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SOLUTION-FOCUSED BRIEF THERAPY:
III. Beyond the first few sessions — Ideas for ‘stuck’ cases
and case closuref

Andrew Turnell * and Larry Hopwood**

olution-Focused Brief Therapy has become
éry-popular in the brief and family therapy
~field and the various guestions and assump-
ions of this approach are well known. What is
ess documented is how to draw together the
“vdrious techniques into a framework for use in
the therapy session. This article builds on the
- preceding papers (Turnell & Hopwood, 1994a
- and 1994b) — which offered an outline for
" using the solution-focused model — by provid-
ing practical suggestions for applying solu-
- tion-focused principles in cases that appear
not to be proceeding smoothly, and considers
how to terminate solution-focused therapy
cases.

Establishing what the client wants is the defin-
ing motif of Solution-Focused Brief Therapy
for us (see Turnell and Hopwood 1994a & b).
When we find curselves stuck with a case or
when we consider the timing of case closure,
 the reference point of what the client wants is,
in our opinion, essential to the successful
completion of therapy.

When the client reports things are the same or
“worse in the second session, we do not consid-
er that problematic (Turnell and Hopwood,
1994b). If, however, the client has returned for
the third session and still describes things to

be the same or worse, we consider that we
(the therapists) need to do something differ-
ent. Looking in part at brief therapy practice,
Holsgrove (1989) found that where clients
returned for the fourth session, 95% reported
improvement in family relationships. This
suggests to us that clients are unlikely to
return for a fourth session if they are not expe-
riencing change. Further, this corresponds to
our clinical experience that if we continue to
act in the same manner in the third session and
beyond by asking the same sorts of questions,
we are unlikely to be helpful and the client
will probably not return. In this article we will
address some of the things we do differently
when our clients are reporting no improve-
ment.

Sometimes therapists get stuck even after
progress has been demonstrated. At these
times the therapist can often wonder, “How
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will I ever finish with these people?” There-
fore, we will also address what to do when
there’s been progress but it’s not enough for
clients, or perhaps the therapist, to feel com-
fortable in terminating therapy.

The case of the young man who just
wants to be recognized for what he
does

A young man was brought to therapy by his
mother following suspension from high school
for fighting. He had been in similar trouble
previously and had not been doing well acade-
mically. His mother also had complaints about
his lack of respect for her. The first session
was conducted in typical fashion (Turnell and
Hopwood, 1994a). After allowing the mother
and her son to describe their view of the prob-
lem, each responded to the miracle guestion
with answers indicating that the young man
would be doing better in school and minding
his mother at home. However, the therapist!
had a sense that the young man was just giv-
ing answers that he thought his mother wanted
to hear. Since neither the mother nor the
young man showed a willingness to work to
solve the problems (she thought it was his
problem and he thought the school had the
problem), a simple observation task was
given. This assumption was confirmed when
the mother mentioned on exiting that she
would not be accompanying her son to the
next session,

At the second session, the young man couldn’t
think of anything that was better for him. He
spent most of the session complaining about
how the school wasn’t willing to listen to his
ideas. In anticipation of the third session being
more of the same, his mother was called and
told that her presence was important at the
third session. Changing the participants is one
of the doing something different options that

1. Larry Hopwood
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can be employed when there is no progress.

In the third session, neither the young man nor
his mother could think of anything that was:
better. After the standard list of options failed
(the best day of the week? the best part of the
day?, etc.), the therapist employed another
option often used when stuck: “shut up and
listen”. In the midst of all the complaints, sev-
eral pieces of information popped out: the
young man had not gotten into any trouble at -
school since the last session, nor any trouble
at home. Something was not adding up; they
should have been saying things were better.
However, since the young man had seen little
of his mother due to her work schedule, she
discounted the lack of problems at home. The
young man discounted the absence of prob-
lems at school since he felt that he wasn’t
doing anything different and thought the
school wasn’t hassling him because they knew
he was in therapy. It became evident to the
therapist that he didn’t really know what the
young man wanied. The following is part of
the conversation that led to some new ideas
about the client’s goals.

