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Have you ever noticed how authors of journal articles and book chapters rarely introduce themselves at the start of their writing?  In a social context, of course, this would constitute unspeakable rudeness.  Scholars, however, hardly dare write from the first person perspective.  To do so would be like pulling the curtain from the Wizard, piercing the veil of objectivity.

With this introduction, I’ve already spoiled any possibility of your ignoring the man behind the curtain, so I might as well allow yellow brick readers a full view.  My students refer to me simply as Brett, and I teach in an academic health center, where I supervise psychology interns, graduate students in counseling, and psychiatry residents.  I also direct a program of counseling for medical, nursing, graduate, and health professional students.  If there is a singular passion in my professional life, it is the issue of change: understanding how people change and how we can become ever more effective and efficient as change agents.

Now I assume that you have acquired this book in order to assist you in developing your skills as a brief therapist.  Perhaps you are a graduate student or resident learning short-term approaches to therapy for the first time.  Alternatively, you might be an experienced counselor or therapist looking to hone your talents and add to your repertoire.  At any event, you probably come to this text with several assumptions.  You assume that I, as a chapter author, have certain experience and expertise in the field of solution-focused brief therapy.  You also assume that I will attempt to share this background with you in the chapter and that you will be able to absorb some of these ideas and apply them to your practice.  This, of course, entails yet another assumption: that you have certain holes in your training and experience that need to be filled.

Notice how these very natural and basic assumptions structure our relationship.  You, the reader, are the vessel waiting to be filled by me, the expert.  I am in the active role of delivering ideas and skills; you are in the role of absorbing these.  That doesn’t sound like a very promising start to our fledgling relationship, does it?  So, while we’re getting acquainted, let’s turn these assumptions on their head and see what happens.

I am going to ask you to recall a recent occasion in which you helped a person make a change in their life.  It doesn’t have to be an earth-shattering change, and it doesn’t even have to be a therapeutic change.  It could be as simple as assisting a friend through a loss or helping your child with a conflict at school.  I want you to vividly replay that helping episode in your mind, focusing on what you did and said to help the other person make their change.  Image the non-verbals—your look, your tone of voice, the way you sat or stood beside the person—as well as your specific messages.  Try to put yourself in the other person’s shoes and form an image of what they would have experienced in their interaction with you.

While the details of your scenario will be unique, I strongly suspect there will be some universal elements.  The odds are good that you began your helping by attentively listening to the other person, expressing concern and interest.  Quite likely, in tone or words, you expressed a degree of encouragement, making it clear that all was not hopeless.  And, perhaps most important of all, you probably helped shift that person’s perspective, providing them with a novel way of viewing their situation and perhaps some new ways of responding to the challenge.  If your friend came to you with a loss, you might have helped them see that all was not lost; if your child was experiencing conflict, you may have modeled a strategy for resolution.  Regardless of the details, however, you are likely to have accomplished three things in your helping: 1) the establishment of a trusting bond; 2) the introduction of hope and optimism; and 3) the creation of a novel perspective, experience, and/or skill.

If you were able to achieve these ends with another person in the course of a single helping interaction, then you already know quite a bit about how to do brief therapy.  Because that is what brief work is all about, whether it is behavioral, cognitive, psychodynamic, solution-focused, strategic, or interpersonal.  Moreover, if you can catalog enough examples of your successful helping in personal and professional settings, you probably will find that you know more about short-term work than you think, because you will have a template for the kinds of brief helping that you do best.

You see, my goal in this chapter is not to enable you to do brief therapy in the manner of such recognized practitioners as Steve deShazer, Bill O’Hanlon, or Walter and Peller.  And it isn’t to encourage you to do therapy my way.  Instead, consider becoming more of the effective helper that you already are when you are at your best.  Identify what you are already doing when you are an efficient, effective facilitator of change and then do those things more consistently and intentionally.

The Essence of Solution-Focused Brief Therapy 

By now, you’ve probably figured out my game.  The above paragraphs were my solution-focused brief therapy (SFBT) with you.  As a reader, you, like most clients, might come to this text focused on your problems and deficits.  You acquired this book to fill the holes in your training and so your perspective is hole-centered.  I can imagine that a mouse that saw only holes would never find Swiss cheese.  Similarly, clients who are locked into their problems frequently are starved for solutions.  SFBT, like the paragraphs above, stands the usual assumptions of therapy on their head.  Instead of focusing on what people lack, it looks for occasions in which they are able to think, feel, and act in ways that move them toward their goals.  Analyzing the past and developing insight into conflicts is thus not a part of SFBT; nor are behavioral analyses or the keeping of problem-based journals.  Instead, SFBT emphasizes goals and ways in which clients are already (if inconsistently and incompletely) achieving these.

Interestingly, it was my parenting experiences that first interested me in SFBT.  As the father of two adoptive children, I quickly learned that they came into this world with temperaments and behavior patterns far different from my own.  Any Pygmalion-inspired hope I may have harbored about creating them in my image was dashed at the outset.  I realized that, if I were going to be at all successful as a Dad, I would have to learn who these little people were and help them become the best individuals they could be, given their personalities, skills, and interests.  When I first encountered SFBT, I recognized this same attitude.  If I can be a model for my clients, that’s wonderful, but my role is not to mold others to my preconceived image.  Each individual comes to therapy with their own tools, their own problems, and their own exceptions to these problems.  My job is to learn as much as I can about them and find out how they are already doing some of the things that they want to be doing in their lives.  Then I have an opportunity to help them become more of who they already are.

The Assumptions of SFBT
The underpinnings of SFBT can be traced to the pioneering work of the Bateson research group on schizophrenia in the 1950s, which examined the role of communication processes in emotional disorders.  Many of the group members—most notably Jay Haley—were familiar with the innovative brief therapy practice of Milton Erickson, who utilized hypnosis, metaphoric communication, and directed tasks to alter problem patterns.  Haley’s efforts to understand Erickson’s work, followed by the efforts of Bandler and Grinder and Steven Lankton, inspired strategic and single-session therapies.  These approaches, which emphasize the self-reinforcing nature of problems and attempted solutions, seek minimal interventions to break these vicious cycles.  Insomniacs, for instance, become increasingly concerned with their problem, trying everything possible to fall asleep.  These efforts, however, only heighten the sleeplessness, as the process of trying to fall asleep interferes with the necessary relaxed state of mind.  People are suffering, strategic therapists emphasized, not so much from their problems as from the ways in which their attempted solutions maintain these problems.  Instead of analyzing and working through these problems, change simply requires an interruption and shift of these attempts at solution.  A SFBT practitioner, for example, might have insomniacs explore what is happening at those times when they are able to feel a little bit drowsy, such as engaging in routine, boring tasks.  Instead of trying to fall asleep, the client is encouraged to forget about sleeping and perform some of the routine tasks that have been associated with drowsiness in the past.  In this way, sleepiness can emerge naturally, without the interference of effort and frustration.

The strategic focus led Steve de Shazer and colleagues at Milwaukee’s Brief Family Therapy Center to develop an approach to therapy that was explicitly solution-focused.  In a series of efforts to map the structure of therapy, de Shazer (1985, 1988) identified exceptions to presenting problems as fundamental to this solution-focused approach.  Instead of exploring the initial complaints of clients and maintaining a problem-focus, de Shazer instituted a variety of strategies for inquiring about and reinforcing examples of solution: those instances in which clients behaved in ways consistent with their desired ends.  By circumventing traditional procedures of evaluating and exploring past problems and by targeting specific, desired patterns as objectives, solution-focused therapy was able to address the concerns of clients in a brief fashion, generally lasting well under 10 sessions in duration.  Subsequent writings by O’Hanlon and Weiner-Davis (1989) and Walter and Peller (1992) have elaborated the SFBT model, making it one of the most popular brief approaches to therapy.

From a theoretical vantage point, SFBT draws heavily upon constructivism: the notion that the problems experienced by clients are not intrinsic to them, but the result of the ways in which they construe themselves and their world.   Constructivism is a philosophical tradition that emphasizes perception as the result of active, interpretive processes mediated by people’s experience, values, and beliefs.  A problem, such as the insomnia mentioned above, only becomes a problem when it is so construed by an individual.  Once people construct the notion that they are insomniacs, they engage in a variety of behaviors to address this problem, many times reinforcing the very concern that they are trying to address.  The real problem, according to the SFBT practitioner, is not so much the pattern of behavior that brings the client to therapy, but the construal that reifies this pattern as a problem.  Maintaining a problem focus in therapy by exploring and targeting unwanted patterns only reinforces the mode of construal that troubles the client in the first place.  Accordingly, SFBT seeks to construct alternatives to problem-based construals.  These can be identified from implicit goals brought to therapy by clients and from exceptions to problem patterns that are similarly implicit.  Such solutions, once identified, can anchor new adaptive efforts, as clients are encouraged to do more of what might work for them.

