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FOREWORD

This book could not have been published at a better time: it appears
when family therapy faces what may be its greatest challenges, and it of-
fers useful guidelines for how these challenges can be met. With this
book, Carlson, Sperry, and Lewis have done the field a great service.

Family therapy is at least as useful today as in any time in its history.
Families continue to play a dominant role in creating the secure attach-
ments that are the foundation of satisfying adult relationships, in incul-
cating and maintaining prosocial values and behavior in children, and
in promoting a quality of life that buffers against stress and illness. Yet
despite the best efforts of groups like the American Association of
Marriage and Family Therapists, and Division 43 of the American
Psychological Association, family therapy has declined in importance as
an emphasis in training programs and appears with diminishing fre-
quency in clinical settings.

The halcyon period for family therapy was the 1960s through the
1980s, but since then it has suffered because of the combined influence
of a number of external and internal factors. Among the external factors
are:

• Disproportionately deep cuts in mental health service funding as
communities attempted to cope with declining revenues;

• The growing reluctance of insurance companies to reimburse for
couple and family service;

• Increased interest in pharmacotherapy;
• Increased understanding of the role of neurobiology in the etiol-

ogy of behavior;
• Rapid changes in the composition of the nuclear family that make

it difficult to put forth a common notion of the family; and

xi
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• A dramatic shift toward materialistic values and the pursuit of
self-interest (as typified by the spate of televised “survivor” shows)
that has contributed to an erosion of interest in the cooperative
spirit typified by well-functioning families.

While nominal interest in families persists, resources and commit-
ment to improve them have been evaporating rapidly. But the family
therapy enterprise itself has contributed to its own decline, expedited by
internal factors such as:

• The long-term emphasis upon the personalities of family thera-
pists who portrayed family therapy as more of an art than a
science;

• Fractious conflicts between the emerging “schools” of family
therapy;

• Oversimplification of each school’s beliefs compounded by the as-
sertion that there are necessary and sufficient conditions to ex-
plain and change family behavior;

• A reluctance to replace case reports with more difficult but more
convincing group studies of therapeutic outcome; and

• A failure to adapt to the more pragmatic, time-limited forms of
practice that are currently in demand.

Correcting for some of these flaws, the authors correctly note the
general conclusion of the “common factors” research that attributes as
little as 15 percent of the variance in treatment outcome to unique fea-
tures of the treatment methods used. By following their recommenda-
tions, it is hoped that methods can be improved to at least fully utilize,
if not raise, this contribution. Chapter 2 offers an invaluable review of
the most common approaches to family therapy. A careful review of
these methods reveals significant commonalities in technique with all
making some effort to identify the family of origin roots of behavior
and to promote change in systemic interaction through improved com-
munication and social behavior. Unfortunately, too many of these
approaches still include recommend the use of paradox in which thera-
pists disingenuously prescribe symptoms. I believe that by modeling de-
ceptive manipulation and encouraging problematic behavior, the
chance of positive change does not outweigh the risk of serious iatro-
genic effects. But each approach is a valuable source of metaphors for
describing family functioning in ways that can lead to helpful interven-
tions. Chapter 3 offers a review of attempts by others to integrate the
best elements drawn from these varied approaches, recognizing that no

xii • Family Therapy Techniques
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Foreword • xiii

one theory could possibly explain the vast array of variance found in
families.

The author’s core contributions are found in chapters 4 and 5. This
is where they do a remarkable job of identifying most of the areas of de-
cision-making in family therapy, suggesting guidelines for sound prac-
tice but recognizing that specific plans depend entirely upon the clients’
assets, liabilities and goals, the therapists’ skills, and resources in the
community. General therapeutic prescriptions, beyond philosophy,
epistemology, values, and general outlines of sound practice, are no
longer feasible. In that regard, this is an outstanding guide to the plan-
ning of effective intervention using a modern client-driven approach in
place of outmoded theory-driven approaches. They begin by offering
their model for “matching” clients to optimal treatment modalities and
the “tailoring” the approach to fit the couples and families being served.
They provide the skills needed to move from the generalizations of the-
ory to the pragmatics of intervention, using case conceptualization to
summarize complex information about families into a coherent “map”
that guides intervention. The remaining chapters expand the model to
include techniques for developing sensitivity to the clients’ cultural in-
fluences and their response to stress, methods for helping them balance
family and work, and means of combating the inevitable tendency to re-
lapse when therapy ends.

Readers might want to consider two areas that the authors could have
more fully developed. The first is a framework for deciding when to
move between individual, couple, and family intervention. As dynamic
systems, families can be changed when the behavior of any of their
members act differently. When parents and children are seen together,
typically at the instigation of the parents, one unavoidable message to
the children is that the parents cannot manage the family on their own.
Therefore following one or more assessment interviews in which the
children are accorded an opportunity to express their views and thera-
pists can study the patterns of interaction within the family, it is often
expedient to initiate systemic change by intervening with either or both
parents, seeing only the children, or including extended family mem-
bers or even other families. This aspect of case structuring is one of the
more important decisions made by family therapists.

The other area in which greater attention would be useful is the em-
pirical evaluation of the effects of family therapy. Careful evaluation
of the validity of the theoretical underpinning of family therapy is
essential. For example, the “double bind” theory of communication
paradoxes was used to explain schizophrenogenesis and many other
maladaptive dimensions of family and small group behavior. While an
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intuitively appealing idea, however, it was not supported by a number
of careful investigations (Schuham, 1967). It is also possible that some
of the interventions methods that seem to have self-evident validity may
likewise not live up to expectations. If family therapy is to withstand the
requirement that it empirically substantiate its claims. Group designs
address general outcomes (e.g., Carroll & Doherty, 2003; Baucom,
Shoham, Mueser, Daiuto, & Stickle, 1998; Hazelrigg, Cooper, Borduin,
1987; Prince & Jacobaon, 1995; Shadish, Ragsdale, Glaser, & Mont-
gomery, 1995; and Snell-Johns, Mendez, & Smith, 2004). It is also pos-
sible for therapists to evaluate the effectiveness of their work with
specific couples and families through the use of non-intrusive goal-at-
tainment scaling (Stuart, 1992) or single-subject designs (Lucyshyn,
Albin, & Nixon, 1997). Measuring the results that we achieve will go a
long way toward helping us refine our methods and gain acknowledge-
ment of our results in the general community.

In general, clinicians will find this book to be an incomparable guide
to effective practice, and family therapy educators will find it to be an
invaluably thoughtful review of the wide-ranging theories that under-
pin treatment methods.

Richard B. Stuart
Program Director,

Respecialization in Clinical Psychology,
The Fielding Graduate Institute

and
Clinical Professor Emeritus, Department of Psychiatry,

University of Washington
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PREFACE

Most of us in the therapy world have received in-depth training that in-
cluded a single-model approach to therapy. This approach became our
framework, or window, for observing, assisting, and providing assis-
tance to those with problems. Each different approach seemed to advo-
cate that its view was superior to others and should be used even in the
face of data that seemed to confirm that it didn’t work. More and more
therapists are realizing the folly of investing in only one window of un-
derstanding. They realize the necessity of being able to operate in dif-
ferent manners depending on the couple or family.

We believe that this book will be useful to counselors and therapists
both in training and in practice. In Family Therapy Techniques, we pre-
sent the challenges of a diverse population and describe practical strate-
gies for assessing families, developing tailored treatment plans, and
maintaining treatment adherence to prevent relapse.

Traditionally, counselors and therapists have lacked the ability to use
the vast amounts of data families can provide; thus, they often end up
working on only a small aspect of the family picture. This situation re-
minds us of the story of the blind inhabitants of Ghor who tried to learn
about the elephant that had been brought to their town—a mysterious
creature they had never seen and could not see (in R. E. Ornstein, The
Psychology of Consciousness, New York: Viking, 1972, p. 143):

The populace became anxious to learn about the elephant, and
some sightless from among this blind community ran like fools to
find it. Since they did not know even the form or shape of the ele-
phant, they groped sightlessly, gathering information by touching
some part of it. Each thought that he knew something, because he
could feel a part .. . .

xvii
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Each had felt one part of the many. Each had perceived it
wrongly. No mind knew all; knowledge is not the companion of
the blind. All imagined something, something incorrect.

Like the blind men in this story, therapists often assess couples and
families on the basis of limited knowledge. However, to understand not
only the individual aspects of a family but also the family as a whole in
its environment, therapists need to conduct a comprehensive and thor-
ough assessment of the situation. Such an assessment allows the thera-
pist to tailor treatment to fit each individual family, thus ensuring
treatment efficacy. Without comprehensive and accurate assessments,
therapists tend to treat all families in the same fashion according to the
theory of family therapy to which they subscribe.

In addition, once treatment has taken place, many counselors feel
that they have done their job. However, without implementing sound
treatment adherence/relapse prevention strategies, all gains are fre-
quently lost.

Although we are aware that family therapy methods cannot be
changed overnight, we believe this book can provide a beginning as well
as a basis for future study. In this vein, we are reminded of Aldous
Huxley’s statement in the foreword to Brave New World Revisited (New
York: Harper & Row, 1958):

However elegant and memorable, brevity can never, in the nature
of things, do justice to all the facts of a complex situation. On such
a theme one can be brief only by omission and simplification.
Omission and simplification help us to understand — but help
us, in many cases, to understand the wrong thing; for our com-
prehension may be only of the abbreviator’s neatly formulated no-
tions, not of the vast, ramifying reality from which these notions
have been so arbitrarily abstracted.

But life is short and information endless: nobody has time for
everything. In practice we are generally forced to choose between
an unduly brief exposition and no exposition at all. Abbreviation
is a necessary evil, and the abbreviator’s business is to make the
best of a job which, though intrinsically bad, is still better than
nothing. He must learn to simplify, but not to the point of falsifi-
cation. He must learn to concentrate upon the essentials of a situ-
ation, but without ignoring too many of reality’s qualifying side
issues. In this way he may be able to tell, not indeed the whole
truth (for the whole truth about almost any important subject is
incompatible with brevity), considerably more than the danger-

xviii • Family Therapy Techniques

RT3602_C000.qxd  12/15/04  11:56 AM  Page xviii



Preface • xix

ous quarter-truths and half-truths which have always been the
current coin of thought.

Chapter 1 helps the reader understand the new reality of professional
family therapy practice by highlighting the many changes that have oc-
curred and must be considered when developing effective treatment.
Chapter 2 presents the theories of family therapy—specifically the
goals, treatment process, and techniques of the various theories. This
information is essential background knowledge in order to tailor treat-
ment effectively. Chapters 3 and 4 describe how to integrate the con-
cepts of the various models presented in chapter 2. Chapters 5, 6, 7, and
8 describe how to tailor treatment to each family. Different models are
considered, as a clear, clinical protocol is developed. Issues of gender,
culture, addiction, disability, abuse, and work are highlighted. Chapter
9 concludes the book by presenting the fundamental concepts of treat-
ment adherence and relapse prevention. When these concepts are not
duly considered, initial treatment success often ends in long-term treat-
ment failure.

We had a great deal of help in preparing this manuscript. Special
thanks to Candace Ward Howell and Laurie Johnson for their valuable
assistance.

Jon Carlson
Len Sperry

Judith A. Lewis
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1

1
FAMILY THERAPY

IN THE 21ST CENTURY

NEW STRATEGIES FOR A CHANGING ENVIRONMENT

The field of family therapy has grown rapidly, and many approaches
and models of treatment have been created. Although the strategies
have had many significant differences, the family has been viewed as a
two-parent nuclear family system. Only recently have the importance of
race, ethnicity, class, and family variations (single-parent, chosen, or
stepfamily) been addressed.

The early pioneers seemed to be focused solely on the family system
and its structure. The individual family members were not acknowl-
edged, and their feelings were discounted. The pioneers also ignored the
impact that larger issues such as school, work, religion, and so on have
on families.

With the advent of postmodernism, all of this has changed. All truths
become relative and we began to realize that there is no one reality.
Actually, there are no realities or points of view (Maddigan & Law,
1998) that we can all agree on.

The role of theory has changed. Theories no longer try to explain ob-
jective reality but instead provide us with alternative explanations.
Rather than one “right” or “best” approach, many useful ones exist.

The role of therapy has changed to help cocreate new realities for
families that are more satisfying. Therapists need to sample the various

RT3602_C001.qxd  12/13/04  2:07 PM  Page 1



2 • Family Therapy Techniques

theories and use the concepts and methods that will help the family, cre-
ating new explanations and meaning for them, with a shift away from
behavioral change.

Therapists recognize the importance of seeing the transgenerational
nature of family problems, and Carl Rogers’s (1961) ideas that people
can discover their own solutions have been adopted. Therapists who
collaborate with their patients, rather than advise them, have realized
the importance of questions to change beliefs and patterns, rather than
forcing behavioral change.

Gender, ethnicity, race, class, and education have all become impor-
tant lenses to look through when examining a family and its therapy.
Because family therapy is such a young discipline, one may be surprised
to realize that the time for a paradigm shift has arrived so soon. In fact,
however, much of the conventional wisdom that guided practices in the
past has lost its value in this era of rapid change. The transformation of
family life can be expected to continue, making it unlikely that therapies
constrained by orthodoxy will be viable in the 21st century.

In response to an evolving environmental context, the soul and spirit
of what we have known as family are changing at the deepest level as the
social context of family life has been altered. As we will discuss, so have
the professional and economic contexts within which therapy takes
place. These changes will lead irrevocably toward a revolution in the
practice of family therapy.