Therapist: You're not doing anything differ-
ent?

Young man: Yeh, I changed the way I act a lit-
tle but not much.

Therapist: How much is a little?

Young man: All depends on how you see it?

Therapist: What do you think the school is
going to say they noticed?

Young man: I don’t know what they’re going

to say. They’ll probably tell you

that he’s not even there or some-
thing different. I don’t know.

That’s how unpredictable that

school is.

So it's like you’re not even there:

no news is good news?

‘Young man: They only notice you when you
do bad stuff, They don’t ever
compliment you omn your
achievements unless you get a

Therapist:
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4.0 or save the old lady

Therapist: What does that mean?

Young man: Just do a really good deed and
everybody notices.

Therapist: So they don’t notice the small
things,

Young man: Yeh.

Therapist: I think you're right there. What

do you think it will take for them
to notice.
Young man: If you're a bad kid and shape up,
you should get recognition for
that. If you’re a regular kid,
that’s just normal for that person.
If you get into trouble and start
shaping up, you should get
recognition.
Are you telling me that you're
trying to keep things under con-
trol and the school’s not notic-
ing. Is there a time they do
notice?
Young man: No.

Therapist:

At this point, things were much clearer for the
therapist. It seemed what this young man
wanted was not so much doing better in
school but rather recognition for his efforts.
The next step was to determine his willingness
to work toward his goal.

Therapist: How can we get this to change?

Young man: Maybe if I had some help.

Therapist: Would you be willing to try
something?

Young man: It all depends but then you
wouldn’t.tell me. All right I"11

try it.

With the client’s goal identified it was not sur-
prising that he was more willing to do some-
thing. Since his goal was for the teachers to
notice, the therapist and he agreed that each
school day he would flip a coin. If heads came
up he would act as he normally did, while tails
would see him work extra hard in school that
day. More importantly, the therapist agreed to
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contact the school and have the teachers
notice anything that was better, Interestingly,
during the first week the teachers failed to
notice anything better, excepting one teacher
who thought the young man was quieter one
morning. The young man missed his next
appointment. He was called and told that one
teacher noticed something different. Both the
young man and his teachers agreed to try it
again. The next week almost every teacher
reported the young man doing better.

The idea of “doing something different” is an
old one in the brief therapy tradition (for
example see Weakland et al, 1974 and Fisch et
al, 1983). The actual decision and willingness
to try something different applies to the thera-
pist as well as the client. What we have out-
lined in the two previous articles works the
majority of the time (as measured by client’s
scaling progress), but if what we are doing is
not working, it seems important to try some-
thing different.

We often think of the things we can do differ-
ently in terms of who, what, when and where,
Who is involved in therapy is obviously cen-
tral to how it proceeds, so if we are stuck it
may mean inviting in another person: maybe
the father, the grandmother or perhaps a pro-
fessional involved with the case. Or, it may
mean dividing the family and seeing the par-
ent and child or the couple individually. We
might also involve another therapist either in
the room or behind the mirror or invite that
person to review a videotape of an earlier ses-
sion,

When clients are seen can be an important
consideration. People with some types of
problems are better seen in the morning; oth-
ers in the afternoon. Children who act out over
the weekend might be seen on Wednesdays
rather than Mondays. We are not trying to
trick them into thinking that things are better
but rather creating a chance to focus on some
small change: the improvement from Monday
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to Wednesday as a start. In general, we will
see clients weekly until changes are noticed;
however, sometimes it is better to make a
longer gap between sessions to create a
greater sense of leaving the client to their own
devices. Often, it is also important to see
clients fairly shortly after changes commence,
since in talking about these changes with the
client they become more meaningful and are
more likely to be repeatable.

It is sometimes important for the therapist to
be flexible with where therapy takes place.
This may be as simple as changing the room
where clients are seen. For example, a room
with less stimulation might be beneficial for
an active child or a room with more for a
depressed person. Even changing where peo-
ple (including the therapist) sit within a room
can be a catalyst (and metaphor) for further
change. The authors both have considerable
experience of doing therapy on the “home
turf” of the client whether this be visiting the
home, a homeless shelter, a neighbourhood
house or local cafe or meeting the person on
the streets. This is often of considerable bene-
fit to bringing about change (for example see
Berg and Hopwood, 1992).