The crucial assumption made by SFBT is that therapy is more of an epistemological activity than a medical/therapeutic one. “We live in a world of meaning and language that is creational, social, and active,” Walter and Peller stress (1996; p. 11).  Common complaints such as depression, anxiety, anger, diminished self-esteem, and interpersonal conflicts are seen as things that people do, not as things that they have.   Once the person diagnoses herself as someone “with” depression, anxiety, or interpersonal problems, this identification cements the status of the problem.  The SFBT practitioner is thus more concerned with the factors that maintain problems than with initial causes.  Indeed, a problem such as insomnia may be initiated by any of a variety of factors, from situational stress to a severe cold.  It is the person’s identification with the problem, however, that is necessary for its maintenance.  de Shazer (1988; p. 8) observes that “problems are problems because they are maintained.  Problems are held together simply by their being described as ‘problems.’”  Once this identification is broken, the individual gains the ability to do something different and discover new, constructive patterns that become solutions. 

Simon (1996) and O’Hanlon and Weiner-Davis (1989) make the important point that, despite its name, SFBT is less about solutions than about goals and possibilities.  The client enters therapy with problems in the foreground of perception.  SFBT attempts to shift this focus to the life that clients want to be living, and it places this in the foreground.  Walter and Peller (1996) use the term “goaling” to describe the ways in which individuals continually develop life possibilities.  The objective of therapy, from this perspective, is less of an end point than a process of evolving meaning, jointly guided by the participants.  Much of the “stuckness” that we observe in therapy—and in our own personal lives—can be seen as the result of probleming overtaking goaling.  The emphasis on problems blocks the creative search for alternatives, stifling healthy development.

An appealing aspect of SFBT is its emphasis on client strengths and assets.  Gingerich and Eisengart (2000), in their review, note that “Solution-focused therapists assume clients want to change, have the capacity to envision change, and are doing their best to make change happen.  Further, solution-focused therapists assume that the solution, or at least part of it, is probably already happening.” (p. 478).  This latter point is especially important.  Solutions are not therapist-driven framings of problem patterns.  Rather, they are grounded in client adaptive efforts already under way.  Even where distinct exceptions to problem patterns cannot be identified, it is usually possible to encourage people to imagine what such an alternative might look like.  A couple may be so mired in arguing that they cannot think of a single recent time in which they have interacted positively.  Still, they might be able to identify elements of such positive interaction from their days of dating, their professional interactions, or their communications with members of their extended family.  The operative assumption is that somewhere there is a context in which clients do not enact their problems.  Once this can be identified, it is a candidate for a constructed solution.

SFBT Vignette #1: Bob and Katetc \l1 "SFBT Vignette #1: Bob and Kate
A good example of the ways in which SFBT intervenes in the meaning-making of clients can be found in my counseling with Bob and Kate, a couple that sought counseling for marital problems. Both medical students, Bob and Kate found that their studies led them to spend decreasing time with each other, leading them to feel more like roommates than romantic partners.  They reported being too tired at night to talk, go out, or make love.  Their days, when not filled with classes and study, were taken with the routine tasks of maintaining a home: paying bills, doing grocery shopping, etc.  Matters came to a head when Kate began spending more time with Ken, a study partner from her class.  Kate began feeling an attraction to Ken and, during one late night study session, kissed him.  She guiltily confessed her transgression to Bob, who became both angry and concerned for the marriage.  Both agreed to seek marital counseling that week.

The above information came from the first interview, in which both members of the couple participated actively.  Both affirmed that they wished the marriage to continue and expressed a desire to avoid divorce at all costs.  Bob acknowledged his anger over Kate’s relationship with Ken, but also indicated that he appreciated her honesty after the fact.  Kate expressed more resignation than Bob, lamenting how they had “grown apart” during their rigorous years of school.  Although she did not want to leave the marriage, she could not see how it would be possible to make things right, given the demands of their education.  Kate voiced her greatest concern that the two of them would wind up like her parents: members of a couple that lived together, but experienced little mutual affection.

Rather than explore the relationships of Kate and Bob’s parents or the detailed history of their own relationship, I attempted to use Kate and Bob’s motivation as a lever in the search for solutions. “I’m not sure I can help you,” I explained to them, “although I would like to.  Counseling can certainly help a couple work out difficulties between them, but it can’t replace love that isn’t there.  I’m just not hearing much about the love in your marriage.”

At this, Kate and Bob emphatically stated that they did love each other and spontaneously produced a number of examples of their dedication to each other.  One such example centered on an episode in which Kate became ill and Bob made a heroic effort to nurse her to health, while helping her keep up with her coursework.  Although she was quite ill, she said that she enjoyed this time most of all in medical school, because of their feeling of being “a team”.  Another instance of love surfaced when Bob described the ways in which they would study together before exams.  When one of them would become fatigued or discouraged, the other was usually very willing to put down their work and offer a hug, a kiss, and some encouragement.  Each of them was willing to accept a lower grade for themselves in order to help the other one pass.

I then introduced a modified version of the scaling question, and asked Bob and Kate to give themselves a report card grade on their marriage, ranging from A to F.  When they both rated their marriage a “D” and asserted that they would never settle for such a grade in school, I suggested to them that they make their couples counseling a medical school elective, complete with expectations of attendance, homework, and a grade at the end.  Both members of the couple warmed to this idea and indicated that they wanted an “honors” grade for “our” course.  I asked what would have to happen between the two of them for a grade of  “honors” to be earned, and they provided a number of ideas, mostly building on the idea of teamwork and togetherness.  Most concretely, they committed to spending one night together per week and one hour together per day in a mode that was free of schoolwork and home tasks.  Both could agree that they were willing to accept possible lower scores on their medical school tests in order to help each other pass the elective course we had established.  

We held a total of four sessions, scheduled intermittently.  These focused on their efforts at teamwork and togetherness and grading each other’s work.  A particular breakthrough occurred when both of them raised their scores on exams, even after spending considerable time together in a non-work mode.    This convinced them that the best way to be at their peak for their studies was to be happy with their marital life.  It also spawned a variety of creative strategies for enjoying their time together, including day trips to area parks, an overnight stay at a bed-and-breakfast inn, and signing up for a several-session weekend adult education course on techniques of massage.  Kate and Bob reported greater emotional and physical intimacy as a result of their time together, lessening any lingering concerns Bob had regarding Ken.  Kate discontinued her studying with Ken, instead joining Bob for study sessions at a local college library, where they took study breaks together.  By the end of the fourth session, both were able to give each other an “honors” mark for their progress.

The example of Bob and Kate is as notable for what was not undertaken as for its affirmative strategies.  We did not explore family histories of dysfunction or their own personal relationship histories.  Nor did we dwell on the events that drove the couple apart or that led to the attraction to Ken.  We spoke of Bob’s reaction of jealousy and concerns regarding trust, but not as central themes in the sessions.  Rather, from the outset, the focus was on the love between them and how this was manifested.  The assumption was that the couple, while feeling estranged, was still in love and doing loving things while not even noticing it.  It took a subtle threat—the statement of “I don’t know if I can help you”—to galvanize the couple into an acknowledgement of the assets they already possessed.  There was essentially no teaching of skills in the sessions.  Rather, our focus was on helping them do more of what they already had been doing to sustain the marriage.

SFBT as a Brief Therapy
Let us step back a moment and examine the characteristics of SFBT that qualify it as a brief therapy.  The major brief therapies share a number of elements (Steenbarger 1992), including:

· Maintenance of a tightly circumscribed focus;

· Efforts to establish an early, positive therapeutic alliance;

· Efforts to facilitate change in a time-effective manner;

· Therapist activity;

· Efforts to involve clients in change efforts through within-session experiences and/or between-session homework;

· Relative de-emphasis of the past and emphasis upon generating novel experiences, understandings, and skills.

The various approaches to brief therapy embody these elements differently, and thus differ in their utilization of time (See Chapter One).  SFBT falls on the briefest end of this continuum.  Reviews of SFBT have generally found an average number of sessions ranging between 3 and 5 (McKeel 1996).  Such brevity is attributable to several factors:

· SFBT establishes its solution-focus early, eliminating much of the time associated with problem talk and diagnosis.  A tight focus for intervention is generally established in the first session, based upon the individuals stated goals.