THE NEW REALITIES OF FAMILY LIFE

The practice of couple and family therapy has traditionally been built
on the unexamined assumption that a model of appropriate family life
exists. Unfortunately, the notion of a “normal” family not only is im-
practical but also may be harmful. As Bernardes points out, people
whose lives fail to fit the popularized model of the family often view
themselves at fault. “The guilt and shame of these victims is the direct
consequence of our own refusal, thus far, to recognize our responsibil-
ity in portraying the image of the normal nuclear family that has be-
come such a popular yardstick against which ordinary people measure
personal success and failure” (1993, p. 48). In actuality, if the conven-
tional nuclear family of therapeutic myth ever existed, it would repre-
sent the reality of an ever-declining minority of the population
(Coontz, 1992). What are the new realities of family life?
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The Question of Hierarchy

One concept of family life that remained unquestioned in the past is the
assumption that a hierarchical structure is necessarily a good thing. In
a classic interview (West & Bubenzer, 1993), Cloe Madanes expressed
doubt about the utility of the hierarchy:

You have to enter the family from wherever you can and to think
that you want to reconstitute a hierarchy with parents in charge of
the children often doesn’t work. I think that this coincides with the
general disillusionment about hierarchical institutions in this
country. There has been a loss of respect for all the organizations
that function like a pyramid. I’m thinking more of the family like
a fish net with multiple interwoven threads. (p. 104)

Because a hierarchical structure provides a vehicle for the oppression
of women, questioning the validity of the hierarchy becomes especially
important when we consider gender roles. Hare-Mustin and Maracek
(1988) observed that “a therapist may ‘unpack’ the metaphor of ‘family
harmony’ and expose the hierarchy by pointing out that accord within
the family often is achieved through women’s acquiescence and accom-
modation” (p. 461). Riche (1991) also pointed out the changes taking
place in family hierarchies:

Of course, changes in family structure and composition have been
taking place for many years, even within families that appear on
the surface to adhere to tradition.

Even the traditional family unit has seen fundamental changes.
Not long ago, husbands brought home the bacon and wives
cooked it. Today, only 22% of married-couple households contain
a male breadwinner and a female homemaker, a dramatic decline
from 61% in 1960. (Riche, 1991, p. 44)

For the most part, women have entered the workforce because their
families needed additional income or because they were their families’
sole support. If social, economic, and political policies begin to be
guided by reality rather than by outmoded prototypes, families can re-
ceive the kind of environmental support that can keep them function-
ing effectively. The best interest of the family will take precedence over
the need to generate more income.

Family Therapy in the 21st Century • 3
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Believing that a hierarchy is the only appropriate model for families
may not only interfere with a sensible view of gender roles but also with
a realistic picture of children’s lives. In raising questions about hierar-
chical structures, Cloe Madanes pointed out that therapists often find
themselves working with families in which the children are stronger and
healthier than the parents (West & Bubenzer, 1993). Certainly, the lives
of children today represent unknown territory to previous generations.

Today’s children are living a childhood of firsts. They are the first day
care generation, the first truly multicultural generation, and the first to
grow up in the electronic bubble, the environment defined by comput-
ers and new forms of television. They are the first post-sexual revolu-
tion generation, the first generation for which nature is more
abstraction than reality, and the first to grow up in new kinds of dis-
persed deconcentrated cities, not quite urban, rural, or suburban. The
combination of these forces has produced a dynamic process.
Childhood today is defined by the expansion of experience and the con-
traction of positive adult contact (Louv, 1990, p. 5).

Ironically, family structures now may be characterized by less intense
contact between children and their parents but also by prolonged inter-
action. Young adults are remaining with their parents longer. In 1960,
43% of 20- to 24-year-olds were living with their parents; by 1988, 55%
were living in their childhood homes (Glick, 2001).

Relationships among the generations are also being complicated by
the lengthening life span of Americans. Many elderly people who have
outlived other family members are existing without a support system of
caregivers. If current patterns hold, we will soon have as many as five
generations living at one time, with children constituting only one of
these generations. The stereotypes of aging must be recognized and
abandoned as older adults become healthier (Sperry & Carlson, 1991).
Although the idea of a two-paycheck couple is not anything new, the idea
of a dual-career couple may be. The “career” designation indicates the
partners’ pursuit of goal-directed work choices that often bear the seeds
of intrapersonal and interpersonal conflict. Overwork and overload are
common complaints in most relationships, and these phenomena are
compounded in the dual-career couple. Because socially enforced gen-
der stereotypes still abound, the greater burden continues to fall on the
woman in the relationship. Only with the appearance of the compan-
ionate marriage model have therapists begun to imagine relationships
wherein both partners can have goals of equal importance.

Variations of the career-driven couple include the commuting cou-
ple, the military couple, the executive couple, and the family-business
couple. Each of these models occurs within a new social context that

4 • Family Therapy Techniques
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must be assessed and understood by family therapists. At the same time,
therapists need to be aware of a trend that seems to run counter to the
blurring of boundaries between work and family life. More and more
people are “downshifting.”

In the past decade, many people embraced the notion of a fast track
as the surest path to success. Today, members of a new breed of career
trendsetters, “downshifters,” are taking control of their careers, rather
than allowing their careers to control them. These people are not drop-
outs. They are not giving up the intellectual, emotional, and financial
rewards of professional success. Instead, they are learning to limit their
careers so that they can devote more time to their families, their com-
munities, and their own needs beyond work. Many Americans will work
hard at “downward mobility” in the future.

Multicultural Factors

Many of the assumptions we make about family life represent “cultur-
ally embedded meanings that have been disguised as universal truths”
(Lewis, 1993, p. 338). However, in the 21st century, the United States
will emerge as a nation with great ethnic diversity. It is projected that
one third of the population will consist of people of color, with the
highest concentration of “minority” families being of Hispanic origin,
followed by African Americans, Asians, and Native Americans. Models
of marital quality and healthy family life will have to involve a new
awareness that incorporates ideas from these diverse cultures. The truly
effective family therapists will be those who have learned to appreciate
diverse worldviews, rather than make judgments based on the domi-
nant culture.

Therapists will also need to examine the effects of the social context
on ethnically diverse groups. Research will be needed on resiliency and
health among families in varying ethnic groups, as well as on the impact
of social policy and programs on cultural values, the role of communal
ties in family preservation and survival, and the processes of family
adaptation to cross-cultural change.

RESPONSES TO CHANGE

Faced with all these trends and changes, people tend to align themselves
with either the pessimists or the optimists. The pessimists believe that
changes in the American family are destructive and prevent the family
from carrying out its functions of child-rearing and the provision of
stability in adult life. The optimists, in contrast, view the family as an

Family Therapy in the 21st Century • 5
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institution that is not declining but rather is showing its flexibility and
resilience. This group believes that traditional family structures are too
male-dominated and conformity-oriented to allow for growth and thus
are no longer appropriate.

Regardless of their position, however, most people still reside within
a family. According to Doherty (1992),

The world is now more oriented to individual options, particu-
larly for women, and the family has changed accordingly. From
this point of view, the main problems faced by contemporary fam-
ilies can be traced to the failure of society to accept that the “Leave
It to Beaver” family is a dinosaur and to provide adequate support
for the variety of post-Beaver families that now dominate the
landscape. (pp. 32–34)

In addition to the pessimistic and optimistic views just discussed, a
third orientation is emerging. This orientation agrees with the pes-
simistic view, says Doherty, in that the family is in trouble and a trans-
formation of values is needed. However, it also agrees with the
optimistic view in that changes in family structure are inevitable and
here to stay, and that both old and new family forms should receive
more community support.

Doherty believes that families at the beginning of the 20th century
were institutional families whose chief value was responsibility. In the
mid-1920s, the focus of marriage and family shifted so that the chief
value became satisfaction. Now we have moved to the pluralistic family
that has a chief value of flexibility, but that can also address the needs
for responsibility and satisfaction. According to Doherty (1992),

This completes a century-long trek toward liberation of the indi-
vidual, particularly women and children, from the oppressive fea-
tures of the traditional family. The pluralistic family offers
individuals freedom to create the family forms that fit their chang-
ing needs over life’s course with little stigma about failing to con-
form to a single family structure and value system. (p. 35)

THE FALSE HOPE OF DIVORCE

Once, couples were together until “death do us part,” but now it is much
more likely that a marriage will end in divorce, which is considered almost
commonplace. Numerous accounts have been made on the negative
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impact of divorce on all family members (Braver, 2003), and recent re-
search supports that the use of divorce as a solution to dissatisfaction and
unhappiness is questionable. The research illustrates the following:

• Unhappily married adults who divorced or separated were no
happier, on average, than unhappily married adults who stayed
together.

• Divorce did not reduce symptoms of depression for unhappily
married adults, raise their self-esteem, or increase their sense of
mastery on the average compared to unhappily married spouses
who stayed married.

• The vast majority of divorce (74%) happened to adults who had
been happily married five years previously.

• Unhappy marriages were less common than unhappy spouses.
• Staying married did not typically trap unhappy spouses in violent

relationships.
• Two out of three unhappily married adults who avoided divorce

or separation ended up happily married five years later.
• Many currently married spouses have had extended periods of

marital unhappiness, often for quite serious reasons, including al-
coholism, infidelity, verbal abuse, emotional neglect, depression,
illness, and work reversals (Waite, Browning, Doherty, Gallagher,
Luo, & Stanley, 2002).

Counselors and therapists need to help couples get through the
“bumps in the road of life” without using divorce as the solution.

THE NEW REALITIES OF PROFESSIONAL PRACTICE

Just as the realities of family life have changed, so have the conditions
within which family therapists practice. Client populations have
changed, and family problems have become more complex. At the same
time, therapists now find themselves dealing with an ever-changing set
of constraints that affects their work.

Therapists’ training has always tended to prepare them for working
with verbal and sophisticated clients who are able to enter into positive
therapeutic relationships with little prodding. Now, however, previously
underserved populations have finally found their way into treatment.
Since service has become accessible, and even mandated, marriage and
family therapists have begun to see very different kinds of families.
People with little education, low pretreatment levels of functioning, and
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multiple life problems are being seen by therapists who have not been
trained or compelled to treat them (Garfield & Bergen, 1986).

No longer can we assume that our clients will be voluntary, socio-
economically advantaged, well educated, or functional. Mental health
services at one time were sought primarily by people who wanted to
change their lives. Now treatment is often court-ordered and mandated.
In comparison with their self-motivated counterparts, compulsory
clients require alternative methods of treatment, assessment, and inter-
vention (Huber, 1992).

The problems being addressed in family therapy have increased in
number and complexity as the client population has become more het-
erogeneous. The increasing rates of drug abuse, suicide, alcoholism, di-
vorce, teenage pregnancy, and violence are rooted in high-risk families.
These multiproblem systems require solutions that go beyond palliative
interventions to include public policy modifications and preventive
strategies.

Just as therapists are addressing some of their most daunting chal-
lenges, they must also face the need to adapt to changes in the treatment
environment. With managed care has come the pressure to be precise,
efficient, and accountable. In the past, therapists and their highly moti-
vated clients could control the course of treatment independently. Now
survival in the managed-care environment requires each treatment
provider to emphasize careful assessment, to deliver treatments that
have been tailored to the assessment, to use brief, empirically supported
modalities, and to accept external review.

The need for transformation seems to be both abrupt and painful to
many people. Discussing the current plight of traditionally trained
therapists, Wylie (1995) points out:

Their teachers and mentors and role models were the secular
gurus who did not so much show them what to do as pass down
. . . a body of knowledge and practice, a way of life, that seemed
stable as the ages. . . . Degree in hand, the fledgling therapist could
count on spending the next 25, 35, 50 years doing what the field’s
elders had always done—seeing individual or both sides deter-
mined, getting paid for doing it in the general confidence that
once vacated, no appointment hour would remain long unfilled.
Oh, those dear, dead days. (p.22)

Research on the outcome of psychotherapy, marriage, and family
therapy has identified four factors that account for change (Blow &
Sprenkle, 2001; Lambert, 2003):
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• Client/extratherapeutic factors. These factors are what the client
contributes to making a change. They include the client’s charac-
teristics, such as inner strength, religious faith, and goal directed-
ness, as well as things outside of the client’s control, such as social
support and good fortune. Forty percent of the change is attrib-
uted to these factors.

• Relationship factors. These variables are what occur between the
therapist and client. They include warmth, respect, empathy, and
authenticity. Thirty percent of the change is attributed to these
factors.

• Model/technique factors. These variables are specific to the differ-
ent theories of therapy and are employed to intervene in the client’s
life. Fifteen percent of the change is attributed to these factors.

• Placebo, hope, and expectancy factors. These variables are attrib-
uted to the simple fact that the client is in therapy. Fifteen percent
of the change is attributed to these factors.

Exceptional research is being conducted and reported in the major
professional journals, such as Family Process, The Journal of Marriage
and Family Therapy, The Journal of Family Psychology, The Family
Journal, and The Psychotherapy Networker. Family therapists will need
to be aware of the many changes taking place in the profession. The fol-
lowing are some of the most important ones:

• The importance of the Human Genome Project, DNA, and one’s
genetics. The implications are many as families have more and
more data about who they are and will be. Research is now being
conducted to determine the impact of genes on behavior and re-
lationships (Plomin, Defries, Craig, & McGuffin, 2003). The im-
pact of DNA predictive testing on the family and the psychosocial
consequences of testing will require thoughtful and careful inter-
ventions (Sobel & Cowan, 2003; Patenaude, 2002).