Changing the what can be the realisation that
solution focused therapy isn’t the answer for
everything or everybody. Maybe another
approach such as strategic therapy or art thera-
py or any number of other possibilities is
more appropriate. Perhaps medication or resi-
dential treatment should be considered. Often
the best approach is to listen to the client, in
an attempt to understand what the client really
wants and to understand how and what the
client really wants to talk about. Although we
usually commence second and subsequent ses-
sions looking for improvement it is important
10 also realise that the therapist is not trying to
convince the client that things are better. (The
focus on improvement simply reflects the pur-
pose of therapy as we see it.) This realisation
allows the therapist to agree with the client
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and acknowledge the gravity of their situation
and to be flexible enough to think of doing
something different,

Ideas for cases that seem to drag on
forever

John Weakland (1989) has suggested that “life
is one damn thing after the other, a problem
(on the other hand) “is the same damn thing,
over and over”. The therapist? in the case we
will consider below had the feeling that the
therapy was bogged down in life’s “one damn
thing after the other”. He had lost track of
what the clients wanted, what the problem
was, as well as what any solutions might be.
In discussions with the other team members>
it was decided that the therapist needed to do
something different. This case provides fertile
ground in considering both how to close a
case and also what to do when the therapist
feels stuck.

The case concerns a married couple, Mary and
Paulus. Paulus began to have panic attacks
nines years previously. During the nine year
period Paulus had given up regular employ-
ment, and had sought treatment from numer-
ous health professionals. This treatment gave
Mary and Paulus a name and diagnosis for the
problem. The sense that Paulus was suffering
from “a real problem” namely agoraphobia
helped the couple to cope. However, Paulus’s
problems associated with the panic attacks got
increasingly worse. By the time he had come
to therapy Paulus would not go out of the
house unless he was in the company of Mary
or one of his children.

Although the therapist felt there had been
some progress over the period of therapy -
(eleven sessions over the course of six

2. Andrew Turnell.

3. The team comprised Michelle Wilson, Steve
Edwards, Helen Turbott and Larry Hopwood. 3
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months), he increasingly found himself feel-
ing bogged down in discussions of day to day
problems in their lives, things such as the
cleaning of the house, the care of the children,
the tidying the yard and so on. In other words,
the therapist experienced the therapy as stuck.
Larry Hopwood, who had observed the previ-
ous session, made the suggestion that some-
thing different be done right from the onset of
the next session and proposed that the therapy
begin in this way:
Therapist: I was thinking about where we
were up to and I thought we
might start with a question to get
an overall sense of things. Um,
using a scaling question, if zero
is when we started out together.
The first time we saw you, you
mean.
Yeah, yeah and,
To now?
And ten is when you feel like we
don’t need to get together again,
Uh huh,
Where would you say you are
now?
Um, I think a pretty good, good
eight, seven or eight or some-
thing sounds right.
Really?
I was saying to Mary that ah I
suppose with Christmas and
stuff coming up we probably
wouldn’t get together much
more but maybe if we could sort
of you know sort of know that
we could come back early next
year or something if we had to.
It might be a good thing you
know just to sort of, have it on
standby. That is what I think
anyway. 1 feel that you know
that I definitely got something
out of it.
‘What is it now that is giving you
the confidence that it is time to

Paulus:
Therapist:
Paulus:
Therapist:

Paulus:
Therapist:

Paulus:

Therapist:
Paulus:

Therapist:
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call it quits at least for the
moment?

Well I think we have sort of been
able to figure a few things out,
you know. I think sort of Mary
knows where she is at more now
than before. We're obviously not
all through it you know having
got the things we’ve got, but it
surely helped. And for you
(looking at Mary)?

‘Where would you...?

Mm, Yeah I, probably about
seven um, !

Yeah seven or eight that sort of
thing.