· SFBT views its objective as initiating change, rather than seeing clients through an entire change process.  People are seen as continually changing, and capable of change.  Once they have established a useful direction and an appreciation for what they are already doing that is bringing them closer to their goals, they can sustain change efforts independently.

· SFBT stresses client definitions of goals, and hence places little time and emphasis upon resistances and work to overcome these.

· In SFBT, the therapist is active from the outset, helping to structure the solution talk. SFBT also emphasizes client activity between sessions, with direct suggestions of doing something different if current strategies are not working, and doing more of what works.

Elsewhere (Steenbarger 1994), I have proposed that brief therapy achieves much of its brevity by generating novel experiences under conditions of heightened emotional experiencing.  Through the use of active interpretations, in-session exercises, and/or homework tasks, the techniques of brief therapy bring individuals closer to the anxieties, resentments, and losses that trouble them. Then, in the context of this enhanced experiencing, brief therapists introduce new ways of viewing problems, new skills for coping, and/or new experiences of oneself.  Just as experiences during periods of trauma tend to imprint themselves on the psyche, the novel experiences of brief therapy tend to “stick” in emotionally charged circumstances.

SFBT achieves this novelty through its redefinition of presenting complaints.  Clients come into therapy seeking help for their problems and leave with a focus on their assets and solutions.  The real change occurs, however, when clients actually begin doing more of what works, and see that it really does work.  This is a direct, immediate confirmation of their adaptive capacities.  With support and encouragement—a bit of cheerleading—from the therapist, the client begins to internalize a new sense of self: one that emphasizes competence and the capacity for control.

The brevity of SFBT raises concerns that perhaps the work is too brief.  Some may view SFBT as “solution-forced” counseling, concerned that clients’ normal need to talk about their concerns could be truncated by therapists hell-bent on brevity and solution-talk.  These are real pitfalls to be sure.  Research conducted to date and outlined below suggests that SFBT is effective, but relatively little work has been done with long-term follow up to determine rates of relapse.  Highly abbreviated therapies may have a better track record initiating change than sustaining it (Steenbarger 1994), raising questions about the appropriateness of 3-5 session therapy for clients with such chronic problems as major depressive disorder.  Too, many clients enter therapy not just for reasons of self-change, but also for ongoing social support.  These individuals are apt to be dissatisfied with any brief modality, SFBT or otherwise.
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A small but growing literature documents SFBT as an effective therapy.  Outcome studies generally presume that clients come to therapy with real problems, which then can be followed over time to assess objective improvement.  If the improvement demonstrated by therapy clients significantly exceeds that of persons receiving a placebo intervention, an alternate therapy, or no help whatsoever, the therapy can be said to have been effective.

Many practitioners of SFBT rebel against such outcome assessment because of its grounding in epistemological realism.  The constructivist bent of SFBT questions the entire presumption that people enter therapy with objective, diagnosable problems and illnesses.  Change, they insist, comes from recognizing that there was no real problem, not from the quasi-cure of a quasi-disease.

As Held (1996) has suggested, however, clients do make real changes in their life as the result of SFBT.  Recognition and measurement of these changes need not diminish a therapist’s commitment to explore and expand existing adaptive efforts.  As a result, we are now seeing studies, not only of SFBT outcomes, but also of the component processes that may be contributing to success in SFBT.

Gingerich and Eisengart (2000) offer a particularly useful review of the SFBT outcome research, dividing studies into three categories: well-controlled, moderately controlled, and poorly controlled.  Through 1999, the authors located 15 controlled outcome studies of SFBT, five of which met the criteria of well-controlled research.  These five studies supported the efficacy of SFBT for such problems as moderate depression, parenting skills, rehabilitation of orthopedic patients, recidivism of prisoners, and antisocial adolescent behavior.   Only one of the five directly compared SFBT to another therapeutic approach, and this found no significant difference between the two.  Thus, while “these five studies provide initial support for the efficacy of SFBT” (p. 493), they do not establish that SFBT is uniquely effective relative to other brief forms of therapy.  

In his review, McKeel (1996) notes that some of these outcome studies did compare the effects of SFBT to existing services within school and prison settings, establishing the effectiveness of SFBT above and beyond the normal services.  He (1996) also summarizes process-oriented studies of SFBT, examining the effectiveness of such typical SFBT interventions as the Formula First Session Task (FFST).  The FFST, which encourages clients to focus between sessions on what is happening in their life that they would like to continue, was found to enhance client cooperation.  Clients completing the FFST were also significantly more likely to report improvement and optimism than those not performing the task.  McKeel (1996) also cites evidence that a majority of clients do report pretreatment changes, improvements that have occurred between the time of calling for an appointment and attending that appointment.  These changes are significantly more likely to emerge in therapy if targeted by the therapist in the first session. This suggests that a focus on positive change can be viable for a majority of clients, if therapists think to ask the questions.

DeJong and Hopwood (1996) summarize outcome research at the Milwaukee Brief Family Therapy Center, finding that approximately 80% of clients report satisfaction with their therapy 7-9 months following their counseling.  Moreover, at this follow-up period, 49% of clients reported that their therapy goals were fully met and another 37% indicated that they had made “some progress”.  These outcomes did not appear to vary as a function of client race or the gender mix of the therapeutic dyads.  Interestingly, the clients only received an average of 3 sessions of therapy, suggesting that a high level of satisfaction with services—and significant perceived success—can be achieved and sustained in a time-effective manner.

A series of studies reported by Beyebach, Morejon, Palenzuela, and Rodriguez-Arias (1996) examined the processes contributing to success in SFBT.  Their investigations highlighted the role of communications between therapists and clients as an ingredient of success.  Dyads which displayed a competitive battle for control of session topics obtained less favorable outcomes than those without such control struggles.  Interestingly, in the successful cases, therapists tended to be more directive, providing instructions, whereas an excessive amount of agreement among therapists and clients led to increased relapse.  Sequential analyses found that controlling “one-up” and “one-down” communications in therapy tended to elicit subsequent controlling communications from the other party.  “One-across”, non-controlling communications, conversely, yielded further non-control.

  Examining SFBT outcomes, Beyebach et al (1996) found that the sole significant predictor of success was client internal locus of control, which reflects the degree to which individuals perceive that they are in control of their lives.  The internal locus was in turn positively correlated with favorable pretreatment reports of change and subsequent goal formation in counseling.  “These results show that locus of control is variable and becomes more internal over the course of successful therapy,” the authors note.  “This lends support to the notion that the task of solution-focused therapists is to foster situations in which clients experience a better sense of control over their own lives.” (p. 325).

Such an analysis suggests that SFBT may work for reasons other than those postulated in the theory.  Specifically, the nature of client-counselor communications and the ability to support and extend reports of pretherapeutic change may be every bit as important as the specific tasks initiated by therapists.  This conclusion finds support in the qualitative research reported by Metcalf, Thomas, Duncan, Miller, and Hubble (1996), who found that clients and therapists in SFBT view the events of therapy quite differently.  In general, therapists tended to see themselves as relatively non-directive, while clients pointed to direction as a central helping element.  Therapists were also likely to attribute success to goal-oriented interventions in therapy, whereas clients emphasized the role of the helping relationship.  Given that non-specific factors tend to be of importance across psychotherapies (R.P. Greenberg, Chapter 10), such findings are not surprising. 
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By now you have some idea of what solution-focused therapy is, how it fits into the larger scheme of brief therapy, and where it stands relative to issues of brevity and efficacy.  No doubt the manner in which I presented the studies made my own biases known, which are that SFBT is an effective and innovative therapy that probably works for reasons other than those typically postulated.  In particular, I find the notion that solution-focused therapists are non-directive to be well wide of the mark.  Practitioners may be confusing the process of guiding therapy (which therapists direct toward solutions from the outset) with the content of counseling goals (which rightly come from the client).  Strategic therapists, more directly connected to the work of Milton Erickson, are generally appreciative of the role of persuasion and interpersonal influence in change processes.  O’Hanlon, upon reviewing transcripts of his SFBT sessions with clients, was said to have been surprised by the degree to which he speaks for clients (McKeel, 1996).  In the terms of Beyebach et al (1996), SFBT may be more successful when it displays complementary control than non-control.  When clients have control over goal specifics and counselors exercise control over the process of focusing on and attaining goals, both parties can feel appreciated and in the driver’s seat.