• Brain and physiological research. This information will shed
light on what we are capable of becoming. Studies will also show
what happens to our bodies during the joys and frustrations of
family life (Atkinson, 1999).

• Spirituality. An increase in spirituality will have a significant role
for families. Therapists will not only need to assess this area but
also be comfortable working in this domain.

• Shamanism and “old age”healing rituals and strategies. These al-
ternatives to therapy emphasize change without psychological un-
derstanding, intervention without taxonomic diagnosis, liberation
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without narrative cause, and wisdom without generalized knowl-
edge (Butler, 1998; Kottler, Carlson, & Keeney, 2004).

• Coaching. This has been one of the major modes of intervention
in family therapy. As this movement grows, more and more peo-
ple will be seeking coaching services. The goal of coaching is to
help clients define themselves proactively in relationship to others
in their families without emotionally cutting them off or compro-
mising (McGolderick & Carter, 2001; Naughton, 2002). This will
hopefully lead to the client being able to be different and still con-
nected to his or her family. Coaching is a more active, outcome-
related form of therapy.

• Motivational interviewing and the focus on strength building.
Motivational interviewing (Miller & Rollnick, 2002) is a thera-
peutic approach designed to help people increase their intrinsic
motivation to work toward change. It is especially helpful for in-
dividuals and couples that have not considered or are somewhat
ambivalent about change.

• Aging. The world population is growing older each year. Treat-
ment strategies need to be developed to work with the unique de-
velopmental needs of the aging. Traditional strategies should be
used mainly for clients in early stages of development.

• Smart marriages and marriage trends/psychoeducation. The
skills needed to have an effective and satisfying marriage have
been identified and training programs have been developed
(Carlson & Dinkmeyer, 2003; Berger & Hannah, 2002.) Many of
today’s relationship problems can be addressed with training and
not treatment.

• Happiness/optimism. Now, completing its first century, psychol-
ogy has studied the negative and what is wrong with people
(Seligman, 2002) This new approach is based on the premise that
people can be taught to feel good and happy. Extensive research is
being conducted that will provide guidelines and a clearer picture
of what healthy living is all about (Aspinwall & Staudinger, 2003).

• Attachment. The study of the impact of early attachment patterns
on adult relationships has reemerged (Wood, 2002: Erdman &
Caffery, 2003) Attachment theory has an evolutionary and biolog-
ical basis, and places the mother-child bond at the center of an
evolutionary bio-behavioral system. These relationships endure
throughout a life span.
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THE NEW PRACTICE OF FAMILY THERAPY

Today’s families are most notable in terms of their variety and diversity.
No single structure or set of interactional patterns can be identified as
right or healthy for all families. If any one generalization can be made
about a healthy family, it is that the family can accomplish its own goals,
as well as those of its individual members. Family therapy, then, must
focus on helping each client system to be successful on its own terms.

An effective treatment is most likely to occur when the family thera-
pist has a solid grounding across diverse theoretical approaches, has ac-
quired a broad repertoire of intervention techniques linked to theory,
engages in comprehensive assessment of the family system, and chooses
intervention strategies tailored to that individual family. This general
strategy obviously requires important changes in the therapist’s ap-
proach. Even such sacred cows as the genogram will have to be modified
to accommodate blended and nonbiological families. Clearly, the fam-
ily therapist of the future will work from a new set of guiding principles,
including the following:

• Family therapists will be sensitive to the broader contexts within
which families function. Family therapists have always under-
stood the impact of systems on individuals. In the future, this per-
spective will be widened, making therapists cognizant of the fact
that they can help families most effectively if they recognize the ef-
fect of the social, cultural, and economic milieu. Therapists must
understand people’s life situations, including their resources,
problems, and how these problems are embedded within the larger
social systems. Among the larger systems that will be addressed
through innovative strategies is the workplace, which has a major
effect on most families and has remained largely untapped as a
source of data for the therapeutic process. Therapists will also need
to follow the mandate of Doherty and Carroll (2002) by realizing
that therapists are citizens and have a responsibility to work to-
ward family-centered community building.

• Family therapists will tailor treatment to the special needs of
each family. The new realities of both family life and the treatment
milieu must direct us toward a tailored treatment. Given the in-
creasing heterogeneity of families, little possibility exists that a gen-
eralized package of treatment strategies could be appropriate even
for one therapist’s clientele. At the same time, the managed-care
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environment tends to emphasize the desirability of limiting serv-
ices to what the specific client needs. If treatment tailoring is based
on a comprehensive assessment that clarifies the family’s needs and
resources, this approach can be both right and practical.

• Family therapists will use ingenuity and flexibility in the design
of brief interventions. What is right in terms of client needs and
what is practical in terms of economic feasibility can be combined
through the use of flexible treatment formats. Carlson and Sperry
(2000) suggested that a “once-and-for-all cure” achieved through
time-unlimited therapy is not necessarily the most appropriate
goal for most clients. A more realistic approach might involve the
provision of brief interventions as needed through the life cycle of
the individual, couple, or family. The success of therapy can also
be enhanced through attention to developing the family’s own re-
sources for maintaining positive changes over time.

• Family therapists will celebrate the cultural diversity that char-
acterizes the families they serve. Given the increasing diversity
among families, the most effective therapists will be the ones who
are best able to learn from their clients. Culturally based values
guide individuals in the definitions and meanings they place on
family life. When therapists are willing to explore these meanings
with their clients, they are better able to assess family needs and
choose promising interventions. When therapists remain unaware
of cultural differences, they run the risk of pathologizing behav-
iors that are acceptable in the family’s cultural context (Ng, 2003).

• Family therapists will be aware of issues related to gender role
socialization. Our review of current and projected alterations in
family life has highlighted the changes in how gender roles are per-
ceived. In the past, family therapists sometimes believed they
could ignore this issue in the interests of objectivity. Now more cli-
nicians realize that the stance of neutrality tends to support the
status quo of inequality. Harriet Lerner pointed out that “a femi-
nist perspective has been enlarging and has helped me to look
more objectively at theories that I was taught were neutral and in-
clusive but that were, in fact, partial, distorted, and insulting to
women and other marginal groups” (Lewis & Engle, 1994, p. 373).
She further stated, “It’s always the case that dominant thinking is
confused with what is real and true”(p. 373).

• Psychoeducation will become more important. So many of the
problems that couples and families face are a result of a lack of
skills. Family members want to get along with one another in a
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healthy fashion but often behave in ways that keep the problems
going. Therapists will need to use psychoeducation to help fami-
lies and couples learn the skills necessary for a satisfying family life
(Carlson & Dinkmeyer, 2003; Carlson & Love, 2002; Gottman,
Driver, & Tabares, 2003). Ultimately, the key to successful therapy
may be the therapist’s ability to accept the wide variety of truths
on which a healthy family life can be based.

SUMMARY

As family therapists search for the strategies that will ensure effective-
ness into the 21st century, they will need to face some new realities.
Family life will involve a breakdown of hierarchies, an increase in the
number and variety of family forms, and a focus on multiculturalism.
The professional practice of family therapy will also change, as thera-
pists continue to work with a more heterogeneous group of clients.

What effects will all of these changes have on family therapists? New
principles will guide their work as they learn to recognize the contexts
families function within, to tailor treatment that meets the unique
needs of specific families, to design flexible strategies, to celebrate di-
versity, and to develop gender sensitivity.

References

Aspinwall, L.G., & Staudinger, U. M. (2003). A psychology of human strengths: Fundamental
questions and future directions for a positive psychology. Washington, DC: American
Psychological Association.

Atkinson, B. (1999). The emotional imperative: psychotherapists cannot afford to ignore the
privacy of the limbic system. Family Therapy Networker, 23(4), 22—33.

Berger, R., & Hannah, M. (2002). Preventive approaches in couples therapy. New York: Brunner
Routledge.

Bernardes, J. (1993). Responsibilities in studying postmodern families. Journal of Family
Issues, 14(1), 35—49.

Blow, A. J., & Sprenkle, D. H. (2001). Common factors across theories of marriage and family
therapy: A modified Delphi study. Journal of Marital and Family Therapy, 27(3), 385—401.

Braver, S. L. (2003). The “news” about divorce for family psychologists. The Family
Psychologist, 19(2), 4—8.

Butler, K. (1998). Beyond the rational: Shamens, scientists and therapists join a quest for mat-
ing. Family Therapy Networker, 22(5), 24—37.

Carlson, J., & Dinkmeyer, D. (2003). Time for a better marriage. San Luis Obispo: Impact
Publishers.

Carlson, J., & Love, P. (2002). Living love. Phoenix: Zeig, Tucker & Theisen.
Carlson, J., & Sperry, L. (2000). Brief therapy with individuals and couples. Phoenix: Zeig,

Tucker & Theisen.
Coontz, S. (1992). The way we never were: American families and the nostalgia trap. New York:

HarperCollins.

Family Therapy in the 21st Century • 13

RT3602_C001.qxd  12/13/04  2:07 PM  Page 13



Doherty, W. J. (1992, May/June). Private lives, public values. Psychology Today, 32—82.
Doherty, W. J., & Carroll, J. S. (2002). The citizen therapist and family-centered community

building: Introduction to a new section of the journal. The Family Process, 41(4),
561—568.

Erdman, P., & Caffery, T. (2003). Attachment and family systems. New York: Brunner
Routledge.

Garfield, S. L., & Bergen, A. E. (Eds.). (1986). Handbook of psychotherapy and behavior change.
New York: John Wiley.

Glick, P. C. (2001). Marriage and family trends. In D. H. Olson & M. K. Hanson (Eds.),
Preparing families for the future. Minneapolis: National Council on Family Relations.
(Original work published in 1990).

Gottman, J. M., Driver, J., & Tabares, A. (2003). Building the sound marital hours: An empir-
ically derived couple therapy. In A. S. Gurman & N. S. Jacobson (Eds.), Clinical handbook
of couples therapy (3rd Ed.). (pp. 373—399). New York: Guilford.

Hare-Mustin, R. T., & Mavracek, J. (1988). The meaning of difference: Gender theory, post-
modernism, and psychology. American Psychologist, 43, 455—464.

Huber, C. (1992). Compulsory family counseling. Topics in Family Psychology and
Counseling, 1(2), 1—81.

Kottler, J., Carlson, J., & Keeney, B. (2004). The American shaman: An odyssey of global heal-
ing traditions. New York: Brunner Routledge.

Lambert, M. J. (2003). Psychotherapy outcome research: Implications for integrative and
eclectic therapists. In J. C. Norcross & M. R. Goldfried (Eds.), Handbook of psychotherapy
integration. New York: Oxford University Press.

Lewis, J. A.(1993). Farewell to motherhood and apple pie: Families in the post-modern era.
The Family Journal, 1, 337—338.

Lewis, J. A., & Engle, J. (1994). Harriet Lerner: A conversation. The Family Journal, 2,
373—377.

Louv, R. (1990). Childhood’s future: Listening to the American family. Boston: Houghton
Mifflin.

Maddigan, S., & Law, I. (1998). PRAXIS: Situating discourse, feminism, and politics in narra-
tive therapies. Vancouver: Yaletown Family Therapy Press.

McGolderick, M., & Carter, B. (2001). Advances in coaching: Family therapy with one per-
son. Journal of Marital and Family Therapy, 27(3), 281—300.

Miller, W. R., & Rollnick, S. (2002). Motivational interviewing: Preparing people for change
(2nd Ed.). New York: Guilford Press.

Naughton, J. (2002). The coaching boon. Family Therapy Networker, 26(4), 24—33.
Ng, K. S. (2003). Global perspectives in family therapy. New York: Brunner Routledge.
Patenaude, A. F. (2002). Genetic issues. In J. Carlson (Ed.), Behavioral health and health coun-

seling videotape series. Washington, DC: American Psychological Association.
Plomin, R., Defries, J. C., Craig, I. W., & McGuffin, P. (2003). Behavioral genetics in the postge-

nomic era. Washington, DC: American Psychological Association.
Riche, M. F. (1991, March). The future of the family. American Demographics, 44—46.
Rogers, C. (1961). On becoming a person. Boston: Houghton Mifflin.
Seligman, M. E. P. (2002). Authentic happiness: Using the new positive psychology to realize your

potential for lasting fulfillment. New York: Free Press.
Sobel, S., & Cowan, C. B. (2003). Ambiguous loss and disenfranchised grief: The impact of

DNA predictive testing on the family as a system. Family Process, 42(1), 47—57.
Sperry, L., & Carlson, J. (1991). The work-centered couple. The Family Psychologist, 7(4),

19–21.

14 • Family Therapy Techniques

RT3602_C001.qxd  12/13/04  2:07 PM  Page 14



Waite, L. J., Browning, D., Doherty, W. J., Gallagher, M., Luo, Y., & Stanley, S. M. (2002). Does
divorce make people happy? New York: Institute for American Values.

West, J. D., & Bubenzer, D. L. (1993). Interview with Cloe Madanes: Reflections on family
therapy. The Family Journal, 1, 98—106.

Wood, B. (2002). Attachment and family systems. Family Process, 41(3).
Wylie, M. S. (1995). The new visionaries. The Family Therapy Networker, 19(5), 21—29,

32—35.