You know there are some things
haven’t changed and who knows
maybe they never will. Um, but I
don’t know that you can do that
much more for us in our current
situation, Um, and some of that T
suppose is just whether we want
to make a decision to change in
some ways or whether we don’t
and maybe it’s not really possi-
ble for some of that to be
changed to a great extent and
maybe it is just a question of
acceptance. So, um in some
ways we haven’t moved that
much further along but in other
ways we have probably learnt
how to, I suppose come to
accept a few things that little bit
more readily. But there will
always be those frustrations and
always be those months where it
will blow up and I'll probably
always think ‘oh gosh youn know
things shouldn't be like this I
wish they weren'’t like this’ but I
guess they are and I guess it is
the same for Paulus too.

What would you need to see that
would tell you um, because you
said it was either like deciding to

Paulus:

Therapist:
Mary:

Paulus:

Mary:

Therapist:
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change things or just accept
things more, at what point would
you decide this?

Well, probably the hardest deci-
sion for me is probably one of
the hardest decisions of my life
apart from marrying Paulus is
really probably to sell the house

With his last question the therapist has taken
the conversation back into more of the same
that wasn’t working, The therapist has direct-
ed the dialogue back into the particularities
and problems of Mary and Paulus’s day to day
life, The therapist certainly has no idea if the
clients want his assistance in this matter and
has been unable to successfully amplify the
improvements with the clients. Interestingly,
at this point of the therapy it seems the
improvement was more meaningful for the
client than the therapist, Following this ques-
tion the therapist talked to this couple for
more than 15 minutes, principally about the
issue of whether to sell the house. During this
time, as with the previous few sessions, he
experienced the discussion as becoming
increasingly bogged down. Finally, the team
could stand it no more and rang in suggesting
-the therapist return to the original question.
The therapist was ready to refocus on building
the improvement dialogue and followed the
suggestion:
Therapist: Can I bring you back to that orig-
inal question that I asked. In
terms of you saying since we’ve
been getting together it has gone
from a zero to a seven. What
other things make you say that
you’ve got to that point now?

Actually, probably the way Mary
said it was better. We sort of you
know we see something now,
like before we you know we
would chuck a fit over it. I mean
it’s there, what can you do about

Paulus:
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it? You know you can’t do much
about it, so you just got to, just
about accept it and walk around
it the best way you can you
know. Yeah I think that, that’s
the way.
And how have you seen yourself
accepting and working around
things?
1 think, now if something is, you
know something comes up
before where I would sort of you
know throw a fit and take it out
on Mary, [now] I probably think
well half of this is my fault you
know. It’s because the way
things are so you know I really
try to sort of settle down. Maybe
not as much as I should but it is
obviously less ...
So what’s made the difference for
you to be able to have that sense
of acceptance and be able to
work ‘round things?
Well I think Mary’s sort of um
maybe been able to see how
involved this phobia thing is you
know, ... so it doesn’t hype me
up about her not seeing how bad
it is or whatever. You know I
mean she understands more
about it now so it makes things
less what’s the word, frustrating
for me you know. It’s just all
those little things you know,
Because she understands you?
Yeah yeah, I think that’s what it
is you know, In the last year
she’s sort of understood a lot
more and maybe not living with
it had to accept the way things
are a bit more.
Mary: 1 think some of that hasn't always
been so much that I understand
so much more but the fact that I,
that he knows that I understand
it more. Whereas before you

Therapist:

Paulus:

Therapist:

Paulus:

Therapist:
Paulus:
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Therapist:

Mary:

Therapist:

Mary:

Therapist:

Mary:

Therapist:

Paulus:

know I sort of probably men-
tioned in the past I didn’t want to
bring too much attention to it
hoping that he might be sort of
side tracked sufficiently to think
he’d get through. Obviously that
wasn’t working ...

Have there been other differences
that bring it up to a seven for
you? ...

Um, I think I have just stopped
expecting that things are going
to change as far as the agorapho-
bia at least for the time being ...
I guess I have just sort of accept-
ed that it’s him having this and
he's at home. The other thing is
that so many more people in the
family and friends are now
aware of it and now most of
them know what agoraphobia is
or you know at least it rings a
bell in their head when I am
speaking of Paulus.