As a rule, directive therapies, such as systematic desensitization, are easier to manualize than more exploratory therapies.  The directive interventions are largely technique-driven and often depend upon utilizing the techniques in a particular sequence.  Exploratory therapies, by their very nature, can go in any of a number of directions, given the concerns of the client at the time.  It is much easier to describe how to do relaxation training than how to turn a countertransference reaction—a therapist’s reaction to a client—into an effective intervention.

The practice of SFBT, thanks to the interests of its founder, Steve deShazer, can be described relatively straightforwardly and even mapped out (deShazer, 1988; Walter and Peller, 1992).  DeShazer was interested in capturing the process by which people change in therapy and distilling this process to its essence.  He found that problems and their discussion were not essential to change.  What was essential was a goal and an idea of how to achieve that goal.  As a result, deShazer’s maps describe procedures for eliciting goals and either existing or hypothetical ways by which clients can pursue these.

Certain specific techniques distinguish SFBT as a modality.  In their review, Gingerich and Eisengart (2000) set out 7 distinctive criteria for SFBT:

· A search for pre-session change;

· Goal-setting;

· Use of the miracle question;

· Use of scaling questions;

· A search for exceptions;

· A consulting break;

· A message including compliments and a task.

These seven criteria comprise the SFBT roadmap of change.  Let us examine each in turn and then explore the map as a whole. 
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We are accustomed to beginning therapy with the first session, once the client has entered the office.  The solution-focused therapist, however, may view the initial call for an appointment as the actual start of SFBT.  During that call, the therapist might encourage the client to be on the lookout for changes that occur during the time intervening between the phone call and the first meeting.  This subtly makes use of regression to the mean as a therapeutic tool.  Most clients call for their initial session when they are at their point of maximum discouragement, having failed in their prior attempts to solve their concerns.  The natural ebb and flow of problems suggest that these might abate to some degree following the initial call, if only as a return to a normal baseline.  Such variation becomes an opportunity for inquiring about what the client is doing differently when the problems abate, aiding the construction of potential solutions. 

Questions about pre-session change establish the solution-focus very early in therapy and quickly engage the client in the active process of thinking about solutions between sessions.  The language in which the discussion of pre-session change proceeds is important:  it frames such change as something the client is doing, rather than as something happening to the client.  What is being constructed, as a result, is not only solution-talk, but a greater sense of internal locus of control.  Clients often feel out of control with respect to their problems; this is why they seek help from a professional.  By pointing to those occasions when the individual is doing something that produces desired change, the therapist highlights the control that clients may have, but not recognize. 
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Walter and Peller (1992) indicate that goal setting occurs very early in SFBT and is distinguished by several characteristics:

· Goals come from the client—Goals are stated in the language of the client and reflect the desired ends of clients.  Goals do not emerge from analyses of the therapist, which are then interpreted to clients or otherwise recommended to them via a treatment plan.  Anchoring therapy in client goals minimizes the likelihood of resistance by ensuring that the participants in counseling are working toward common ends.

· Goals are stated in positive form—Many times clients describe their goals in negative terms, such as “I would like to feel less depressed.” Such statements, while a start in establishing a direction for therapy, say little about what clients affirmatively want for themselves.  As a result, therapists might follow up with such questions as, “What do you see yourself doing when you’re not depressed?” or “What will be different in your life if you’re not depressed?”  A positively stated goal might then emerge, such as, “I will reach out to others when I feel depressed.”

· Goals are stated in active form – The goals of therapy should be stated in the active terms of what the client would like to be doing, rather than as some future end-state.  If the client says, “I would like to do well in my classes,” the therapist might reply by asking, “What do you see yourself doing differently when you are doing better in your classes?”  The active framing of goals helps to translate them into concrete tasks for therapy.  A goal stated in active form could then be, “I will break my work into manageable chunks before I study.”

· Goals are stated in here-and-now terms—Many times a client goal might be stated as a future state of affairs, as in: “I would like to be in a successful relationship.”  This leaves the client stymied, for there is no obvious bridge between their current state of affairs and their stated ideal.  When this occurs, the therapist is apt to solicit a reframing of the goal statement by asking, “What might you be doing right now if you were on track toward developing a successful relationship?”  The idea of being “on track”, described by Walter and Peller (1992), emphasizes the process of change, creating a present-day bridge between real and ideal.  Such a goal might be framed as “I will put myself into two situations this week where I have to introduce myself socially.”

· Goals are stated in specific, attainable terms—It is not unusual for clients to state that they would like greater self-esteem or to feel better about themselves.  This, Walter and Peller (1992) note, leaves them in little control of goal attainment, since they cannot change their feelings about themselves through a mere act of will.  By asking a question such as, “What, specifically, would you be doing right now if you were developing better feelings about yourself?”, the therapist facilitates a crucial translation to goals that empower the client and foster the sense of internal control.  Such a self-esteem goal, stated specifically, might be, “I will take care of myself by exercising each day.”

Over 15 years of having supervised psychology interns and psychiatry residents in brief therapy have convinced me that such work generally runs aground when goals are insufficiently salient to clients and therapists.  A useful exercise in therapy is simply to ask the client to restate the goals of the therapy.  Many times, a vague and even confused response is elicited—and many times a different response from that of the therapist!  Perhaps only behavior therapy rivals SFBT in the degree to which the goals of therapy are defined in highly explicit terms and then pursued in a systematic manner.  Accordingly, clients in a high stage of readiness for change (Prochaska and DiClemente 1986) may find the active goal orientation of SFBT more helpful than those who are in early phases, only just beginning to contemplate the commitment to change.

The Miracle Question
One of the most common ways of eliciting goals in SFBT is through the miracle question.  This is described by deShazer (1988) as follows:


“Suppose that one night, while you were asleep, there was a miracle and this problem was solved.  How would you know?  What would be different?  How will your husband know without your saying a word to him about it?” (p. 5).
The miracle question, de Shazer (1988) notes, is actually a series of questions designed to elicit descriptions of specific behaviors that can serve as useful goals for therapy.  “Through the use of the miracle question,” deShazer notes, “the therapist and client are able to have as clear a picture as possible of what a solution will look like even when the problem is vague, confused, or otherwise poorly described.” (p. 6).

The framing of the question as a “miracle” allows the client to step outside current constraints that might be inhibiting the search for solutions.  For example, a client might indicate a desire to begin dating, but complain that this is impossible, given his current lack of funds.  The miracle question allows the client to look beyond the lack of funds and define what would be happening if he were on track to developing dating relationships.  This could easily lead to solutions that allow for meeting people in ways that don’t involve the spending of money, such as through religious groups or community organizations.

The question, “How would your best friends (family, spouse, etc.) know that you have solved this problem?” also is helpful in encouraging clients to frame goals in observable, concrete terms.  This is particularly useful in couples counseling, where such a question frequently elicits specific, interpersonal behaviors that can become initial goals for therapy.

Use of Scaling Questionstc \l2 "Use of Scaling Questions
A scaling question in SFBT, as in behavioral work, is a request for client self-report.  It also can be an effective tool in eliciting client goals.  Such a question might ask, “On a scale from one to ten, where one is constant, total argument and ten is getting along perfectly, on average, where would you rate your relationship over the past month?”  If the clients give the marriage an average rating of “5”, follow-up questions might ask, “So with an average of 5, does that mean sometimes you are really arguing badly and other times not so much?  What is happening differently at the times when you’re arguing less than a ‘5”?”  Another approach would be to ask, “A ‘5” rating?  That is better than many couples starting counseling.  What are you currently doing that keeps you from being a ‘1’ or a ‘2’?”

Notice that the scaling question can be asked to introduce the notion of variability into the definition of problems and solutions.  By asking about the “average” rating, the therapist can then naturally inquire about those occasions that are above average, and what makes these different.  Such scaling may be conducted throughout therapy, both as a way of tracking progress and as a way of focusing on the specific actions that can account for improvements over time.  The latter form the basis for between-session tasks in counseling.

The Search for Exceptionstc \l2 "The Search for Exceptions
The search for exceptions is perhaps the intervention most commonly associated with SFBT.  Clients come to therapy focused on their problems and often frame their presentations in ways that suggest that they have identified with these problems.  For example, clients will say that they “always” argue or that they are “always” feeling depressed.  Such presentations are then reinforced if therapists adopt a subsequent problem-focus.  