Family Therapy in the 21st Century • 15

RT3602_C001.qxd  12/13/04  2:07 PM  Page 15



RT3602_C001.qxd  12/13/04  2:07 PM  Page 16



17

2
THEORIES OF

FAMILY THERAPY

GOALS, TREATMENT PROCESS, AND TECHNIQUES

Therapists must be able to explain family treatment in a manner that
makes sense to the family. For example, we are often presented with
families with a problem or dysfunction that is easy to describe, yet the
family cannot or does not seem to find any meaning in the explanation
or treatment that we first provide. It is therefore necessary to use alter-
native explanations. The many alternative theories of family therapy
have well-developed rationales, strategies, and proponents. Each theory
regards the family and explains its functioning in a somewhat different
fashion. Some theories clearly explain certain phenomena but are vague
about others.

In spite of their differences, however, family therapy theories are sim-
ilar in that they are all interpersonal models. These models are distinct
from the traditional intrapsychic, or individual, models. Both types of
models (interpersonal and intrapsychic) are based on very different
philosophical assumptions and therefore have distinct methods of con-
ceptualization and technique. They are both valuable and effective,
given the appropriate context. Most professional therapists have been
trained in the intrapsychic model and may have difficulty switching to
an interpersonal, systemic paradigm (Kaplan, 2003).
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Family therapy approaches are based on a family-systems model of
therapy and have the following common tenets:

• The whole is greater than the sum of its parts.
• Individual parts of a system can be understood only within the

context of the whole system. Since human behavior arises within
a social system, it can be understood only within this context.

• Notions of circular, simultaneous, and reciprocal cause and effect
replace the traditional models of linear cause and effect.

• Change in one part of a social system (for example, an individual
family member) will affect all other parts of that system (for in-
stance, the entire family).

• Systems have a tendency to seek homeostasis, or equilibrium. This
balance-seeking function serves to maintain stability and some-
times prevents change.

• When a family is out of balance, or equilibrium, feedback mecha-
nisms attempt to bring the family back into balance.

• The methods used to restore equilibrium (for example, the iden-
tified attempts of a patient to solve problems) can become prob-
lems themselves.

• Interventions from an interpersonal/family-systems perspective
focus on relationships within the entire family system, rather than
on one individual in the family (that is, on the identified patient)
(Walsh & McGraw, 1996).

As was reported in chapter 1, the common factors associated with a
change in therapy (Lambert, 2003), 15% of the outcome of therapy can
be attributed to specific techniques and strategies. By tailoring the
strategies to each client and circumstance, the therapist must also look
carefully at the client’s strengths and assets (40% of the outcome). A tai-
lored strategy can occur only if it is preceded by a positive relationship
(30% of the outcome). As this occurs, hope or the placebo effect is trig-
gered (15% of the outcome).

The purpose of this chapter is to provide a brief description of some
of the main traditional family therapy theories—their goals, treatment
processes, and techniques. Additionally, intrapersonal theories (that is,
behavioral and object relations) that also address family work are in-
cluded, because many of their goals, treatment processes, and tech-
niques may be used by the family therapist. We hope the reader will
develop an in-depth knowledge of each of these theories by reading or
viewing the corresponding additional resources. Therapists must have a
broad knowledge base to know when and how to use these techniques.
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Treatment cannot be tailored unless the therapist understands the full
range of strategies and their epistemology (its theoretical underpin-
nings). As Gehart and Tuttle (2003) state,

One’s epistemology provides the “lens” through which one inter-
prets the theories one integrates. For example, a “therapeutic let-
ter” will be viewed and utilized quite differently depending on
one’s epistemology. A modernist therapist would view a therapeu-
tic letter as a vehicle for expressing emotion to reduce distress and
symptoms, whereas a systemic therapist might view the letter as a
form of positive or negative feedback, and a postmodernist would
view the letter as a means of creating space for alternative descrip-
tions and voices. Therefore the same intervention has very differ-
ent uses depending on one’s epistemological assumptions. (p. 160)

ADLER

According to Alfred Adler, all behavior is purposive and interactive.
Both individuals and social systems are holistic, and individuals seek
significance by the manner of their behavior in social systems. The basic
social system is the family, and it is from the family that individuals
learn how to belong and interact. Problems, or dysfunctions, in families
result from discouragement or a lack of acceptance within the family.
The treatment process stresses education to promote growth and
change. The therapist addresses the interactions within the family sys-
tem and changes the interpersonal system. Family dynamics (Walsh &
McGraw, 1996) include a wide variety of concepts related to the inter-
play of structural and functional components in a family system. They
include the following:

• Power: The lines of movement through which the family and each
of its members strive toward goals. Mechanisms in the family
through which power is channeled include decision making, ma-
nipulation, and negotiation.

• Boundaries and intimacy: The degree of physical and emotional
closeness and inclusion or exclusion among family members.

• Coalitions: Two or more people joined together for mutual sup-
port or to oppose one or more other individuals. These arrange-
ments may take the form of open alliances or hidden collusions.

• Roles: Reciprocal characteristic patterns of social behavior that
members of a social system expect from one another.

Theories of Family Therapy • 19

RT3602_C002.qxd  12/13/04  2:07 PM  Page 19



• Rules: Implicit or explicit guidelines that determine what behav-
ior is acceptable or not acceptable in a family. Rules are related to
a family value system and may vary with different roles in the fam-
ily. Natural or logical consequences provide corrective feedback.

• Complementarity and differences: Dissimilar roles in a family that
may be integrated by a process of cooperative reciprocity. Individual
differences among members of a system can lead to an interaction
of theses and antitheses, and ultimately result in a new synthesis.

• Similarities: Qualities of a family, including a shared vocabulary
and a common perception of experience, that enhance family co-
hesiveness and identity.

• Myths: A family’s subjective representational model of reality.
Rules and roles in a family arise from the family’s myths.

• Patterns of communication: Verbal and nonverbal communica-
tions that form the basis of interactions in a family. Faulty com-
munication due to double messages, withholding information, or
overgeneralizing can lead to misunderstandings and problems in
the system (pp. 104—105).

Goals

The general goal of Adlerian family therapy is to promote changes in
both individuals and the family as a whole. The specific goals differ with
each family; however, the basic ones are as follows:

• To promote a new understanding and insight about purposes,
goals, and behavior

• To enhance skills and knowledge in areas such as communication,
problem solving, and conflict resolution

• To increase social interest and positive connections with others
• To encourage the commitment to ongoing growth and change

According to Sherman and Dinkmeyer (1987), the goals of family
therapy may be attained by changes at several levels:

• In perceptions, beliefs, values, and goals
• In play, structure, and organization
• In social interest, feelings, and participation
• In skills and behavior
• In the use of power
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Treatment Process

The treatment process of Adlerian family therapy is organized into four
phases. In the first phase, the therapist gains access to the family and
uses joining and structuring to set the stage for the remainder of the
therapeutic process. The second phase is devoted to assessment. In this
phase, information is gathered, and tentative hypotheses about the fam-
ily dynamics are formulated. During the third phase, the family gains an
increased understanding of their problems, develops their awareness,
and commits to reorientation. In the fourth phase, the changes achieved
in therapy are solidified, and the therapist begins to disengage from the
family system and develop a process of relapse prevention.

Techniques

According to Grunwald and McAbee (1985), the key techniques of
Adlerian therapy are as follows:

• Family constellation: Information is obtained about the birth
order of all family members; siblings; the relationships to and be-
tween parents; the family climate; additional parental models;
physical, academic, sexual/gender, and social development in
childhood; and life meanings during childhood. The role of the
adult is often formed by his or her birth order and the influence of
the personalities of siblings and parents.

• Early recollections: Each family member is asked to share eight
memories from early childhood. The description of these memo-
ries is analyzed according to theme and developmental maturity.
Often family members construct memories, but they are still help-
ful in identifying the unconscious psychological goals of the per-
son and the ideal self.

• Typical day: Parents or other family members are asked to detail
events in a complete typical day.

• Encouragement: Techniques are used that convey respect and
equality, and that support understanding, having faith in family
members, asking for help, using logical consequences, honesty, the
right to make decisions, setting goals, the right to give encourage-
ment, consistency, and the use of encouraging words.

• Paradoxical intention: A therapist assigns the presenting problem
or symptom as a homework assignment.
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• Use of family council: Family meetings are held on a regular basis
in which all family members participate in the discussion of issues
so that each person’s views are taken into consideration when
making decisions.

• Use of logical or natural consequences: Parents are taught how to
use natural consequences with their children without arguing or
criticizing them. For example, a child who is late for dinner may
not eat until the next meal.

• Confrontation: The therapist points out mistaken personal logic.

Additional techniques are intended to promote improved communi-
cation. All family members are requested to adhere to communication
guidelines:

• Speak for yourself and do not suggest what others may think or
feel.

• Do not scapegoat or blame.
• Listen and be empathetic.
• Continue to build improved communication in the family

(Dinkmeyer & Dinkmeyer, 1991).

Further Resources

Bitter, J., Carlson, J., & Kjos, D. (1999). Family therapy with the experts: Adlerian family ther-
apy [Video]. Boston: Allyn & Bacon.

Bitter, J., Roberts, A., & Sonstegard, M. A. (2002). Alderian family therapy. In J. Carlson & D.
Kjos, Theories and strategies of family therapy Boston: Allyn & Bacon.

Carlson, J. (2003). Brief integrative Adlerian couples therapy [Video]. Microtraining, 25
Burdette Ave., Framingham, MA 01702.

Carlson, J., & Dinkmeyer, D. (2003). Time for a better marriage. Atascadero, CA: Impact
Publishers.

Carlson, J., & Kjos, D. (1998). Psychotherapy with the experts: Adlerian therapy [Video].
Boston: Allyn & Bacon.

Carlson, J., & Slavik, S. (Eds.). (1997). Techniques of Adlerian psychology. Washington, DC:
Taylor & Francis.

Dinkmeyer, D., McKay, G. D., & Dinkmeyer, D., Jr. (2002). STEP: Parents’ handbook. Circle
Pines, MN: American Guidance Service.

Sherman, R., & Dinkmeyer, D. (1987). Systems of family therapy: An Adlerian integration. New
York: Brunner/Mazel.

BOWEN/INTERGENERATIONAL

Bowen and his followers see the family as an emotionally interdependent
unit.A change in one part of the family system will evoke changes in other
parts and in the family as a whole. Behavioral patterns are created over
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time and are frequently repeated for several generations. Each family
exerts pressure (that is, homeostasis) on others to force the conformity of
each member’s behavior. The family creates the emotional climate and
behaviors that members will duplicate outside the family setting.

Goals

In the Bowenian model, therapists have treatment goals for themselves
that are crucial to the family’s attainment of their therapy goals. Accord-
ing to Kerr and Bowen (1988), the primary goals are (a) to reduce the
anxiety of the family, allowing family members to improve their ability
to function independently and to reduce their symptomatic behaviors,
and (b) to increase each family member’s basic level of differentiation,
enabling each person to respond more effectively to emotionally intense
situations. Symptom reduction and decreased anxiety can occur rela-
tively quickly in treatment. Making improvements in the basic level of
differentiation is a long-term process that can take many years. The
main goal, however, is to assist one or more members of the family to
move to a greater level of self-differentiation.

Treatment Process

If the therapist is able to refrain from being triangulated, or being emo-
tionally involved with the family, and the family is able to interact in an
atmosphere of low anxiety and reactivity, Bowen believed that progress
would occur. Bowen’s theory contains two main variables: the degree of
anxiety and the degree of self-integration. Most organisms can adapt to
acute anxiety of a short duration; however, chronic anxiety over long
periods of time can lead to a differentiation of self and to physical ill-
ness, emotional symptoms, or social delinquency. This anxiety is also
infectious and can spread to other members of the family. People can
seem normal at one level of anxiety, but they will become ill or abnor-
mal at more intense levels. The therapist may work with a marital cou-
ple, the entire family, or just one individual from the family. The
configuration of individuals seen by the therapist may change as treat-
ment progresses. According to Bowen (1985), progress in therapy de-
pends on the therapist’s ability to relate meaningfully to the family
without becoming emotionally entangled (p. 312).

Bowen listed the five main functions of the therapist in the family
treatment process as follows:

• Define and clarify the relationship between spouses (that is, de-
velop and use a genogram, which is a diagram representing at least
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three generations of a family that is used to organize information
and provide a means for tracking progress during therapy).

• Keep one’s self detriangled, or emotionally neutral, from the
family.

• Teach the functioning of emotional systems using the tenets of
the model.

• Demonstrate differentiation by managing one’s self during the
course of therapy.

• Resolve cutoffs (Papero, 1991, p. 61).

Techniques

• Talk to the therapist, not to each other: This is done to keep emo-
tional reactivity and anxiety in the sessions low.

• Person-to-person relationship: The therapist establishes a rela-
tionship with each person that allows him or her to share personal
thoughts and feelings directly with the therapist while his or her
partner and/or other family members observe. In this way, the
spouses begin to develop a person-to-person relationship in their
marriage, rather than creating an emotional divorce. Each person
learns to focus on self, rather than talking or gossiping about a
third person.

• Asking frequent factual questions: This technique serves to focus
on thinking and intellectual processes. The thinking of family
members is externalized so that members of the family system can
hear one another’s perspectives.