And that makes a difference?
Yeah because most of them for
ages you know you sort of sat
down and started explaining
what was going on and you
know two months after they
would sort of say ‘Oh, Paulus
stifl hasn’t got a job’ and the rest
of it had gone over their heads
completely and they had forgot-
ten or I guess 1 hadn’t explained
in detail whatever. So people
being more aware, that’s family
and friends actually realising
that there is a problem there.
How would you say you created
that understanding?

I suppose just by talking about it
and being open with everybody

Has that made a difference for
you Paulus?
Yeah, same sort of line you know.

Mary:

Therapist:

Pauius:

Mary:
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People sort of know about it
more. So I don’t sort of feel as
bad you know. Not that I did
before anyway. I mean if I'm
sick, I don’t really give a shit
about what people think
mate...you know. I mean,
they’re not the one with the
stuff. But I think it makes it easi-
er for, for you know... (Mary
comes in).

I think it makes it easier once
there’s a name to it, people
realise once something’s got a
name “Oh!”, you know, if you
just vaguely just start talking
about the problem then it doesn’t
really mean anything, but with a
name, people tend to,

Was there anything else that has
brought you up to that seven-
eight Paulus?

No, no I think in general that’s
what T want to see, Mary sort of
learnt a lot more about it and
knows where we’re at. Sort of
tries her best to cope with things
the way they are and ... (Mary
comes in).

And T think, what about Doctor
Jones? I would have said the
Doctor that has sort of, we've
been more familiar with recently.
He accepts it fairly readily that
Paulus’s got a problem and he
sort of has said “Look, if you've
had it for this long, you're virtu-
ally likely to have it for the rest
of your life and don’t go placing
too many more expectations on
yourself and that way you just
sort of make it over it.” And it’s
sort of nice to hear a profession-
al person say that instead of try-
ing to keep passing it off and
“Oh yes, you'll get over it,
you’ll get over it, you’ll get over
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it.” Um, because that’s made it
hard for me too, because I hear a
professional person saying that
and, (Paulus comes in).
I think Mary needed to hear that
more than me actually you
know.
Mary: Yeah, yeah, maybe I did.
Paulus: Because she’s already been told
that you know, I'll get over this.
So she expected it from me and
you know, I know damn well
that you know, I might but it’s
very very unlikely. It’s very hard
to get over. So I knew sort of
roughly where I was but Mary
was always expecting me to get
over it. But she'd been told that
you know, she’d just about been
programmed that I'd get over
this thing. This new doctor, he
said, You know, you've had this
shit for nine years”; he said
“You’re gonna go grey with it,
mate.” You know? I said, “Yeah,
but hopefully not”. He said,
“well you can always hope about
first division (a form of lotiery)
too” ...
(To Mary) So what have you
noticed different about Paulus as
his acceptance has become more
part of (Mary comes in).
Mary: He's nowhere near as aggressive
as he used to be, nowhere near,
Therapist: What happens instead?
Mary: Well sometimes I can see his dis-
like for a situation, he’ll pull a
face you know or he might make
some little sarcastic comment,
‘but that tends to be it more now.
You say-things are a seven, a
seven, eight. I guess the other
-‘question is, what what ahh,
~needs to happen so you can keep
‘this going?
“Mary:®  I'suppose I just have to accept

Paulus:

Therapist:

Therapist:
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that he’s, his agoraphobia and
the situation there and, um, I
don’t know. Just accept that and
to try not to get too frustrated
with um, wishing things were
different um, which on the
whole, I think I've been fairly
good about.

Where’s your confidence from

zero to ten that you can keep this
going?

Ah, six. Though I must admit

there are moments where I think
“Oh gosh, I don’t know if I can
carry on living like this.” But ...

So what would need to happen

for you could have a little more
confidence?

Mary: I don’t know. I suppose if he
leaves me just to those few little
things that I kmow I have to do,
to stay sane, to stay in control of
what I know I can control as best
I can (Mary is talking here of
taking control of the budgeting
discussed earlier in the session)

Therapist:

Mary:

Therapist:

What about you Paulus, what do
think needs to happen so you can
keep this going?