The search for exceptions emphasizes client strengths by soliciting those instances when clients have not been enacting their problem patterns.  A therapist might say, for example, “None of us are perfectly consistent, and I can’t believe you have a perfect record of arguing every hour of the day.  Tell me what you are doing differently on those occasions when you are not arguing.”  Alternatively, a client may spontaneously mention a sphere of life where the problem pattern does not occur, as in, “I don’t know why I feel anxious during examinations.  When I am with my friends or out on a date, I never feel nervous.”  The therapist can then respond with the inquiry, “So tell me what you are doing differently with your friends that you’re not doing in the exam situation.”

I have found it helpful, at certain times, to elicit exceptions from clients by initially agreeing with their extreme self-presentation.  For instance, when Bob and Kate entered therapy and indicated that they were growing too far apart, I replied that, perhaps they could not benefit from counseling if their relationship was so devoid of love.  Both members of the couple became agitated at this remark, as they did not wish to divorce, and immediately gave examples of occasions when they manifested love and closeness.  Such exceptions can then be used to identify what each party was doing differently in the “close times”, so that each could do more of it between sessions and observe the results.

A Consulting Breaktc \l2 "A Consulting Break
At the Brief Therapy Family Center in Milwaukee, therapist teams conduct collegial consultations during sessions to evaluate what has occurred and construct promising interventions.  Not all therapists work in training settings, of course, and thus cannot make use of such consultation.  Nonetheless, the notion of a consulting break still has value in SFBT if you think of the client as your collaborator.  The consultation, conducted toward the end of the session, wraps up what has been discussed so far and tries to establish consensus between therapist and client.

Such a consulting break might look like, “Okay, let’s summarize what’s been going on.  Both of you came in feeling frustrated with the marriage and feeling like you might be headed toward divorce.  When I asked about love in the marriage, however, you both told me that there were times—even now with the distance—when you do some loving and close things together.  You told me that those have been some of the best times in your marriage.  For you, Kate, it sounds as though the close times occur when you and Bob are alone and have time to talk together and share what you’re doing at school.  Bob, for you the close times seemed to happen when you took time off from studies and took vacations together.  Does that sound right to you?”

Clients may then add to the therapist’s observations, agree with them, or otherwise reformulate them.  For example, “Well, we also have felt closer when we’ve done projects together.  Remember when we remodeled the basement together?  That was a headache, but we had a good time doing it together.”

Such a consultation crystallizes solution behaviors and provides a natural bridge to between-session tasks where clients can try more of what has worked for them.  The consultation also ensures that the solution-focus pursued by the counselor is indeed one that is user-friendly for clients.  

A Message Including Compliments and a Tasktc \l2 "A Message Including Compliments and a Task
Very often the solution-focused therapist will conclude the session with compliments, affirming the strengths of the client.  For instance, “I am impressed by the degree to which both of you have held on to your love for each other despite the stress you’ve been under.  You obviously want your marriage to work out, and I applaud you for that.”  Not infrequently, I will also add a message of hope: “If we can learn from what you’re doing right in the marriage, I think we might be able to make some real strides toward your goal of rebuilding the loving times.”  The compliment is designed to convey several messages: 1) You have real strengths; 2) These strengths are manifested even now, when things seem to be at their worst; and 3) We can build on these strengths to achieve your goals.  No small amount of initial client improvement in mood can be attributed to the internalization of such messages.

In keeping with the goal-focus of SFBT, the compliment is followed by a concrete task to be attempted between sessions.  This task must be doable, and must draw upon the exceptions/solutions noted during the meeting.  Very often the task will be to note what happens when the client tries to do more of what has worked for them recently or to do something new that they imagine might work for them.  Following the first meeting, the client is often assigned the Formula First Session Task, which deShazer (1985) describes as:

“Between now and next time we meet, we would like you to observe, so that you can describe to us next time, what happens in your family that you want to continue to have happen.” (p. 137). 

 
This task extends the search for solutions, and encourages clients to observe solutions that may not have been discussed during the prior meeting.  Most important, it maintains the solution focus between sessions, reinforcing a new way of thinking about self.

Mapping the Practice of SFBTtc \l1 "Mapping the Practice of SFBT
Both deShazer (1988) and Walter and Peller (1992) offer useful flow charts that map the practice of SFBT, helping therapists facilitate the construction of solutions.  The discussion below will draw upon these maps to describe SFBT as a series of steps and options.  

Step One: Search for a Differencetc \l2 "Step One: Search for a Difference
Option One: Explore for Presession Change - As a rule, favorable change that is already occurring and that is already within the client’s awareness represents a promising first focus for SFBT.  Research suggests that such change is most likely to be reported if requested by the therapist; clients will not necessarily report improvements in their state prior to entering counseling, even when these have occurred.  

It is ideal if the task of noticing presession change can be given at the time the appointment is first made.  This is difficult to achieve in larger clinics where appointments go through a secretary; easier in settings where therapists set their own appointments.  In my student counseling practice, where I see an average of 20-25 students a week, I always set my own appointments.  Hearing the initial presentation helps me determine whether the need for meeting is routine, urgent, or emergent and allows me to structure an initial task if this seems appropriate.  (In an urgent or emergent situation where there is significant presenting distress, I am unlikely to suggest such a task, preferring instead to offer reassurance and a quick appointment).  

Many times, however, the busy schedules of clients and therapists do not permit detailed contact prior to the first meeting.  The search can still be conducted in the first session, however, simply by asking clients to identify positive changes that had occurred since the initial phone call.  It is helpful to make this a presuppositional question, as in “Many people notice that they feel a little better by the time of their first meeting.  I was wondering what positive changes you have noticed since setting up our appointment?”  One, of course, should always exercise discretion in making such an inquiry.  If, for instance, the client is highly tearful at the start of a first session, a query about pre-session improvement could seem insensitive and hinder the development of rapport.

A different way to assess pre-session change is to request that clients complete a sine-wave chart. The peaks of the chart represent occasions when they have been closest to their goals during the past two weeks and the valleys represent the occasions when they have been most distant from their goals.  The chart generally takes little time to complete and is useful in establishing the notion of goals and the idea of variability in behaviors and outcomes.

A review of the peaks of the chart generally reveal presession changes that can anchor solution-talk in the session.  This is particularly the case when two or more peaks describe similar changes.  Often, however, the peaks will describe internal states that need to be investigated more concretely.  For instance, a student suffering from test anxiety may describe peaks in which “I got some work done without procrastinating” and  “I felt confident about my work”.  Follow-up questions would focus on “What, specifically, were you doing to get your work done without procrastinating?” and “What, specifically, were you doing when you were feeling confident about your work?”.  Multiple follow-up questions may be needed to frame the changes in action-oriented terms.  In such situations, a single solution pattern often underlies the multiple peaks, as in “I tackled a doable amount of work, instead of the entire assignment”.  This presession change may then form the basis for a “do more of what is working” task between first and second meetings.

It is not unusual for clients to experience difficulty with the sine-wave chart and other inquiries about presession change.  In SFBT, this is not viewed as resistance, and should never be a source of frustration for the therapist.  Remember, the client has been absorbed by his or her problem and, by definition, has been locked in a problem-based mindset.  It may take considerable encouragement, modeling, and coaching to turn this mindset around.

Option Two: Identify Exceptions to the Problem - If the client cannot identify presession changes, or if these cannot readily anchor solutions at the present time, the therapist changes “frames” (de Shazer 1988; Walter and Peller 1992) and begins the search for exceptions to presenting problems.  This is especially helpful in situations where clients are mired in problem-talk and cannot identify goals or presession changes. tc \l3 "Option Two: Identify Exceptions to the Problem - If the client cannot identify presession changes, or if these cannot readily anchor solutions at the present time, the therapist changes frames (de Shazer 1988; Walter and Peller 1992) and begins the search for exceptions to presenting problems.  This is especially helpful in situations where clients are mired in problem-talk and cannot identify goals or presession changes. 
A presession change is a self-report of a positive behavior that is consonant with client goals.  When clients describe presession changes they are engaged in solution talk.  Exceptions to problems, on the other hand, are a step behind this from a solution-focused perspective.  When the therapist asks about exceptions to problem patterns, the talk at that point is still problem-focused.  The inquiry into exceptions, indeed, is a strategy for shifting problem talk into solution talk.