• Emotional neutrality: The therapist remains emotionally neutral
and avoids taking sides, thus remaining detriangled from the fam-
ily. The therapist also maintains neutrality in the sessions through
the use of modeling, nonverbal behavior, and the appropriate use
of humor (Bowen, 1985).

• Genograms: A genogram is a diagram representing the process
and structure of at least three generations of a family. Genograms
are used to organize family information and provide a means for
tracking a family’s progress in therapy.

• Detriangling: This refers to the process of remaining objective in
response to the family. The therapist must be able to share his or
her own thoughts and feelings without becoming offensive or put-
ting anyone’s views down. The therapist must also remain calm in
response to reactions by other family members.
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Further Resources

Guerin, K., & Guerin, P. (2002). Bowenian family therapy. In J. Carlson & D. Kjos, Theories
and strategies of family therapy. Boston: Allyn & Bacon.

Guernin, P., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Bowenian therapy
[Video]. Boston: Allyn & Bacon.

Guerin, P. J., Fogarty, T. F., Fay, L. F., & Kautto, J. G. (1996). Working with relationship trian-
gles: The one-two-three of psychotherapy. New York: Guilford.

Kerr, M. E., & Bowen, M. (1988). Family evaluation: An approach based on Bowen theory. New
York: W. W. Norton.

McGolderick, M., Gerson, R., & Shellenberger, S. (1999). Genograms: Assessment and inter-
vention. New York: Norton.

Papero, D. V. (1991). Bowen family systems theory. Boston: Allyn & Bacon.

SATIR/COMMUNICATION

The hallmark of Virginia Satir’s work is increasing the self-esteem of in-
dividuals in a family in order to change the interpersonal system. She
found a direct correlation between self-esteem and communication,
with low self-esteem being associated with poor communication. In her
work, the family is viewed as a holistic system. Roles have a major effect
on the effectiveness of family functioning by influencing rules, commu-
nication processes, and responses to stress. When family members be-
come aware of what they are experiencing in the present, they can grow,
both as individuals and as a family.

Goals

Satir’s therapeutical goal is increased maturity. Her main aim is to in-
tegrate the growth of each family member with the integrity and health
of the family as a whole. Specifically, the objective is (a) to assist the
family to gain hope, creating ideas of what the future can be like; (b) to
strengthen the coping process and family members’ coping skills; (c) to
make it clear to all that individuals can make choices and take respon-
sibility for the outcomes of those choices; and (d) to promote good
health in the individuals and in the family (Satir & Baldwin, 1983).
Specifically, Satir focuses on releasing and redirecting blocked energy
by facilitating the development of increased self-esteem, improved
communication skills, and more tolerant rules. The outcome of family
therapy in general terms was stated quite clearly by Satir (1983) as
follows:
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Treatment is completed:

• When family members can complete transactions, check and ask
for feedback

• When they can correctly interpret hostility
• When they can see how others see them
• When one member can tell another how he/she manifests

him/herself
• When one member can tell another what he/she hopes, fears, and

expects from him/her
• When family members can disagree
• When they can make choices
• When they can learn through practice
• When they can free themselves from harmful effects of past

models
• When they can give a clear message—that is, be congruent in their

behavior with a minimum of difference between feelings and
communication and with a minimum of hidden messages (p. 176)

Treatment Process

The treatment process is consistent with the treatment goals in that the
family must undergo a process of facilitating effective communication
and building self-esteem in a rational context. Satir and Bitter (1991)
indicated that as therapy becomes more successful, the anxiety levels de-
crease significantly, and the family learns how to see change as an ex-
pected part of family life. The five stages of treatment are as follows:

• Establish trust with the family. Develop an assessment and treat-
ment plan early to gain the confidence of the family. Satir referred
to this as making contact.

• Develop awareness through experience. The therapist helps the
family develop new awareness about their functioning by asking
specific questions or by using specific techniques. This Satir called
chaos.

• Create new understandings in family members through a new or
increased awareness of their family dynamics.

• Have family members express and apply these new understand-
ings through different behaviors during the session.

• Have family members use the new behaviors outside the thera-
peutic environment, what Satir referred to as integration.
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Techniques

This approach is known for its many creative techniques. Some of the
best known are as follows:

• Family-life fact chronology: A holistic family history is made, ex-
tending from the birth of the oldest grandparents to the present.

• Family maps: Visual representations similar to genograms are cre-
ated of the family structure over three generations. In Satir’s use of
this technique, three family maps are drawn: the mother’s family
of origin, the father’s family of origin, and the current family.

• Ropes: Ropes representing relationships with other family mem-
bers are tied to the waists of each member until each has as many
ropes as there are family members. The other ends of the ropes are
tied to each of the other family members. All the family members
become aware of how they are connected and how tension is cre-
ated in the ropes. Often entanglements occur. This provides a con-
crete representation of the family dynamics.

• Metaphor: A word used to represent an idea and the idea itself are
discussed by analogy. For example, Satir would use the word “pod”
as a metaphor for a person’s self-esteem and then ask how full a
person’s pod was at a given time.

• Touch: Satir used touch with family members, shaking hands with
each person at the beginning of therapy. However, she was careful
not to violate the boundaries of individuals, because some people
consider touch to be a violation.

• Sculpture: A family member is asked to describe his or her rela-
tionship to one or more family members using bodily positions
and gestures to represent degrees of closeness and communication
patterns. When movement is added, the family sculpture becomes
a stress ballet. All entities that affect the family dynamics, includ-
ing pets, extended family, and friends, are symbolically brought
into the sculpture through the use of role-playing and fantasy.

• Drama: Family members are asked to act out a scene in the life of
the family or an individual. These reenactments of significant
events in the family history again provide an opportunity for a
new perspective and for more insight.

• Family reconstruction: Similar to drama, family reconstruction
involves the reenactment of events from the family history based
on information derived from the family-life fact chronology or the
family maps.
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• Reframing: The therapist creates a shift in the perceptions of fam-
ily members. He or she decreases the threat of blame by accentu-
ating the ideas of puzzlement and good intentions.

• Humor: Humor can be used to promote contact between the ther-
apist and the family, as well as among family members. It can mit-
igate intensity, clarify exaggerated dynamics, and encourage
movement in a way that decreases defensive action. Satir would use
a light touch of humor to keep a relaxed atmosphere for learning.

• Verbalizing presuppositions: The therapist overtly states presup-
positions evident in a family’s behavior. For example, Satir would
verbalize the hope and expectation for change a family manifests
by virtue of their involvement in therapy.

• Denominalization: This involves obtaining specific behavioral
descriptions for words such as “love” and “respect,” and discover-
ing exactly what must be done for someone to perceive that he or
she is receiving love and respect. The clarified answer is often re-
lated to the individual’s primary sensory-base representational
system (that is, visual, auditory, or kinesthetic).

• Anchoring: This refers to a learned association between a stimu-
lus and a response or between one response and another. This
technique serves to bring feelings to the level of interpersonal
physical experience.

• Multiple family therapy: Numerous unrelated families are
brought together for joint family sessions.

• Communication stances: Satir would ask family members to par-
ticipate in an exercise in which each person takes a certain stance
to represent a personality: placater, blamer, computer, distracter,
and congruent person. Family members share feelings associated
with using various stances and with responding as recipients to
stances. In this way, family members increase their awareness of
effective communication and learn how to become congruent.

• “I” statements: Satir would encourage family members to own
their feelings. Often people use passive forms such as “it is confus-
ing.” Satir would model the active form, “I am confused,” in fam-
ily therapy and develop exercises in which family members would
practice using such “I” statements.

Further Resources

McLendon, J., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Satir therapy
(video). Boston: Allyn & Bacon.

McLendon, J. A., & Davis, B. (2002). The Satir system. In J. Carlson & D. Kjos, Theories and
strategies of family therapy. Boston: Allyn and Bacon.
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Satir, V. (1972). Peoplemaking. Palo Alto, CA: Science & Behavior Books.
Satir, V., Baxmen, J., Gerber, J., & Gomori, M. (1991). The Satir model: Family therapy and be-

yond. Palo Alto, CA: Science & Behavior Books.
Satir, V. M. (1983). Conjoint family therapy (3rd ed.). Palo Alto, CA: Science & Behavior

Books.
Satir, V. M. (1988). The new peoplemaking. Palo Alto, CA: Science & Behavior Books.
Satir, V. M., & Baldwin, M. (1983). Satir: Step by step. Palo Alto, CA: Science & Behavior

Books.

EXPERIENTIAL

Carl Whitaker used an atheoretical and practical approach to families.
He emphasized experiencing and expressing emotions in the here and
now, promoting natural growth in families, and recognizing the strug-
gle between autonomy and interpersonal belonging within the family
group. Using a metaphor, Whitaker and Bumberry (1988) compared
symbolic—experiential family therapy to telephone lines, water pipes,
and gas mains of a city—the infrastructure. The impulses and symbols
that flow through the infrastructure affect the surface life of the city in
a pervasive way. By participating in symbolic—experiential family ther-
apy sessions, family members become comfortable with their impulses
and can integrate them into everyday life. In these sessions, the therapist
will need to focus on the discussion of these impulses and symbols, and
the family will need to make decisions about how they will live. Life in-
volves decision and struggle, and the therapist cannot make these deci-
sions for the clients: They will need to do it themselves.

Goals

The goals of family therapy are to simultaneously increase each family
member’s perception of belonging to the family and his or her freedom
to be a separate individual (Whitaker & Keith, 1981). To accomplish this
overall goal of increased belonging and individuation, therapists at-
tempt to do the following:

• Expand the symptoms, escalating interpersonal stress
• Develop a sense of family nationalism
• Improve relationships with past generations of the extended

family
• Increase contact with the community and its members, in partic-

ular the ethnic and culture group
• Understand expectations regarding the family and family bound-

aries
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• Increase the separation between generations
• Encourage the family and its members to learn to play
• Provide a model of a continuous joining, separating, and rejoining
• Confront the myth of individuality
• Encourage family members to be themselves

Treatment Process

Because creativity is emphasized, therapy sessions are unpredictable.
Often the relationship between parents is one of the primary targets of
the work. Whitaker and Bumberry (1988) maintained that men are
raised to relate to objects, such as cars, computers, and activities, not to
intimacy and close relationships as women are. The therapists show that
relationships are bilateral. Each person can change the relationship by
what is done and said. By withdrawing and assuming that a relationship
is only unilateral, the spouse sentences the relationship to deterioration.
By involvement and hard work, relationships can improve.

Techniques

Some of the major techniques are as follows:

• Joining: The therapist makes contact with each family member,
beginning with the most distant, typically the father. If the thera-
pist forms a relationship with the father, the family usually stays in
therapy.

• Homework: The only assignment is to refrain from discussing
therapy and relationships between sessions and to stop being ther-
apists to one another.

• Use of self: One of the main techniques of symbolic—experiential
therapy is the therapists’“use of self,” in which the therapists share
their own personal stories with the family. However, therapists
should never betray themselves by getting lost in the family’s
problems.

• Additional techniques: According to Thomas (1992), the follow-
ing techniques are often used:
• Redefining symptoms as attempts to grow
• Encouraging family members to talk about fantasy alternatives

(such as how one spouse might kill the other)
• Converting an intrapersonal problem to interpersonal stress by

the use of fantasy (such as asking what the other family mem-
bers might do if one family member committed suicide; the

30 • Family Therapy Techniques

RT3602_C002.qxd  12/13/04  2:07 PM  Page 30



therapist initiates the fantasy and asks the suicide-prone indi-
vidual to complete it)

• Increasing and exaggerating the pain of a family member
• Playing with children in the interview
• Uusing feelings to confront people (such as telling parents to

“bug off” when they interrupt the play between the therapist
and one of the children)

• Sharing spontaneous, primary process suggestions as they arise
(having people talk to rather than about each other)

• Playing with family roles (encouraging family members to re-
verse roles)

• Seeing love and hate not as opposites but as linked feelings
(pp. 1226—227)

Further Resources

Napier, A., & Whitaker, C. A. (1978). The family crucible. New York: Harper & Row.
Napier, G. (1998). Family therapy with the experts: Experiential therapy. Boston: Allyn &

Bacon.
Simon, R. (1985). Take it or leave it: An interview with Carl Whitaker. The Family Therapy

Networker, 9(5), 27—37, 70—75.
Snow, K. (2002). Experiential family therapy. In J. Carlson & D. Kjos, Theories and strategies

of family therapy. Boston: Allyn & Bacon.
Whitaker, C. A., & Bumberry, W. M. (1988). Dancing with the family: A symbolic-experiential

approach. New York: Brunner/Mazel.

MILAN

The Milan group became fascinated by Bateson’s (1972) concept of cy-
bernetic circularity (the idea that the family system was constantly
evolving). They developed an interview method of circular questioning
to scan for differences and to tap the pattern of circularity used by each
family. The therapist would remain neutral in an effort to assess the
map or belief system of the family. When families appeared stuck, it was
because of epistemological errors, or outdated belief systems. The ther-
apist’s goals were to develop a hypothesis from the data obtained in the
interview and provide the families with new ideas that would allow
them to change their belief systems.

This systemic school of family therapy takes its name from the cy-
bernetic systems theory on which Bateson based his work. The infor-
mation theory and the theory of games of which Bateson often wrote
are important in this approach. Accordingly, human beings in recipro-
cal interactions through time are becoming each other; on viewing the
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river, one is the river. People are neither good nor evil. The family is al-
ways changing its members, who remain connected with one another,
influencing one another continuously over time.