I think, just the way it’s been
going I suppose, you know.
Mary’s sort of understanding it
and being able to accept it, and
whatever. Just in general, that,
you know ...

So with all of this and with the
situation that you’'re in, where’s
your confidence that you can
keep this going?

At times good, at times bad, you
know.

Therapist:

Paulus:

Therapist:

Paulus:

This transcript shows that the therapist’s own
thinking can create a sense of stuckness in a
case. As well as feeling bogged down by the
discussion of the day to day particularities of
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the clients’ lives, the therapist had also
become stuck with the idea that “I have to do
something about this agoraphobia”. This
thinking on the part of the therapist under-
mined a central tenant of Solution-Focused
Brief Therapy that “the client’s goals and
solutions were more important than the prob-
lems the client depicted” .(de Shazer 1991
p57).

This case also demonstrates a useful distinc-
tion between overall progress in the client’s
life and progress during the course of therapy.
In the first few sessions we ask scaling ques-
tions relating to overall progress since these
allow us to focus on any small progress clients
have made before they commenced therapy.
That is, their situation at the time of the first
session is not usually the worst it has ever
been. The client’s rating of overall progress
often increases rapidly during the first few
sessions but then the rate of increase slows.
So, when clients start therapy with an overall
progress scaling of (say) 4 and advance to 6,
there is not much room to measure change
between those two numbers. The small
numerical difference may not assist us in mak-
ing the changes as meaningful as they could
otherwise be. For this reason we often find it
useful to change the nature of the progress
scaling to reflect progress during therapy
since it is more sensitive to change. It not only
more clearly delineates progress during thera-
py it also implies an end point for therapy’s
usefulness.

The transcript presented above presents a
moving story of a couple finding their own
solutions to a difficult and prolonged problem.
Although the therapist had assisted the clients
in discovering their own unique solutions, by
this final session of therapy the therapist need-
ed to ‘catch up’ with what the clients had
achieved. The “progress during therapy scale”
allowed the therapist to realise the extent and
significance of the changes the clients had
made.
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Bringing cases to a close

Walter and Peller (1992 p40), suggest that the
brief therapist should approach each session
as if it were the last. Solution-Focused Brief
Therapy has also always operated on the
maxim that therapy finishes when the client,
by their own criteria, reports sufficient
improvement. This presumes that the possibil-
ity of termination is in the therapist’s mind
and would also suggest the subject should fre-
quently be under discussion in the therapy. In
the case just considered, the therapist had lost
sight of the possibility of the:next session as
the last. Fortunately the team had not, there-
fore suggesting the use of the “progress during
therapy scale”, that postulates “10™ as termi-
nation of therapy. As Paulus indicated at the
beginning of the session, he and Mary had
also not forgotten about the possibility of ter-
mination and as long as the option of return
was available, they were ready to call at least
a temporary close to therapy. This session was
all about the clients and therapist amplifying
the improvement to demonstrate to each other
that termination was appropriate.

‘We would recommend therefore that when the
therapy seems to be bogged down it is impor-
tant to reconsider what the clients want and
how far the clients have progressed toward
their goals during therapy. While the
“progress during therapy scale” is one ques-
tion that does this, there are many other ways
of achieving the same end. It is certainly our
view that it is important for the therapist to
keep track of progress in each session. Most
commonly we do this using scaling questions,
In response to a scaling question there is no
magic number that indicates the client’s readi-
ness to terminate, Some clients are ready to
terminate at a 4 (we are sometimes surprised
how little is enough for a client to say they’ve
achieved what they want. For a case example
of this see Hopwood and de Shazer, 1994);
others at 2 9. But there are some fdctors that
seem to be important. Usually most clients
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need to see a differential of at least two num-
bers and clients who have achieved at least a 6
on the progress scale report greater satisfac-
tion on a 6 month follow up (De Jong and
Hopwood, unpublished).