A client, for instance, may report no presession change, indicating,  “I’m feeling worse than ever.” Once again, this is taken as a genuine expression of the individual’s experience, not as a manifestation of a desire to avoid change.  In such circumstances, the search for exceptions may ask for instances when things were better “even a little bit” (Walter and Peller 1992).  A couple, for example, may indicate that they haven’t been able to get along for the past several months and have made no recent changes in a positive direction.  When they report no good days as well, a scaling question might be used to capture their average degree of fighting.  If the couple reports fighting of 8 on a 10 point scale, exceptions could be solicited as “What, specifically, are you doing on those occasions when your fighting is less than an ‘8’?”  I have found it helpful to ask clients to give a separate scaling rating for their best days and worst days, acknowledging that there may not yet be any truly “good” days.  This then leads naturally to exception questions of  “What are you doing differently when your fighting is a ‘5’ rather than an ‘8’?”

The search for exceptions can be especially helpful in couples therapy and in therapy where parents are bringing their children for help.  Very often, an adversarial situation has developed between members of a couple or between parents and children.  Each party has been focused on the shortcomings of the other, with considerable emphasis on blaming and defending.  When the therapist asks for exceptions, each participant in therapy may be able to identify solution behaviors utilized by the others, building a sense of appreciation and cooperation.  For example, in a recent session, the husband indicated that he felt closest to his wife when she did not nag him about getting chores done around the home and instead just wrote the items down on a refrigerator to-do list.  The wife, in response, exclaimed that no longer felt the need to nag, since he was now spending enough time at home to read the refrigerator list!  This led us to construct an initial task in which each party agreed to do more of what worked for the other.  The shift toward solution-talk helped to defuse the resentments that had accumulated and start a rebuilding of trust between the parties.

deShazer (1988) makes the distinction between deliberate and spontaneous exceptions.  When, in the course of therapy, clients try to do something different and thereby bring themselves closer to their goals, the therapist enters a “cheerleading” mode and encourages further enactment of the solution.  On other occasions, a client may spontaneously stumble upon an exception.  This then becomes an opportunity to explore what, specifically, the client was doing on the exceptional occasion so that it can be constructed as a potential solution.  Indeed, even random efforts at “doing something different” are apt to produce spontaneous exceptions that can then become deliberate, underscoring the importance of tasks that encourage novelty on the part of the client.

As mentioned earlier, the language used to frame exceptions is crucial in utilizing these in therapy.  Many times, the client may describe the exception as something that “just happened” or that occurred as the result of someone else’s actions.  Questions that reframe the exception in active terms can elicit useful information that assists with the construction of solutions.  For example, the client might report that he felt less depressed on a particular day because of a nice thing that someone said to him.  A follow-up question might ask, “Do you always feel better when someone says something nice to you?  What might you have been doing to be more open to positive remarks on this occasion?”  The key is to help clients see that exceptions may not be random events, but could, indeed, be the results of actions that are reproducible.

Option Three: Generating Hypothetical Solutions - There may be occasions in which clients cannot identify presession change and are unable to identify exceptions to problem patterns.  These are most likely to be situations in which the individual is very much stuck in a problem focus.  In such situations, the search for hypothetical solutions can generate ideas that form the basis for between-session solution-based tasks.tc \l3 "Option Three: Generating Hypothetical Solutions - There may be occasions in which clients cannot identify presession change and are unable to identify exceptions to problem patterns.  These are most likely to be situations in which the individual is very much stuck in a problem focus.  In such situations, the search for hypothetical solutions can generate ideas that form the basis for between-session solution-based tasks.
Let us say that our couple cannot think of any exceptions to their pattern of fighting, or that the exceptions they generate are equally problematic (“We didn’t argue because we were ignoring each other”).  In the hypothetical frame (Walter and Peller 1992), the therapist might ask, “Imagine that the problems between the two of you have been solved. What will each of you be doing differently?” or “If, by a miracle, your problem was solved, what would you be doing differently?”  When a client’s imagination has been lacking, I sometimes have had success asking for the name of a person he or she admires greatly.  I then inquire what that admired person might be doing or saying in the problematic situation.  Using an admired person to generate hypothetical solutions has the disadvantage of not rooting the initial search in the client’s direct experience, but does very much stay within the values and priorities of the client.  This can be especially helpful in multicultural counseling with international clients and clients from racial, religious, or ethnic groups different from one’s own.  The focus on an admired person often generates culture-specific solutions that are uniquely valid for the client (see Chapter Eight).  In one memorable counseling quite a few years ago, the client reported that her grandmother was a revered figure due to her wisdom and strength of character.  Solution-focused responses to incidents of campus racism consisted of role-playing the hypothetical responses of the grandmother, invoking her spirit and enacting her virtues.

As Walter and Peller (1992) note, inquiring about hypothetical solutions in counseling creates a bridge from imagined responses to concrete, here-and-now tasks that can be enacted between sessions.  Toward that end, such inquiries encourage clients to identify occasions when the hypothesized solution has been happening just a little bit.  This notion of  “little bit” frees the client to focus on pieces of solutions that can become a basis for initial counseling tasks.  The therapist is most likely to elicit such examples when questions have a presuppositional quality.  Instead of asking, “Have you done anything like this recently?”, the counselor might instruct, “Tell me of a time when you have done a little of this recently”.  The presupposition is that a little piece of the hypothetical solution has been occurring already, cueing the client to scan for such occasions.   

Step Two: Assigning Taskstc \l2 "Step Two: Assigning Tasks
The preceding three steps, identifying presession changes, exceptions, and hypothetical changes, are ways of shifting problem talk to solution talk in counseling and defining practical, here-and-now goals.  Much of the actual work of SFBT, however, occurs between sessions, when the client attempts to make use of the solutions constructed in therapy.

Bridging the exploration of solutions in session and their enactment between sessions is the assignment of tasks.  Walter and Peller (1992) describe three kinds of therapeutic tasks arising from a solution-focus.  When exceptions are identified that are deliberate, the homework task typically takes the form of  “do more of it” (p. 64).  When the exceptions are spontaneous, the initial task may ask the client to figure out how the exception occurred by watching for it in the future.  Once this information is obtained, the spontaneous exception can become deliberate.  If the client develops a hypothetical solution, then the assigned task calls for the client to enact a small piece of this solution. In each case, the client is asked to make use of the solution-talk within sessions during the period of time between sessions.  The performance of these tasks then typically becomes the initial topic for the next session.

Option One: Do More of It - The most clear-cut tasks to assign as homework emerge when clients are already aware of steps they are taking to bring them closer to their goals.  This can occur either as the result of noticing a pre-session change or an exception to problem patterns.  When these have been the result of deliberate efforts to break old patterns, the therapist has some reassurance that the solution pattern is within the conscious control of the client and therefore is doable as a task. Many times, the specific task will take the form of extending actions already been taken:  “I notice that standing up for yourself worked very well in your work setting.  You let your supervisor know exactly what you were thinking and feeling in a cooperative, constructive way.  Perhaps that is something we could try with your co-workers as well and see what happens.”tc \l3 "Option One: Do More of It - The most clear-cut tasks to assign as homework emerge when clients are already aware of steps they are taking to bring them closer to their goals.  This can occur either as the result of noticing a pre-session change or an exception to problem patterns.  When these have been the result of deliberate efforts to break old patterns, the therapist has some reassurance that the solution pattern is within the conscious control of the client and therefore is doable as a task.  Many times, the specific task will take the form of extending actions already been taken:  I notice that standing up for yourself worked very well in your work setting.  You let your supervisor know exactly what you were thinking and feeling in a cooperative, constructive way.  Perhaps that is something we could try with your co-workers as well and see what happens.
Crucial to such “do more of it” task assignment is that clients recognize their solution patterns, that those patterns had favorable outcomes, and that the patterns are within their control.  Clients often feel that they have no control over their emotional responses, and thus feel helpless.  By highlighting that they do have control over actions that generate new feeling states, therapists help to instill a greater sense of internal control, which is then reinforced by the between-session tasks.

Option Two: Figure Out How to Do It - When an exception is spontaneous, clients may be puzzled as to how they were able to avoid their usual problem patterns.  A couple might notice that they felt close on a particular evening, but could be unable to verbalize what each person was doing differently on this occasion.  The initial task, then, would ask the couple to be on the lookout for future close occasions and note carefully the preceding actions and interactions.tc \l3 "Option Two: Figure Out How to Do It - When an exception is spontaneous, clients may be puzzled as to how they were able to avoid their usual problem patterns.  A couple might notice that they felt close on a particular evening, but could be unable to verbalize what each person was doing differently on this occasion.  The initial task, then, would ask the couple to be on the lookout for future close occasions and note carefully the preceding actions and interactions.
I have found journal writing or the use of the sine-wave chart to be a helpful tool for tasks involving the exploration of solution patterns.  Clients are asked to “take your emotional temperature” several times during the day and notice those occasions when they are feeling especially good.  Journal entries then include the actions and thoughts accompanying these good-feeling times, helping clients identify what they are doing constructively.  Once the positive action patterns can be singled out, they can form the basis for a subsequent “do more of it” task.

