemed to fit 

better with the idea of extemalking the problem and empowering the client. For example, 

there was the question 'How do you fight that voice . . . that's telling you whatever you 

do, it's gonna be dumb?" (C:05, April23i99). There is a sense of energy and personal 

agency embodied in confionting an extemal force on a concrete level. The 'lesson" type 

metaphor may fit better for clients who are more hesitant about their commitment to 

change. Also, it may be more relevant for adolescent fernales, who tend to be more 

empathic and relationship oriented, and less aggressively competitive (Gilligan, 1982). 

EahlgDDisturbedBehavior 

Client themes that emerged in this practicum were sirnilar to those in the literature 

on eating disturbed behavior. Zimmexman and D i c k e ~ n  (1994) mention the themes of 

sel f-criticism, perfec tionism, self-surveillance, and 'a shaping cultural discowsen (p. 296) 

within which women wiih eating problems corne to know themselves through the 

"specifications set by the culture (e.g., women and thinnessn (p. 295) rather than "through 

what [their] own experience tells [them] to valuen (p. 295). Varying degrees of isolation 

and loneliness were expressed as resulting fiom clients attempting to keep the eating 

probtem secret fiom friends andor family. 

Narrative therapy is an excellent approach to deaiing with eating disturbed 

behavior because it focuses so strongly on issues of controVpower in the relationship 

between therapist and client, and in al1 aspects of the therapy process. In corroboration 

with the literature, the need to gain control or power was a central theme for clients 

stniggling with this problem. Also, narrative therapy allows the opportunity to focus on 
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issues other than the directly eating related ones which generaily reflect the presence of 

other concerns. Dealing with those other concerns can loosen the hold that the eating 

disturbed behaviors have over people's lives. Eating disturbed behavior may be like the 

tip of the iceberg, and attempting to work directly on the eating without first or 

simultaneously exploring other problems, did not seem usefùl. Clients were asked what 

they most desired to focus on-emotional issues or the eating behaviors themselves. One 

said she wanted to work on both ai the same the .  The other said that she thought the 

behaviors would decrease if the other issues in her life were dealt with fïrst. 

Working with clients with eating disturbed behavior can have distinct effects on 

the therapist. The more out of control the clients feel, the more the therapist may feel the 

need to be in control. This points out the social constnictionist belief that the therapist 

and not just the client is aEected and changed by what happens in therapy sessions. 

Especially when dealing with clients with bulimic behaviors, there was a sense of 

urgency to hurry up and get these clients to stop doing their self-destructive behaviors. If 

they had not had recent medical check-ups, there was strong concern about their physical 

health. At times during the practicum, the idea of using a very structured approach 

seemed appealing. For example, Fairbuni's treatment manual for bulimia sets out a step 

by step method with particular issues covered at particular times and particular 

"homework" given to clients at particular times. This would be contrary to the narrative 

approach with its focus on client strengths and empowerment, rather than directiveness of 

the therapist. 

A number of authors have commented on the difficdty in working with eating 
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disorders because of the "belief that anorexia and bulimia pose a constant health threatn 

(Brown, 1993a, p. 186). Feeling powerless, therapists seek to take on greater control and 

power through more directive focus on clients' eating behaviors. However, by taking 

away more of their clients' power, they are only exacerbating clients' problems, since the 

more powerless clients feel, the more they tend to engage in eating disturbed behavior. 

Brown states that 'expenence has taught me there is very little need to panic, and that it 

is, indeed, anti-therapeutic to allow such panic to shape therapy" (p. 186). She suggests 

contracting with the client regarding the maintenance of a minimum level o f  health 

agreed upon by both therapist and client. She concurs with the benefit of collaborating 

with a physician who can monitor the client's health, and states that usually the client will 

agree to see a physician if the client has developed a tnisting relationship with the 

therapist or if the client herself is concerned about her heaith. 

This was corroborated in this practicurn, as two people with so-called eating 

disorders were referred to a physician whom they began to see on a voluntary basis. Their 

initial reluctance and concems about doing so were discussed. In one case, the client had 

a history of negative experiences with physicians, and in the other case the client decided 

to see the physician when she became concemed about her increased feelings of fatigue. 

Both had positive experiences with the physician who was experienced in working with 

patients with eating disturbed behavior. 

It is dificult to know how effective this practicum was for clients. A major effect 

on the client's progress was environmental factors outside of therapy sessions, such as the 
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nature of parent, peer, and school related supports. This certainly backs up the narrative 

therapy idea that what happens outside sessions is much more important than what 

happens within sessions as far as evidence of progress is concemed (Freedman & Combs, 

1996). There is much about the client's life that the therapist can find out only through 

communication with other sources than the client herself. For example, in this practicum 

it might have been preferable to request fiom al1 clients, rather than ody a few of them, 

assessment material fiom previous therapists. 

There is the question of whether intellectual understanding or insight into 

probiems is enough to bring change to clients' lives. Knowing why they are in particular 

problematic situations can reveal keys to escaping those situations, and can promote 

understanding and compassion for themselves rather than self-condemnation. One client 

stated at the first session that talking therapy hasn't worked for her in the past, and that 

she would like to try hypnotherapy, but her parents did not approve of that approach. An 

alternative, less taiking oriented approach may have been more appropriate for her than 

the practicum approach. 