The Milan group would be considered the purest application of
Bateson’s systems work in that every technique or practice represents a
particular application of his systemic theory. Presenting problems are
recognized as serving a function in the family system. Patterns of inter-
action are passed on through generations; therefore, the history of the
family is important in cognitive processes. Ideas, beliefs, perceptions,
and fantasies are addressed, along with behaviors.

Goals

Change is seen as a random, discontinuous process, and therapists have
no way to predict the creative, alternative ways families will find to
evolve. By changing the thinking patterns and cognitive maps, it’s pos-
sible to stimulate the family to find its own way of solving its problems.
An overriding goal for the therapy team is to have the family discover,
interrupt, and eventually change the rules of their game. The family
may create a solution to its problem that is different from the therapist’s
goal. The parental couple is encouraged to regain the skills that will en-
hance its leadership.

Treatment Process

During treatment, the therapist must remain neutral. Frequently, the
therapeutic process involves more than one therapist. The Milan system
treatment process uses extended breaks between sessions, often one
month or more, to allow prescriptions to affect the family fully.

Techniques

The strategies and techniques need to be used to gain deeper under-
standing:

• Telephone chart: This is an assessment tool developed by the
Milan group. Information is obtained from the family over the
telephone before they make an appointment. During this inter-
view, the Milan group talks with the family member requesting
treatment for at least 15 to 30 minutes. This is done to obtain in-
formation necessary to generate a hypothesis before the therapy
team meets with the family and to decide whom the family should
invite to the first session.

32 • Family Therapy Techniques

RT3602_C002.qxd  12/13/04  2:07 PM  Page 32



• Circular questioning: The role that the symptom is playing and
has played in the family system is assessed using circular questions
asking each family member to comment on or speculate about
other family members’ beliefs, feelings, and behavior. The thera-
pist uses circular questions to learn the reactions of family mem-
bers and determine their perceptions of the problem.

• Hypothesizing: A hypothesis is an educated assessment of a fam-
ily’s thinking patterns and myths that are holding it back.
Hypothesizing is a process whereby the therapy team speculates,
in advance of the family session, about what might be responsible
for causing the family’s problems. The therapists therefore come
to each session prepared with hypotheses to be tested. This pre-
vents the family from imposing its faulty problem definition on
the therapy session and thereby preventing solutions.

• Positive connotations: The attribution of positive motives for an
individual’s or a family’s symptomatic behavior patterns is critical
to success in the Milan model. (Different terms used to describe a
similar process in other models include reframing, noble ascrip-
tion, and positive attribution.)

• Prescriptions: Prescriptions are paradoxical interventions
whereby the family or certain family members are directed to per-
form the symptomatic behavior, thereby demonstrating that the
symptom is under voluntary control. If the directive is resisted, the
family gives up the troubling symptom.

• Split-team intervention: This is a type of prescription whereby
the family is told that the therapy team has different opinions or
ideas regarding a particular family dynamic. This process allows
the family game to be uncovered, gives the therapist in the session
leverage, and allows the family to find its own resolution.

• Ritual and ceremony: These are prescription methods whereby
family members put into action a series of behaviors designed to
alter the family game. The therapists spell out the specifics of the
prescription in minute detail. This is the type of prescription that
directs the family members to change their behavior under certain
circumstances. Thus, the therapist hopes to change the cognitive
map, or meaning of the behavior.

• Counterparadox: This technique is used to instill a therapeutic
double bind in a family system to undo a preexisting family double
bind message. For example, a common counterparadox is to in-
form the family that even though the therapists are change agents,
they do not want to alter what seems to be a workable homeostatic
balance in the family and consequently prescribe no change for the
time being (Selvini-Palazzoli, Boscolo, Cecchin, & Prada, 1978).
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Further Resources

Bateson, G. (1972). Steps to an ecology of mind. New York: E. P. Dutton.
Boscolo, L., Cecchin, G., Hoffman, L., & Penn, P. (1987). Milan systemic family therapy:
Conversations in theory and practice. New York: Basic Books.
Prata, G. (1990). A systemic harpoon into family games: Preventive interventions. New York:
Brunner Routledge.
Selvini-Palazzoli, M., Boscolo, L., Cecchin, G. F., & Prada, G. (1978). Paradox and coun-
terparadox: A new model and therapy of the family in schizophrenic transaction. New York:
Aronson.
Selvini-Palazzoli, M., Cirillo, S., Selvini, M., & Sorrention, A. M. (1989). Family games:
General models of psychotic processes in the family. New York: W. W. Norton.
Simon, R. (1987, September/October). Good-bye paradox, hello invariant prescription:
An interview with Mara Selvini-Palazzoli. The Family Therapy Networker, 17—33.

CONSTRUCTIVIST/NARRATIVE

This model of family therapy, based on constructivism, examines how
individuals can reauthor their lives in a way that externalizes the concern
that brought them to therapy. Therapists assist families to create new
stories by asking them to explain unique outcomes (that is, situations in
which the family has been successful and attained its goals or found
solutions). The process of developing new stories creates a sense of per-
sonal urgency for family members that enables them to better manage
future struggles. This therapeutic process also promotes an appreciation
of the subjective nature of human histories. Constructivist family ther-
apy contradicts the typically held position that the family system causes
the problem; instead, it believes that the problem promotes the forma-
tion of the family’s belief system (that is, the family system evolves
around it).

Goals

This approach is still in the process of being developed, but many theo-
rists, such as Anderson and Goolishian (1988), and White and Epston
(1990), use portions of this approach. The overall focus is to develop
new meanings or stories about our lives and our roles in life. Problems
are seen as the stories that people have agreed to tell themselves.
Constructivist/narrative therapists believe that stories of misery and
personal failure are not so much approximations of the truth as they are
life constructions made up of stories, metaphors, and the like (Gergen,
1991). Narrative therapists are less interested in objective claims and
more so in the social utility that the stories have in explaining one’s life.
The goal of constructivist therapy is to reconstruct new stories or de-
velop alternative stories in order to promote changes in behavior.

34 • Family Therapy Techniques

RT3602_C002.qxd  12/13/04  2:07 PM  Page 34



Treatment Process

The process of therapy can take the form of Anderson and Goolishian’s
(1988) model of seeing themselves as learners and conducting therapy
from a position of not knowing. This is not to say that the therapist
lacks knowledge or is without therapeutic skills, but rather he or she
does not begin with any preconceived ideas about what should change.
The family and the therapist work together to cocreate stories different
from those previously held. The therapy takes its shape from the emer-
gent qualities of the conversations it inspires. White and Epston (1990),
in contrast, have specific stories they want families to adopt. Such sto-
ries highlight the family’s past, present, and future, putting people and
the family, not the problems, in charge. White and Epston also use ex-
ternalization to help the family see themselves as separate from the
problems that brought them into treatment.

Techniques

The following are some of the major techniques and strategies:

• Externalizing: In this process, families achieve a nonpathological
view of the problem, one in which no one is to blame. The family
members are offered an empowering opportunity to develop a
new narrative that provides an alternative account of their lives.

• Deconstruction: This process unravels the history of the problem
that has shaped the family members’ lives.

• Reconstruction/reauthoring: This is the process by which a new
story is developed.

• Letters: Following therapy, letters are written to the family that
summarize the sessions, invite reluctant members to attend future
sessions, and address the future. This serves the purpose of ex-
tending conversations while encouraging family members to
record or map out their own futures.

• Unique outcomes: In this process, the family is asked to identify
exceptional events, actions, or thoughts that contradict their dom-
inant problem-saturated story and to develop alternative stories in
which the problem does not defeat them or even exist.

• Reflecting team: One or more times during the therapy session, a
group of other professionals (the reflecting team) who have been
observing the session speak to the family and therapist so that
they, in turn, may become observers of the process they have been
a part of. The team members talk about the family conversation
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they have just observed. This allows family members to shift
between an inner and outer dialogue process and develop new
perspectives on the same event, which often leads to a therapeutic
breakthrough.

• Questions: Many of the questions used by Michael White (1990)
are designed to elicit specific responses. They help people to real-
ize (a) they are separate from the problem, (b) they have power
over the problem, and (c) they are not who they thought they
were. The questions allows the family to reach empowering
conclusions.

Further Resources

Bubenzer, D. L, & West, J. D. (1993). Kenneth J. Gergen: Social construction, families, and
therapy. The Family Journal, 1(2), 177—187.

Bubenzer, D. L., West, J. D., & Boughner, S. R. (1994). Michael White and the narrative per-
spective in therapy. The Family Journal, 2(1), 71—83.

Freedman, J., & Combs, G. (1996). Narrative therapy: The social construction of preferred re-
ality. New York: Norton.

Maddigan, S., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Narrative ther-
apy [Video]. Boston: Allyn & Bacon.

Monk, G., Winslade, J., Crockett, K., & Epston, D. (Eds.). (1997). Narrative therapy in prac-
tice: The archaeology of hope. San Francisco: Jossey—Bass.

O’Hanlon, B. (1994, November/December). The third wave. The Family Therapy Networker,
19—29.

West, J., & Bubenzer, D. (2002). Narrative family therapy. In J. Carlson & D. Kjos, Theories and
strategies of family therapy. Boston: Allyn & Bacon.

West, J. D., Bubenzer, D. L., McQuistion, R. R., & Cox, J. A. (1995). Harlene Anderson: A con-
versation on language systems in therapy and training. The Family Journal, 3(2), 164—175.

Wylie, M. S. (1994, November/December). Panning for gold. The Family Therapy Networker,
40—48.

SOLUTION-FOCUSED

The philosophy behind the solution-focused model is based on the idea
that change is constant and inevitable. The emphasis in therapy is on
what is possible and changeable, rather than what is impossible. This
model focuses on taking small steps to initiate change, and as the
process progresses, changes occur. According to this model, deShazer
(1985), for example, states that the solutions people are using are the
problem, not the presenting problems themselves. Therefore, the focus
is on solutions and competencies, rather than on problems. In this
model, meanings are negotiable. The goal of therapy, therefore, is to
choose meanings that will lead to change.
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Goals

The goals of this type of brief therapy are to alter the worldview of the
family in subtle ways and to change family members’ behavior so that a
solution to the problem evolves and the problem is resolved. The pri-
mary goal is addressing the family’s presenting concern. The formation
of a family’s goals is a crucial component of the solution-focused model
and begins in the first session. The goals should be specific, measurable,
attainable, and challenging.

Treatment Process

The general treatment process allows for variation and still follows a
fairly structured course. In the initial session, introductions are made, a
structure is imposed, and a statement of the complaint is elicited; then
specific information is collected from each family member. A discussion
ensues about what goes on when the family is not experiencing the
problems described in their complaint. Once the therapist gains suffi-
cient background information, he or she may use “the miracle ques-
tion,” which asks the family how things would be different if a miracle
occurred and the problem were solved. This encourages the family to
think about change. Next the therapist develops compliments and tasks,
which prepare the family to be responsive to homework tasks.

Techniques

The following strategies and techniques are used:

• Deconstructing: This refers to creating a doubt in the family’s
frame of reference regarding the complaint, which creates a need
and an expectation for change, making the consideration of new
behaviors possible.

• Clue: A clue is an intervention that mirrors the behavioral re-
sponses of the family. If the family operates using double binds or
paradoxes, then an intervention would be a counterparadox. If the
family behaves in a straightforward manner and takes direction
well, the prescription of a task to be completed would constitute
the clue.

• Confusion: Each family member is asked in detail about family
differences, especially as they relate to goals in therapy, and the
therapist admits confusion without reaching any resolution of the
differences.
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• Past successes: The therapist compliments the client on particu-
lar past successes but does not directly link these to the resolution
of the present problem.

• Skeleton keys: These formal interventions or stock prescriptions
can be used with many different types of problems:
• Write/read/burn: On odd-numbered days of the month, the

client is to spend 1 hour writing about all the bad and good
times that he or she experienced with the ex-spouse, for exam-
ple. On even days of the month, the client spends 1 hour read-
ing what has been written and then burns it.

• Structured fight: To decide the order of a fight, toss a coin. The
winner complains for 10 straight minutes. Then the other per-
son gets a turn for 10 minutes. Ten minutes of silence are main-
tained before the coin is tossed for a second round.

• Do something different: The therapist directs the client to do
something different related to the specific problem between the
current session and the next session (agree not to mention the
problem; when you are angry, smile).

• Overcoming the urge: Clients who are tempted to eat too much
or to return to drinking alcohol or taking drugs are directed by
the therapist to observe whatever they are doing when they
overcome the desire to indulge.

• Intervention before the initial session: Clients are asked to pay
attention to whatever is occurring in their lives—in marriage,
family, or relationships—that they would like to have continue
so that they can describe it in detail at the initial session
(deShazer, 1985).

• Miracle question: Ask the family how things would be different if
a miracle occurred and the problem were solved. This question
encourages the family to think about change and exactly what
would happen if it occurred.

• Scaling: The therapist has the family provide numerical ratings re-
garding the state of affairs in the family. On a scale from 1 to 10,
with 1 being as bad as it could be and 10 being as good as it could
be, where do they rate the situation now? Ongoing scaling in ses-
sions presupposes change and provides feedback on differences
among family members.

Further Resources

Berg, I. K., & Miller, S. (1992). Working with the problem drinker: A solution-focused approach.
New York: W. W. Norton.