Option Three: Try a Small Piece of the Solution - In situations where the client has identified a hypothetical solution, there may be considerable doubt about its value.  There may also be doubt as to whether it can be enacted on demand.  To allay these concerns, the therapist may simply ask the client to enact a small part of the solution pattern and observe the results.  Generally this small part will be a solution element well within the client’s control.  In a recent session, a student imagined that she would not have an anxiety attack if she were with her friends and family members.  She lamented that all of these people lived far away and could not be with her.  We constructed a task where she could touch base with them through an online Instant Messenger service and by phone and achieve a little of the sense of interpersonal connection.  This helped her feel that she could be with supportive others at any time of day or week, contributing to a greater sense of security.tc \l3 "Option Three: Try a Small Piece of the Solution - In situations where the client has identified a hypothetical solution, there may be considerable doubt about its value.  There may also be doubt as to whether it can be enacted on demand.  To allay these concerns, the therapist may simply ask the client to enact a small part of the solution pattern and observe the results.  Generally this small part will be a solution element well within the clients control.  In a recent session, a student imagined that she would not have an anxiety attack if she was with her friends and family members.  She lamented that all of these people lived far away and could not be with her.  We constructed a task where she could touch base with them through an online Instant Messenger service and by phone and achieve a little of the sense of interpersonal connection.  This helped her feel that she could be with supportive others at any time of day or week, contributing to a greater sense of security.
It is important that such tasks be defined as clearly and specifically as possible, making use of the client’s language and drawing on the client’s experience.  For instance, if the client hypothesizes a solution where he might overcome anxiety by moderating his work expectations, the assigned task could be to identify an upcoming assignment and create reasonable expectations for working on this. Particular care should be taken to make the task doable; you would not require the client to create reasonable expectations for all upcoming work.  Many times I make the task “something I would like you to try during the week”.  In the following session, it might then be possible to contrast those occasions when the client attempted the solution and when they did not, to determine if this is indeed something worthy of further enactment.

If, in the next session, clients indicate that they were not successful in implementing any of these tasks, a scaling question is often quite useful.  Many times, clients will expect perfection at the outset and report failure when in fact they have successfully performed much of the defined task.  The scaling question might then ask, “On a scale of 1 to 10, where 1 is totally unreasonable expectations and 10 is totally reasonable ones, how would you rate those times when you tried to do something different?  How would you rate those times when you continued to do things the old way?”  If a scaling difference is reported, the subsequent conversation can explore what, specifically, occurred that made the little bit of difference and how this might be extended.

On the other hand, if clients report that they implemented the task as discussed in the prior session, but found no results, it is generally useful to reassure them that change does not typically happen all at once or right away.  As Walter and Peller (1992) note, however, many times a change may have occurred without the client’s recognition.  For instance, the client might indicate that his anxiety was still very high immediately prior to taking the test, but, using the scaling question, might reveal that there were periods during the studying when anxiety was markedly reduced.  The follow-up inquiry can then focus on “What might you be doing during your studying that we can bring into the exam room?”  One client in this very situation sheepishly admitted to me that he studied at home with his Bible open, because it gave him inspiration and strength.  He knew that I did not share his religion and was concerned that I might look down upon this employment of his faith.

Interestingly, I noticed that, as he was talking to me about the use of his Bible, he actually seemed to become more relaxed in our interaction.  Once it was clear that I did not challenge his faith, he opened up considerably about his beliefs and the ways in which these reassured him.  I then asked him to rate his comfort level in the session with me and, indeed, he acknowledged feeling much less anxiety than at the start of our session.  This, then, became the basis for our solution-task, as he decided to see if bringing his Bible to class and risking the reactions of classmates could yield similar relief.  To his surprise, two classmates actually sought him out when they noticed his Bible and together they formed an extracurricular group on campus.  Armed with his faith during exams, his anxiety dropped noticeably.

  This student’s therapy illustrates how solutions can be constructed from a variety of sources, including positive interactions with the therapist.  While SFBT does not typically feature an examination of interactions between clients and therapists in the manner of short-term psychodynamic work, occasions when the client attempts to do something different in the helping relationship can form the basis for helpful solutions.  Indeed, it is possible to reframe much of such psychodynamic work in solution-focused terms, as clients break their problem patterns by enacting adaptive solutions in the helping relationship and then generalizing these to other interpersonal contexts.

Step Three: Providing Feedbacktc \l2 "Step Three: Providing Feedback
Walter and Peller use the term “cheerleading” to capture the positive support and encouragement provided by therapists when clients move closer to their goals by enacting solutions. Such feedback might occur early in a session, as in “You’re looking and sounding much more lively than last week; what were you doing this past week that was different from before?”, or could be a response to a client’s reported progress.  Many times such feedback acknowledges that a client has not completely attained a goal—“You’ve made an excellent start”—building momentum for tackling further progress.

Some of the feedback is more of the reassuring variety, especially when client progress has been modest.  Finding small steps of progress, even amidst general discouragement, can anchor efforts to extend these into larger strides.  When clients come to a session with renewed problem talk, perhaps out of discouragement over a setback, the feedback is both reassuring and sympathetic.  Walter and Peller (1992) emphasize the importance of normalizing setbacks, letting clients know that success is not a simple, linear path.  The focus on solutions should in no way interfere with basic empathy for the discouragements that clients may experience.  Even when problems are overwhelming, it is generally possible to ask clients what they are doing to stay sane in the situation and elicit positive coping efforts.  The tenacity with which the therapist remains grounded in assets and strengths often becomes contagious, allowing clients to define solutions even in the most trying circumstances.

With this feedback, clients can often enact solutions on their own, reducing the need for weekly sessions.  I rarely if ever talk in terms of “termination”, preferring instead to transition meetings to an “as needed” basis.  It is not unusual for individuals to make steady progress, only later to face a situation that elicits the old problem-based modes.  Single “booster” sessions are often helpful in such circumstances.  Such intermittent intervention allows therapy to be an ongoing developmental resource for clients, rather than a one-time treatment.

SFBT Vignette #2:  Marytc \l1 "SFBT Vignette #2:  Mary
As a further illustration of SFBT, I decided to present my work with Mary
, a medical student who came to our first session complaining of an “out of control” problem with her eating.  Mary was in the third year of her medical curriculum and had just begun her clinical work.  By all accounts, she was a motivated, talented student who interacted well with patients and whose fund of knowledge exceeded expectations.  Mary was also attractive and personable and had many friends on campus.  To an outside observer, Mary led a charmed life.

This, however, was not Mary’s experience of herself.  She reported occasional bulimic episodes since her early years in college.  During these periods, she criticized herself unmercifully, generally focusing on her body and her weight.  She spent many hours in front of a mirror in this self-critical mode, scanning herself for imperfections and convincing herself that she was ugly and grotesque.  Her greatest fear was that she would never be able to maintain a romantic relationship with a man.

In a desperate attempt to control her weight and improve her body image, Mary would withhold food for an extended time, eating only enough to avoid passing out.  As her self-criticism and depressed mood deepened, however, she found herself voraciously turning to food for relief and gratification.  These bingeing episodes left her feeling profoundly guilty, triggering further self-criticism. 

 In the days prior to contacting me, Mary had spent an unusually large amount of time in front of the mirror.  Her binge eating had returned, disrupting her efforts at studying.  She presented herself as a woman out of control, completely disgusted with herself.  She did acknowledge, however, that she was able to refrain from purging the food, as she found that repulsive. 

Information that I gathered in the initial session suggested that Mary did not meet formal diagnostic criteria for an eating disorder and was not experiencing a diagnosable mood disorder.  This raised my confidence that a brief solution-focused therapy might be appropriate.  I searched for presession change during our first meeting by asking Mary to identify any occasions since setting up the appointment with me in which she felt more “in control”.  Mary readily responded that she felt good about herself when she was working with patients.  She knew that she was effective with other people, and she had already developed confidence in understanding her patients’ medical conditions. As Mary talked of her clinical experiences, her mood brightened noticeably and she became more animated in her speech.

“Suppose I were a fly on the wall of your apartment,” I suggested to Mary. “What would I observe if you were on your way toward feeling in control, the way you do in medicine?”  

“I guess I would like myself better,” she responded hesitantly.