To call an end to therapy, clients not only need
10 experience progress but usually also need to
have confidence that they can continue the
progress. Hence we begin to scale confidence
once progress is reported (see Turnell and
Hopwood 1994b for further consideration of
this). Generally, the confidence scaling lags
behind the progress rating and clients need to
experience progress over a period of time
before they become more confident. This is
well demonstrated in the case we have just
considered. Paulus reported that his confi-
dence was, “at times good, at times bad, you
know” and Mary says of her confidence: “Ah,
six, Though I must admit there are moments
where [ think, “Oh gosh, I don’t know if I can
carry on living like this.” In our experience,
client confidence also increases when thera-
pists give clients increasing periods of time
between sessions to solve their own problems
and continue the changes they have made,
When he hadn't heard from them, the therapist
phoned Mary and Paulus approximately three
months after the last session. He found that
the changes they had described had held up
and, more than that, Mary and Paulus had also
become increasingly confident that they could
get on with their own lives without the need
for further therapy.

We have tried to emphasise that the defining
principle for how we do therapy is what the
client wants. Paradoxically, it is only when
clients say they don’t need to see us again that
we really get a sense of what they wanted.
The progress that is demonstrated at termina-
tion, often is not the same as the progress that
clients say they want at the beginning of ther-
apy. The progress during the course of therapy
gives them and us new insight into what really
makes a difference in their lives.

CASE STUDIES IN BRIEF AND FAMILY THERAPY

Final discussion

These three articles (this paper and Turnell
and Hopwood 1994a & b), present one partic-
ular structure for doing Solution-Focused
Brief Therapy. Drawing on a usual or pre-
ferred structure or map provides the therapist
with an organising principle for the discus-
sions they have with their clients. While this is

_ invaluable (at least for most of us), problems

can arise when the therapist becomes a slave
to the structure or, the structure becomes treat-
ed as a set recipe. If the structure becomes
dominant over the client’s perspective and
goals, the therapy is unlikely to be helpful for
the client. Nylund and Corsiglia (1994) pro-
pose a useful way of thinking about this, sug-
gesting that when we become a slave to our
structure the solution-focused approach can
actually become “solution-forced”.
Previously, our own way of expressing this
sentiment (perhaps more crudely) was that
when the structure becomes pre-eminent, the
therapist will find themselves “getting in the
client’s face” with the solution focused tech-
niques and questions.

The first case example in our first paper
(Turnell and Hopwood 1994a), is an example
of the therapist beginning to force (or get in
the face of) the client with the supposed
exceptions. Although at this point the therapist
may have been following a structure of
Solution Focused Brief Therapy, he was no
longer following one of the pre-eminent prin-
ciples of the model, that of cooperating with
the client’s perspective. (See de Shazer 1985,
1988 & 1991 for consideration of developing
a cooperative relationship with the client).

We have repeatedly stated that the organising
principle of our work is to focus on what the
client wants. We assume that, as a minimum,
all our clients want to have the sense that we
have understood and heard them when they
talk to us. Nothing over-rides the need the
client has to feel understood and heard. Where
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the solution-focused approach is used well, it
will enhance this sense for the client and
therefore foster cooperation between therapist
and client.

Finally, what we have articulated is not the
structure for doing Solution-Focused Brief
Therapy as there is no one structure of this
model. There are many. In fact at best, the
solution-focused model and structure is fresh-
ly re-created, every time the solution-focused
therapist sits down with a client (and, if we
are lucky, also every time one of us writes a
paper or teaches a workshop on the subject).

A word of thanks

Our hope in writing these three articles has
been to clarify our thinking for our colleagues
and to further respond to the many questions
from those who have been involved in our
ftraining and consulting work, For any success
we have had in this endeavour, we in large
part owe our thanks to the challenges of those
individuals. For the shortcomings we will
have to turn to them for more questions to
stimulate and clarify our thinking. We have
tried to make these articles reflect our most
current thinking. That turned out to be diffi-
cult because as we continued to practice in
different locations, we found ourselves
already starting to think and practice different-
Iy. As we have just indicated, there is no such
thing as the solution-focused model. We hope
you come up with one that works best for you.
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