Berg, I. K., & Steiner, T. (2003). Children’s solution work. New York: Norton.
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Bubenzer, D. L., & West, J. D. (1993). William Hudson O’Hanlon: On seeking possibilities and
solutions in therapy. The Family Journal, 1(4), 365—379.

DeJong, P., & Berg, I. K. (2000). Interviewing for solutions (2nd ed.). Pacific Grove, CA: Brooks
Cole.

deShazer, S. (1982). Patterns of brief family therapy: An ecosystemic approach. New York:
Guilford Press.

deShazer, S. (1985). Keys to solutions in brief therapy. New York: W. W. Norton.
deShazer, S. (1988). Clues: Investigating solutions in brief therapy. New York: W. W. Norton.
deShazer, S. (1991). Putting differences to work. New York: W. W. Norton.
deShazer, S. (1994). Words were originally magic. New York: W. W. Norton.
Miller, S., & Berg, I. K. (1995). The miracle method. New York: W. W. Norton.
O’Hanlon, B., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Solution-oriented

therapy [Video]. Boston: Allyn & Bacon.
O’Hanlon, S., & O’Hanlon, B. (2002). Solution-oriented therapy with families. In J. Carlson

& D. Kjos, Theories and strategies of family therapy. Boston: Allyn & Bacon.

STRATEGIC

The strategic family therapy model is based on the idea that families are
rule-governed systems and can be understood best in this context.
Furthermore, the presenting problem serves a function in the family
that must be recognized. Symptoms are system-maintained and system-
maintaining, and destructive ongoing cycles of interaction prevent the
family or couple from achieving its basic purposes. Developmental
stages in the family life cycle warrant consideration because halted de-
velopment can lead to problems later. In strategic family therapy, the
focus is on the present; an insight into the cause of the problem is less
important than effecting a change in behavior or functioning.

Goals

Naturally, the goal of treatment is to solve the family’s presenting prob-
lem, but the problem is defined as a sequence of behaviors among family
members within a social context. It is the therapist’s responsibility to plan
interventions that resolve the problem within the social context of the
clients.A secondary goal of treatment is to help the family members move
to the next phase of the family life cycle, as well as their own individual life
cycles. For example, the stage of a young adult’s leaving home can be a
particularly difficult one for him or her and for the rest of the family.

Treatment Process

The therapeutic process is practical, brief, and conducted by the thera-
pist. The objective is to interrupt behavioral sequences to promote goal
attainment. According to Haley (1987), therapy has five stages:
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• Social stage: The therapist talks to each person, asking his or her
name and obtaining a response, similar to a hostess or a host en-
couraging guests to feel comfortable. The therapist looks at the
seating arrangement the family has chosen, mentally drawing ten-
tative hypotheses, and matches the mood of the family to vocal
tone and gestures.

• Problem stage: The therapist asks formal questions about the
problem.

• Interaction stage: The therapist asks family members to talk with
one another about the problem and observes who talks to whom,
who remains silent, and who interrupts whom, but he or she does
not share any tentative hypotheses with the family.

• Goal-setting stage: The therapist finds out what changes are ex-
pected by family members as a result of therapy, specifying these
in clear behavioral terms.

• Task-setting stage: The therapist gives the family a directive. This
may be practiced in the session, but it is more often a homework
assignment to be completed between sessions. An appointment
for the next session is set during this stage, and the therapist spec-
ifies which family members are to return.

Problem-solving therapy follows these stages until the presenting
problem and any other problems are resolved.

Techniques

Several of the important techniques are as follows:

• Directives: In strategic therapy, the predominant technique is the
use of directives, also occasionally called prescriptions. Directives
are orders the therapist gives, either directly or indirectly, hoping
for either compliance or its opposite, rebellion. The goal is to help
people change their behavior, thereby changing their subjective
reality. Directives serve three basic functions in therapy: (a) to
promote a behavior change and new subjective experiences for
family members, (b) to intensify the therapist–client relationship
through the use of tasks, and (c) to gather useful information
about the family by noting the family’s responses to the directives.

• Paradoxical directives: The therapist assigns tasks in which suc-
cess is based on the family defying instructions or following them
to an extreme point and ultimately recoiling, thus producing
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change. Typically, these tasks are assigned when the therapist has
reason to believe the family will resist straightforward directives.

• Reframing: This is also referred to as relabeling, positive interpre-
tation, positive connotation, and reattribution. In this interven-
tion, the therapist offers a different view of the presenting problem
that enables the family members to think and behave differently
within the next context.

• Prescribing the symptom: In this paradoxical intervention, the
client is directed to perform the symptomatic behavior.

• Pretend techniques: These are paradoxical interventions in which
the clients are directed to pretend to be experiencing the problem
behavior. For example, a father who fears having a heart attack is
told to pretend he is having one during the therapy session.
Because the behavior is the result of pretending, it may be classi-
fied as voluntary and unreal.

• Restraining changes: In these paradoxical interventions, the ther-
apist attempts to discourage the family from moving too fast. He
or she may even deny the possibility of change.

• Ordeals: The therapist issues a directive that tells the client to do
something that is more severe than having the symptoms of the
problematic behavior. Typically, the directive refers to something
that is good for the person. For example, a woman who feels anx-
ious is required to exercise for several minutes.

• Metaphor for tasks: These are directives that involve activities or
conversations that symbolically relate to the presenting problem
and thereby indirectly facilitate change.

• Devil’s pact: This is a task to which the family must commit be-
fore the therapist discloses it. The family is advised that the task is
extremely demanding, and therefore the family must decide
whether or not they really want to resolve their problems.

Further Resources

Carlson, J. (2002). Strategic family therapy. In J. Carlson & D. Kjos, Theories and strategies of
family therapy. Boston: Allyn & Bacon.

Coyne, J., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Strategic therapy
[Video]. Boston: Allyn & Bacon.

Haley, J. (1963). Strategies of psychotherapy. New York: Grune & Stratton.
Haley, J. (1973). Uncommon therapy: The psychiatric techniques of Milton H. Erickson, M.D.

New York: W. W. Norton.
Haley, J. (1984). Ordeal therapy: Unusual ways to change behavior. San Francisco: Jossey—Bass.
Haley, J. (1987). Problem solving therapy (2nd ed.). San Francisco: Jossey—Bass.
Haley, J., & Richeport—Haley, M. (2004). The art of strategic therapy. New York: Brunner

Routledge.
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Madanes, C. (1981). Strategic family therapy. San Francisco: Jossey—Bass.
Madanes, C. (1984). Behind the one-way mirror: Advances in the practice of strategic therapy.

San Francisco: Jossey—Bass.
Simon, R. (1986, September/October). Behind the one-way kaleidoscope. The Family

Therapy Networker, 19—29, 64—67.
West, J. D., & Bubenzer, D. L. (1993). Cloe Madanes: Reflections on family therapy. The

Family Journal, 1(1), 98—106.

STRUCTURAL

Structural family therapy focuses attention on the present and the fu-
ture. According to this theory, the history of the family is manifest in the
present, and therefore it is accessible through interventions in the here
and now. Humans are viewed as social creatures and must be viewed
holistically within the context of their social systems. Environmental fac-
tors are given priority over hereditary factors. The reciprocal nature of
systemic causality (that is, the situation whereby an individual’s behavior
influences and is influenced by his or her social system) is acknowledged.

An emphasis is also placed on process over content. The family struc-
ture is seen as being composed of sets of family transactions. Trans-
actions determine how family members relate; they can be verbal or
nonverbal, known or unknown. Transactions also regulate behavior in
two ways: (a) a power hierarchy exists that dictates authority and
decision making in a family, and (b) mutual expectations formed by
negotiations over time are determined and fulfilled by individuals in
a family.

The components of the family structure that exist to carry out vari-
ous family tasks are called subsystems. Subsystems can be formed on the
basis of generation, interest, or a specific family function. It is possible
for family members to belong to several subsystems at the same time.
The most important subsystems are the adult, parental, and sibling sub-
systems. Subsystem boundaries are constructed by a set of rules that de-
fine who participates in the subsystem and how individuals participate.
The nature of the boundaries has a significant effect on the functioning
of the subsystem as well as the entire family unit. The three types of
boundaries lie on a continuum: (a) rigid boundaries, (b) clear bound-
aries, and (c) diffuse boundaries.

The rules of the family provide the structure by which operations can
occur that meet the needs of the family as a whole. Substructures within
the family system interact according to the rules that serve as bound-
aries between the subsystems. Internal and external stressors necessitate
an adaptation of the family structure to maintain homeostasis. In addi-
tion, the developmental process creates a predictable stressor for most
family systems.
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Goals

The overriding goal of structural family therapy is to solve problems in
the family and to change the underlying systemic structure. By bringing
about changes in the structure of the family, one can solve the present-
ing problems. Structural family therapy emphasizes action over insight.
In particular, action occurs in the session. By restructuring family trans-
actions directly in the session, one effects change in the family structure,
and through homework assignments, families continue to change
through action.

Treatment Process

Minuchin (1974) saw treatment as a structural change that modifies the
family’s functioning so it can better perform necessary tasks. Once the
therapist has initiated change, new processes will be maintained by the
family’s self-regulating mechanisms. Because the family is a dynamic
system in continual movement, the steps in the therapeutic process may
overlap and recycle. The typical steps in the treatment process of struc-
tural family therapy are as follows:

1.) Joining and accommodating: The therapist adjusts to the com-
munication style and perceptions of family members to join with
the system. The goal in this stage is to establish an effective thera-
peutic relationship with the family.

2.) Structural diagnosis: This refers to the continuous process of ob-
servation, hypothesis testing, and reformulation relevant to the
family’s structure and transactions. The goal in this stage is to
provide a framework of information relevant to the problem in
the family system, which is amenable to structural intervention.

3.) Restructuring: The therapist uses therapeutic interventions that
bring about change through a modification in the family struc-
ture. The goal in this stage is the development of a family structure
capable of appropriately dealing with future stressful situations.

Techniques

The following are some of the strategies and techniques:

• Joining: The primary goal of joining or accommodating tech-
niques is to establish an effective therapeutic relationship. This in-
volves acting out the predominant mood of the family. To
accomplish this end, three restructuring functions occur:
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• Maintenance: Supporting specific behaviors and verbalizations
to increase the strength and independence of individual subsys-
tems and alliances

• Tracking: Using clarification, amplification, and approval of
family communication to reinforce individuals and subsystems

• Mimesis: Adopting the family’s communication style and con-
forming to its affective range (for example, if the family fre-
quently uses expletives, the therapist adopts this mode of
speaking)

• Restructuring: This is a process of changing the structure of the
family. It can be accomplished through enactments, delineating
the boundaries, unbalancing (by forming a coalition with some
family members against another family member), and comple-
mentarity. Walsh and McGraw (1996) listed the following as re-
structuring techniques used by Minuchin:
• Enactment: Having family members recreate an interaction.

The interaction may be relatively innocuous or may relate di-
rectly to the presenting problem. Enactments are used to diag-
nose family structure, increase intensity, and restructure family
systems.

• Actualizing family transactional patterns: Stimulating natura-
listic family interactions so the therapist can observe the typical
transaction. This may be achieved by directing the family to
have a conversation or by the therapist refusing to answer a
question.

• Marking boundaries: Strengthening diffuse boundaries and in-
creasing the permeability of rigid boundaries to enhance
healthy subsystem interaction. This can be accomplished by
helping the family members to set new rules, renegotiate old
rules, and establish specific functions for each subsystem.

• Escalating stress: Heightening tension in a family to force
members to accept restructuring. This can be achieved by en-
couraging conflict when it occurs, joining alliances against other
family members, and blocking dysfunctional transactional pat-
terns that serve to decrease stress in a system.

• Assigning tasks: Assigning specific tasks for individuals or sub-
systems to be accomplished in the session and at home.

• Utilizing symptoms: Altering the function that a symptom
serves in the family system by encouraging, deemphasizing, or
relabeling the symptom. This might also remove the secondary
gain that may be inherent in the symptomatology.
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• Paradoxical injunction: Imposing a directive that places the
client in a therapeutic double bind that promotes change, re-
gardless of client compliance with the directive. This technique
is typically used when resistance to the directive is anticipated.

• Manipulate mood in the family: Modeling an exaggerated re-
flection of a frequently manifested mood in the family. For ex-
ample, if yelling is frequently used in the family, to create a
volatile mood the therapist may yell even louder.

• Support, education, and guidance: Providing direct instruction
to the family to behave differently.

• Reframing: In reframing, a positive connotation is given to a neg-
ative behavior. For example, a mother may yell at her son to do his
homework. The yelling on the part of the mother is reframed as
concern about her son. Reframing is an important interpersonal
skill; it shows that every behavior has advantages and disadvan-
tages. By accepting the behavior, the person will often decrease the
behavior.

• Relabeling: If blaming is typical of a family in treatment, an ad-
jective that is positive in connotation is substituted for an adjec-
tive that is negative in connotation. For example, if the wife
screams at the husband that he is controlling, the therapist relabels
by saying the husband is overburdened.

• The family lunch: Minuchin, Roseman, and Baker (1978) devel-
oped a technique for working with anorexic families in which the
therapist actually eats with the family and enacts the parents at-
tempting to force the anorectic person to eat.

Further Resources

Aponte, H. J. (1994). Bread and spirit: Therapy with the new poor: Diversity of race, culture and
values. New York: Norton.

Aponte, H., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Structural family
therapy [Video]. Boston: Allyn & Bacon.