I needed her to be more specific.  “And how would I know that you were feeling better about yourself?  What would I be seeing if I were that fly on the wall?”

“I wouldn’t be so hard on myself,” Mary offered.  

“And instead of being hard on yourself, you would be doing what?  What would I observe?”

“I would just be eating normally,” Mary said with feeling.  “I would just eat when I was hungry without giving myself a big guilt trip about it.”

“OK,” I followed, “Looking over the last few weeks, how would you rate your eating?  If you imagine a 10 point scale, where ‘1’ represents being completely in control of your eating and ‘10’ means having no control ever, where would you stand?”

“Maybe an eight,” Mary explained.  “It’s been really bad lately.  The only OK times were after I had a great day on the floors.”

This struck my interest.  “And what happened on those great days in the hospital that made the eating better than usual?”

“I don’t know,” Mary responded.  “The time I’m thinking about, the patient called for me before being discharged and told me how much I helped her and what a great doctor I’ll become.  I felt great.  Afterward I went home and ate some leftover food and then realized that I hadn’t even made a big deal about the eating.  I didn’t even think about it.”

“So when you felt like Dr. Mary,” I offered, “you didn’t beat up on yourself.  You could value yourself for who you are, what you do, and what you know.  When you come home and you’re just plain Mary, it’s been a lot harder to hold onto those good feelings.”

Mary agreed.  “After a big test, I never have any problem eating.  Usually I feel good about being done with the test and I’m just happy to go out with friends and enjoy myself.”

“These are your medical school friends?” I inquired.  Mary nodded.  “And you eat well when you go out with them?”

Mary laughed.  “Too well!  The last clerkship was really hard and we went out for pizza afterward.  It was disgusting.”

“But you didn’t feel guilty?” I asked.

“A little bit the next day, maybe,” she responded.  “But we had fun after the test.”

“Hmmm…it sounds as though Dr. Mary knows how to eat pretty well!”  

Mary laughed again.  “That’s funny.  We had a couple of lunches sponsored by the drug reps and I ate plenty.”  By this time her tone was quite lively and animated, much as I assumed it was during her working day.

“What specialty are you thinking of entering?” I suddenly asked.

Mary’s response was swift.  “Peds.  I love working with kids.  It’s what I’ve always wanted to do.”

“I have a feeling you’d be good with kids,” I offered.  “They respond so well to nurturing, someone who cares about them.  It’s very scary for children in a doctor’s office and especially in the hospital, all those strange people, not knowing what’s wrong with them, or if it will ever get better.  They feel so helpless; they don’t have control over anything happening to them.  A good doctor who can be reassuring and fun and caring can make all the difference in the world.”

Mary seemed attentive.

“Do you think you’d be open to trying a little experiment with me?” I asked.

“Sure,” Mary replied.  She seemed much calmer than at the outset of our meeting.

I asked Mary to close her eyes and focus her thoughts on her deep and slow breathing.  I suggested that she imagine that she had a little girl assigned to her as a patient.  The little girl’s name was Mary.  This little girl was very scared and nervous and didn’t want to eat anything.  But she needed to eat to stay healthy.  “Can you see little Mary in your mind’s eye?” I asked.  “Can you image yourself helping her, reaching out to her?”

Mary seemed deep in reverie.  “What are you imagining?” I asked.

“She’s in bed and almost all the way under the covers,” Mary replied.  “She seems so small.”

“And what are you doing with little Mary?” I asked.

“I’m sitting at the side of her bed looking down at her.  I want to help her.  I’m holding her hand with one hand and giving her a little food with the other.”

“And what are you saying to little Mary?” 

Mary’s voice cracked.  “It’s OK, it’s OK,” she whispered.  “I love you.  It’ll be OK.”

For a few moments, Mary was silent, a few tears welling in her eyes.  When she looked at me directly, I complimented her sensitivity.  “It sounds as though you’ll be very good to your patients.  You really make them feel secure.”  Mary agreed.  “Do you think you can be your own patient now?  Do you think you could take care of the adult Mary the way you imagined taking care of the little child?”

“How do you mean?” Mary asked quizzically.

“When you come home at the end of each day, I want you to keep your white coat on.  Make sure you have your stethoscope with you and all your pens and books.  I want you to stay as Dr. Mary when you get home, because you have a patient to take care of at your house.  Her name is Mary, and she’s been having a hard time feeling good about herself.  She takes it out on her body, and she takes it out on her eating.  Your job, first thing in the morning when you put on your white coat and when you get home from your clinical rotation, is to feed Mary and take care of her.  I don’t want you thinking about eating.  I want you to think about taking care of your patient Mary and offering her some food and support.”

The idea intrigued Mary and she agreed to give it a try.  The following week, she reported no episodes of binge eating.  The exercise came to her with some difficulty at first, but became easier when she imaged herself as a little child prior to sitting down for a meal.  Interestingly, based on one of her imagery sessions, she was able to recall a lullaby her mother had sang to her when she was young.  Playing that lullaby in her head, she found, was helpful in her assigned task of taking care of “patient Mary”.  She found that being in the role of a nurturing physician caring for a child in pain was easier for her than taking care of an adult.  Thinking of herself as a vulnerable child enabled her to mobilize her physician-self and the caring responses associated with that role.  

In subsequent weeks, she reported that eating in a healthy way still required some forethought, but that it was coming more naturally.  A major step of progress came when she was criticized during a clinical rotation and returned home feeling miserable.  She caught herself starting to examine herself in the mirror, but instead kept her white coat on and decided to take care of her patient Mary by offering a small snack.  Afterward, she felt no lingering guilt, reinforcing a new sense of control.

Shortly after this episode, Mary began a dating relationship—the first in over a year—and reported feeling much better about herself.  I emphasized to Mary that I had not taught her to do anything new.  She had always been a good, caring person, a capable physician, and a girl who had been well nurtured as a child.  I simply helped her apply those talents and experiences to herself.

Discussion
Readers will recognize many elements of SFBT in the above example, including the search for presession change, the use of the miracle and scaling questions, and the emphasis on exceptions to the problem pattern.  From the outset, the goal of the therapy was not to explore the historical and contemporary roots of her eating complaints.  To be sure, we did not refer to an “eating disorder” or “eating problems” at all.  Rather, I borrowed her phrase of being “in control” as an anchor for her positive goals.  We did not explore her negative feeling about herself, either in their personal or sociological contexts.  Rather, we structured the conversation in a way that identified and reinforced her strengths as a physician-to-be.

A key nonverbal element in Mary’s therapy was the shift in her tone of voice from the very start of our session—when she was problem-focused—to the portion of the session where she described her work as a medical student and her love of pediatrics.  My working hypothesis was that this brightened tone reflected a greater sense of perceived control and an enhanced experience of self.  The key, then, was to mobilize this “doctor-self” in the context of eating.  If food could be made like a medication—something to be administered by a caring physician—eating would now fit into her strengths.  Reframing eating as a clinical activity allowed her to take a solution from her training and “do more of it” in her personal life.  Ultimately, it was her solid sense of herself as a student-physician and her willingness to enact the solution on a daily basis that allowed for the relatively rapid change.

Readers will recognize elements from other approaches to therapy in the example, as well.  My work owes more than a little inspiration to the strategic therapists, who emphasize minimal interventions to interrupt problem patterns, and to such practitioners as Erickson and Lankton, who utilize imagery and shifts in client experiencing to anchor new behavior patterns.  Such elements may strike the reader as lying outside the purview of SFBT proper, but I think not.  In an insightful observation, de Shazer (1988) notes that many of his solution-focused interventions with clients are paced in an Ericksonian manner, and even elicit trance-like responses (p. 139).  Such shifts of state appear to be powerful tools in helping clients shift from problem to solution talk. 


In wrapping up, I would like to congratulate you on your desire to move toward your goals as a brief therapist.  You have taken an excellent step by exposing yourself to a variety of short-term approaches.  Between now and when we should run into each other again, I would like to suggest a little task.  Rather than view SFBT as a completely separate and unique therapy, try looking at all therapies and identify the ways in which they introduce and reinforce solutions: departures from old, problem patterns.  Figure out how you are solution-focused in your best moments as a therapist, in your own unique way.  Once you discover how you are best at cultivating change, try doing more of that in your upcoming sessions.  Let’s see if your clients are more likely to find their solutions once you have targeted your own.  
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� The names and identifying details in this case summary have been altered to protect confidentiality and anonymity.  Dialogue was reproduced from notes taken during the sessions.  All specific interventions were as depicted, minus the identifying details.