For the clients who seemed more inclined to be participating in therapy for 

reasons other than their own desire to change their lives, such as to please their parents, 

perhaps the benefits of participating in sessions included such aspects as the opportunity 

to talk about previously undiscussed issues with the therapist andor their parents in a 

way that resulted in positive consequences for themselves; to have someone listen to, 

validate, and acknowledge their expression of their own beliefs, feelings, thoughts, and 

practices in a non-judgmental, accepting manner; and to have a noncoercive, tnisting 
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relationship within a therapy context. 

For the therapist, this practicum provided a valuable leamhg experience, and has 

resulted in the current goals of continuing to practise and ïmprove implementation of the 

narrative approach, as well as developing more flexibility and skills in using techniques 

other than the verbal mode of communication. 

With respect to eating disturbed behavior, M e r  research is needed to deal with 

clients who are not only at the extreme end of the continuum of weight pre-occupation. A 

focus on work with less severe cases allows exploration of the more subde beginnùigs of 

problerns and on preventative issues which can more directly affect the transmission and 

intemalization of cultural discourse that promotes such problems. Educational programs 

for children in elementary and junior high schools w-ould be very beneficial in this 

respect. 

Further research is needed in using the narrative therapy approach with al1 types 

of client populations in a variety of therapeutic contexts including groups, individuals, 

and families. Doing narrative group work with adolescents would provide an opportunity 

for adolescents to share stories, leam fiom p e r s  as consultants, and support each other's 

preferred stories (Adams-Westcott & Dobbins, 1997). The use of qualitative research in 

evaiuating narrative therapy seems to be a valuable tool suited to this therapy approach. 

At the sarne tirne, there is strong ment in supplementing that evaluation method with 

client self-report foms or other more direct means of client feedback. 

There is much to be leamed about teaching the practice of narrative therapy. 
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Experiential leaming techniques, rather than simply reading the theory, have been 

recomrnended by Zimmerman & Dickerson (1969) who state that 'narrative therapy is a 

therapy of experience, and that teaching it must therefore involve creating experiencen (p. 

267). In developing clinical skills and knowledge, it would also be beneficial to meet 

regularly with a group or network of people who practise narrative therapy. 

For social workers in general, and especially in working with adolescents, there 

may be benefit to the idea described in the narrative therapy literature of the therapist 

having access to archives of tapes or other material by previous clients describing how 

they dealt successfully with problems. As such access was not available in this practicum, 

knowledge of the literature in general was used to refer to other people in situations 

similar to the clients', pointing out what strategies some of those people found helpful. It 

was lefi to clients to decide whether to adopt those strategies, with the understanding that 

some things work for some people and not others, and that experimenting with different 

tactics may result in finding ones useful to themselves. 

Another advantage to social work of using archives is giving therapists access to 

the words used by other people facing similar problems. For example, Epston et al. 

(1 995) describe using metaphors like ' 'the concentration camp of anorexiahulimia,' 

'living death,' 'being on death row' " (p. 73), and inviting clients to assess how these fit 

for them, as well as having clients corne up with their own metaphorical descriptions of 

their experience. The idea is to construct an anti-anorexiahulimia language or v o c a b u l ~  

to help to oppose and undermine the power that such problems have over people's lives 

(Epston et al., 1995). The authors state that 'the primary purpose of [this language] is to 
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subvert medical and lay discourses on anorexia with a new vocabulary and new language 

forms" to replace 'the stripped down language of objectivity which holds these persons 

prisoner in an anorexia 'talk,' a talk that minimizes, restrains, restricts, undermines, and 

dirninishes" (p. 74). 

It is hoped that narrative therapy will be more widely used by social workers 

since, in cornparison to other approaches, it seems to provide a more tangible means 

within the therapy process of implementing social work values. The value system and 

techniques of narrative therapy demonstrate the importance of promoting social justice 

for al1 human beings, addressing the unique nature of every individual, focusing on 

people's inherent strengths rather than theu weaknesses, and sihiating problems within 

sociopolitical contexts. The ideas and beliefs underlying the narrative approach are 

extremely valuable in preventing the inadvertent disempowerment, exploitation, and 

pathologization of clients that c m  easily occur with the use of traditional therapy 

approaches. 

Incorporating more narrative therapy theory and practice into social work and 

other teaching curriculums is strongly rewrnmended. This orientation is especially 

significant in the value it places on therapists taking a reflexive view of whatever 

approach they use with clients, so that no theory, including the narrative therapy 

approach, takes precedence over the experience of the particular client and the particular 

therapist who are together constmcting a unique therapeutic reality. 
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Appendix A: Research Ethics Cornmittee Approval Certificate 

e - d :  grddOcc.umanitaba.ca 



Appendix B: Practicum Information Sheet 

Narrative Therapy With Individual Adolescent Fernales With Eating Disturbed 
Behavior 

My name is Anita Kantor, and 1 am a Social Work student completing the 
practicum project of my Masters of Social Work degree program at the Manitoba 
Adolescent Treatment Centre (MATC, 958-9600) at 228 Maryland Street. 1 am doing 
one-tmne counselliag with young women aged 12 to 17 years old who are experiencing 
eating problems. I also meet with parents for at Ieast three sessions in total (either 
separately or with their daughter) during the beginning, rniddle, and end of the program. 

The counselling approach that 1 am using is called 'narrative therapy'. It focuses 
on the therapist and client talking about the client's experiences in the hope of leaming 
what "storiesn clients believe about themselves, about other people, and about how people 
should act, think, or feel about different things. Therapy involves clients making 
whatever changes to those 'stories" they feel would fit better for them and help them to 
create happier Iives for themselves. 

My goals in this practicum are to learn and practice the narrative therapy approach 
in working with adolescents and to l e m  more about working with people who have 
eating problems. 1 plan to see a total of six to eight clients for 12 weekly 1 to 1 % hour 
sessions over a three month period. The latest date at which new referrals wil1 be 
accepted is July 15/99. Participation in this project is voluntary, with clients having the 
right to withdraw fiom the program at any time without any consequence or penalty. 
Their ability to obtain counselling fiom MATC or any other program or agency will not 
be affected by whether or not clients decide to participate, whether or not they are chosen 
to participate after a screening process, and whether or not they withdraw at any point. 

An initial screening session will allow adolescents and their parents to meet with 
me to discuss such issues as confidentiality and the compatibility of their goals for 
therapy with my approach. For those adolescents who have not had a previous medical 
assessment, an initial consultation with an MATC psychiatrist will be arranged. 

Sessions will be audiotaped in order to provide me with as much feedback 
information as possible about how sessions are going, and therefore as great a leaming 
opportunity as possible. Al1 information will be stored according to MATC policy to 
provide maximum confidentiality. The only exception to this is that if child abuse is 
discovered, it will be reported to the legal authorities. 

My final report will be made available to any clients interested in having a copy. 
Identities of clients will not be divulged in that report. 



Appendu C: Practicum Consent Form 

Narrative Therapy With Individual Adolescent FemaIes With Eating Disturbed 
Behavior 

Consent Fotm 

1, , consent to my daughter's participation in 
the above-narned narrative therapy program for adolescents witb eating disturbed 
behavior. 
1, , consent to my daughter's participation in 
the above-named narrative therapy program for adolescents with eating disturbed 
behavior. 
1,, consent to participate in the above-named 
narrative therapy program for adolescents with eating disturbed behavior. 

I have read the attached information sheet on this project. 1 understand that if 1 
agree to participate in the program, my interviews will be audiotaped. Any information 
provided by me in the interviews will be kept in strict confidence. My identity will not 
be revealed in any written reports on this project. 1 understand that my participation in 
this project is entirely voluntary. 1 also understand that 1 may withdraw my participation 
at any time, without consequence or penalty. 

If additional follow-up interviews are conducted within the next 2 years, would 
you be willing to be re-interviewed? 

{ 1 would be willing to be re-interviewed. 
{ } 1 would not be willing to be re-interviewed. 
At the conclusion of this project, a copy of the final report will be provided to me 

on request. 
This research has b ~ e n  approved by the Faculty of Social Work Research Ethics 

Review Cornmittee. Any questions regarding the project may be directed to: Graduate 
Student, Anita Kantor (958-9600); Faculty Advisor, Kathy Levine (474-746 1); or Chair 
of the Faculty of Social Work Research Ethics Review Committee, Dr. Grant Reid (474- 
8455). 

Date Signature Witness 
- - -- 

Signature Witness 

Date Signature Witness 

Copy i - Participant 
Copy 2 - Research 



Appendu D: Agency Consent For ~sessmen~reatmcat/Consultrition 
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Appendix E: Agency Authorization For Request/ReIease Of Information 
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Appendis F: Agency Intake Form 

a-- 
Qmpfeted By: 

I 



Attachment Ploblems 
Multiple Moves/caregivers 
Self-haming 
Suicide Attempts 
Suicide ldeation 
Su bstanœ Abuse 
Temper/mood Swings 
Aggressive ta Others 
Homicide Threat 
Property Oamage 
Lyinghlaming 
Stealing 
Fire Setb'ng 

4ex. OisturbJoffending Beh 
Running 
Promiscuity 
Gang Relations 
Criminal Activity 
~ e ~ a t i v e - ~ e ~ e & & n s h i ~ s  
No Peer Relationships 
Social WlMrawal 
Hallucinations - - 
Delusions / Paranoia 
Thought Dk+tJtJnœ 
Sleep ~ifturbanoe 
Eating Diskrrbanœ - 
Enuresis 
Encopiesis 
Poor Hygiene 
Physicaliy Abused 
Sexualiy Abused 
Negleded/rejeded 
Trauma / Loss 
Cognitive Impairment 
Other 

Suicide 
Mood Disorders 
Psychosis 
Alco holism 
Violence 
Criminal Activity 
Other 

Progress Note 
Oescnpton of Pmsenting Pmblems 
Onirt Dumdlm 
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