Aponte, H. J., & DiCesare, E. J. (2002). Structural family therapy. In J. Carlson & D. Kjos,
Theories and strategies of family therapy. Boston: Allyn & Bacon.

Minuchin, S. (1974). Families and family therapy. Cambridge, MA: Harvard University Press.
Minuchin, S., & Fishman, C. H. (1981). Family therapy techniques. Cambridge, MA: Harvard

University Press.
Minuchin, S., & Nichols, M. P. (1993). Family healing. New York: Free Press.
Minuchin, S., Roseman, B., & Baker, L. (1978). Psychosomatic families: Anorexia nervosa in

context. Cambridge, MA: Harvard University Press.
Simon, R. (1984). Stranger in a strange land: An interview with Salvador Minuchin. The

Family Therapy Networker, 8(6), 21—31, 66—68.
West, J. D., & Bubenzer, D. L. (1993). Salvador Minuchin: Practitioner and theoretician. The

Family Journal, 1(3), 277—282.
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BEHAVIORAL AND COGNITIVE-BEHAVIORAL

Behavioral and cognitive—behavioral family therapists believe that fami-
lies and couples are influenced solely by their environments. Behavioral
patterns are learned, so therefore dysfunctional behaviors can be re-
placed by more adaptive ones. In marriage and family therapy, therapists
and the family can specify behavioral goals, assess present patterns, and
develop new patterns. Cognitive—behavioral therapists have gone be-
yond a focus on just observable actions to include the words people say
to themselves and others. They have developed specific techniques for
confronting irrational ideas espoused by family members.

Behavioral and cognitive—behavioral approaches are also linear. They
address the thoughts and behaviors of individuals who pursue goals in
logical ways. The family is not viewed as a separate system with proper-
ties of its own (Thomas, 1992, p. 312).

Goals

The goals of cognitive—behavioral therapy are as follows:

• Assess present patterns and teach families how to assess behavioral
interactions and/or thoughts.

• Teach new adaptive patterns such as communication skills, prob-
lem resolution, competencies, behavioral exchange, contracting,
negotiation of rules and roles, and management of conflict.

• Weaken or decrease maladaptive behavior.
• Create and maintain reinforcement patterns that create a collabo-

rative reciprocity.

Treatment Process

The therapeutic process involves a clear analysis and assessment of the
family’s functioning. The cognitive—behavioral therapist uses assess-
ment before initiating therapy, during the initial session, throughout
the therapy process, at termination, and often in follow-up many
months after therapy is terminated. The therapist functions as an edu-
cator and role model to teach the family how to assess their own rela-
tionships, implement the strategies of behavioral/cognitive change, and
to use their own resources to strengthen their relationships. This is es-
sentially a teacher and learner model.
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Techniques

Some of the major techniques are as follows:

• Completing inventories and presenting ground rules: This tech-
nique is used at the beginning as well as throughout the treatment
process. An assessment is made of the treatment expectations as
well as what is going on in the present relationship. The develop-
mental history is of a secondary nature and is only of interest as it
affects the present.

• Caring days: Here each spouse is asked to describe the exact be-
havior his or her partner should show in order for the spouse to
know his or her partner cares. For example, each spouse is required
to clearly state, “I feel loved when you. . . . ” The rules stipulate that
the requested behaviors be small and exhibited at least daily. The
behaviors also must not have been the cause of recent conflicts, are
not chores, are positive, and are specific (Stuart, 1980).

• Communication skills training: Behavioral and cognitive-
behavioral therapists teach couples to listen, to make constructive
requests using “I” statements, to give positive feedback compli-
menting a spouse on a particular positive behavior immediately
after it occurs, and to use clarification and questions to discuss
nonverbal and verbal behaviors.

• Contracting: Using a win–win approach, families are encouraged
to negotiate a holistic contract. Each family member is required to
make requests of the others for specific positive behaviors. Other
family members rephrase the request and ask for clarification of
meaning. After reaching a consensus, they record their request in
contract form and sign it.

• Decision-making skills: Each person identifies those areas where
they exercise power and those areas where they ideally would like
to exercise power. The family then negotiates who will control what
area, under what conditions, and in what situations. Families may
use a “powergram,” a strategy that asks family members to discuss
those areas that each member controls alone, those that each con-
trols after consulting others, and those that are controlled equally.

• Conflict management skills: Here discussions are confined to the
present, rather than expanding to related incidents or issues from
the past. The stages of conflict include trigger, reflex, fatigue, com-
mitment, reconsolidation, and rapprochement.
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• Maintenance of therapeutic outcome: This process includes the
following components:
• Explaining the rationale for each intervention and the principles

of relationship change
• Modeling techniques during the therapy that the clients them-

selves can apply in their relationship in the future
• Teaching family members how to assess interaction and change

the relationships so that they can continue these processes after
termination

• Helping families to anticipate predictable relapses
• Identifying support in the environment by encouraging the

family to spend 1 hour a month assessing the family relation-
ship, rewarding one another for the gains that have been made,
and making new requests for additional desirable behaviors

• Equipping the family with reminders of ways the family has suc-
cessfully handled problems in the past, such as a written sum-
mary of the interventions used and the changes made by each
person after the completion of an experiential “what-if” exercise

• Cognitive restructuring: Family members are encouraged to be-
come observers of their own interpretations of family events and
to develop skills to test the validity of these interpretations
through collecting and processing data (Epstein, Schlesinger, &
Dryden, 1988).

Further Resources

Beck, A. T. (1988). Love is never enough. New York: Harper & Row.
Epstein, N., Schlesinger, S. E., & Dryden, W. (Eds.). (1988). Cognitive-behavioral therapy with

families. New York: Brunner/Mazel.
Freeman, A. (Ed.). (1983). Cognitive therapy with couples and groups. New York: Plenum.
Stuart, R. (1980). Helping couples change: A social learning approach to marital therapy. New

York: Guilford Press.
Stuart, R., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Behavioral family

therapy [Video]. Boston: Allyn & Bacon.
Stuart, R. (2002). Integrative therapy for couples. In J. Carlson & D. Kjos, Theories and strate-

gies of family therapy. Boston: Allyn & Bacon.

OBJECT RELATIONS

The essence of object—relations theory is quite simple: We relate to peo-
ple in the present partly on the basis of expectations formed by an ear-
lier experience. This theory is based on Freudian theory and the later
work of theorists such as Kohut, Mahier, Fairbairn, and Winnicott. The
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theory conceptualizes current relationship difficulties as originating in
early parent—child interactions. This model attempts to bridge intrapsy-
chic and interpersonal approaches by using object—relations concepts
such as individual development, projection, and ego identity within a
relations context. The general goal of this model is to provide a thera-
peutic environment in which the family can understand and resolve un-
conscious issues that are problematic to current family functioning.

Goals

The goal of object—relations family therapy is to make the clients con-
scious of the unconscious patterns established in the family of origin.
This is done through interpreting patterns of transference and counter-
transference, which leads to an increased awareness and an elimination
of blocks.

Treatment Process

Stages of object—relations therapy involve:

• Establishment of a therapeutic contract
• Development of therapeutic alliance
• Working through defenses and resistances; family members’ ob-

ject relations from the family of origin are played out and talked
about, leading to an increased understanding of any interlocking
pathologies

• Termination issues dealing with loss and separation

Techniques

Object—relations therapists are a diverse group that shares the idea that
internal images derived from significant relationships in the past pro-
duce faulty, unsatisfying, or distorted dealings with people in the pres-
ent. This approach is characterized by four basic techniques:

• Listening: The therapist resists the pressure to do something and
maintains an analytic neutrality, which promotes an atmosphere
of listening and understanding. No demands are placed on the
family to change.

• Empathy: The analyst works very hard at understanding the world
from the family’s point of view.
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• Interpretation: Interpretations are used to clarify hidden and
confusing aspects of experience.

• Maintaining analytical neutrality: The therapist suspends in-
volvement with the outcome and maintains an atmosphere of an-
alytic exploration.

Further Resources

Erdman, P., & Caffery, T. (2003). Attachment and family systems: Conceptual, empirical and
therapeutic relatedness. New York: Brunner Routledge.

Framo, J. (1992). Family of origin therapy: An intergenerational approach. New York:
Brunner/Mazel.

Scharff, D. E., & Scharff, J. S. (1987). Object relations family therapy. Northvale, NJ: Jason
Aronson.

Scharff, J., Carlson, J., & Kjos, D. (1998). Family therapy with the experts: Object relations ther-
apy [Video]. Boston: Allyn & Bacon.

Scharff, J. S., & Scharff, D. E. (2002). Object relations therapy. In J. Carlson & D. Kjos, Theories
and strategies of family therapy. Boston: Allyn & Bacon.

Slipp, S. (1984). Object relations: A dynamic bridge between individual and family treatment.
New York: Jason Aronson.

Slipp, S. (1988). The technique and practice of object relations family therapy. Northvale, NJ:
Jason Aronson.

SUMMARY

This chapter has presented the main traditional approaches to family
therapy. Each was presented in terms of a brief description of approach,
goals, therapeutic process, and techniques. Readers can refer to this
overview to develop a general intervention plan before developing a
more tailored plan. The remaining chapters of the book describe the
process of tailoring therapy plans to meet individual family needs.
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53

3
INTEGRATIVE TREATMENT

WITH COUPLES AND FAMILIES

THE BASIS FOR TREATMENT EFFICACY

In each treatment session, the therapist is confronted with a barrage of
information: verbal and nonverbal behavior, intrapsychic and interper-
sonal processes, transactional patterns, attitudes, and more. The multi-
tude of processes that occur in the individual, the subsystem, the family,
and the therapeutic system are so complex and multidimensional that
no one could possibly attend to all or even most of them. Neither is it
possible for any therapist to reflect on all these perceptions, to perfectly
formulate them, and to decide on the best possible intervention plan
and strategies. Therefore, the therapist limits his or her observations, re-
flections, and interventions to a reasonable and manageable number of
variables and selectively decides on which processes, patterns of behav-
ior, and structure to focus. These decisions are often determined by the
therapist’s own life history, personality, philosophy, and professional
training. Many possible paths are available.

An important aspect of professional training is the theory or theories
of family therapy that the therapist espouses. These theories serve to or-
ganize clinical information, concepts, and experiences in a way that lim-
its reality to a limited number of concepts and processes that then allows
plausible effect and goal–means–results thinking and conclusions to be
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made (Textor, 1988; Gehart & Tuttle, 2003). In short, the adopted theo-
ries greatly influence what the therapist perceives, formulates, and re-
ports or describes, and then he or she intervenes. Thus, because of this
selectivity factor, each theory of family therapy is necessarily limited and
one-sided. Because no theory can explain and predict all the behavioral
patterns and intrapsychic and interpersonal processes a therapist may
observe, similarly no theory or approach is suited for the treatment of all
behavioral, intrapsychic, and interpersonal problems.

Most introductory family therapy texts detail various theories,
schools, and approaches to family therapy, some of which were high-
lighted in chapter 2. Some of these approaches have engendered con-
siderable support, but the loyalty of supporters tends to be based more
on evangelical fervor than scientific rigor. Historically, the early devel-
opment of each individual therapy approach seems to have gone
through an evangelical phase in which the new approach is viewed as
transcending the mistakes of previous therapy systems and seeming to
possess unlimited therapeutic potential. Proselytizing about the new
approach to converts actually begins with workshops, publications, in-
dependent training institutes, and then university training programs.
Psychoanalysis went through such an era between 1900 and 1930,
whereas the mid-1950s to the early 1970s were the evangelical years of
behavior therapy.

INTEGRATION

Since 1970 we have witnessed evangelical fervor in the field of couples
and family therapy. Too often the proponents of the psychoanalytic, sys-
tems, and behavioral family therapy models have espoused purism and
denounced attempts toward eclecticism and integration. Haley (1987)
was one of the strongest opponents of integration. He believed that
those who espouse integration are essentially unable and unwilling to
understand the unique nature of family therapy. Thankfully, this evan-
gelical era in family therapy has passed, and the expectation that family
therapists must adhere to a particular model of family therapy is less-
ening. More and more therapists are concluding that no single theory
or set of interventions can be applied to all cases. The shifting thera-
peutic scene and the increasing number of nontraditional families pre-
senting for therapy have hastened this conclusion. The question now is,
how can the insights of different theories and approaches be combined
and systematically integrated to yield a more comprehensive and useful
theory to guide therapeutic work with today’s family?
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The past decade has been replete with published accounts of ingen-
ious and successful efforts at integrating the concepts and techniques of
the traditional models of family therapy. However, these efforts at inte-
gration are often hampered by conceptual and terminological confusion.
The following section attempts to clarify such concepts and terminology.

The term integration is similar to, but still different from, the related
concepts of eclecticism, tailoring, and matching. Eclecticism refers to a
philosophy of treatment in which the clinician selects concepts and
treatment methods from a variety of theoretical sources. This approach
also contains an element of pragmatism. In other words, eclectic clini-
cians practice the way they do because they have found that such an ap-
proach works. Integration refers to a treatment philosophy in which the
clinician incorporates and combines discrete parts of theories and treat-
ment processes. The purpose of theory integration is the construction
of a more useful model that maximizes the therapist’s understanding
and ability to intervene effectively in changing a specific family system
(Norcross & Goldfried, 2003).

Integrators are eclectics, but not all eclectics are integrators. Both
eclectic and integrative positions are basically clinician-centered, which
is to say that the clinician develops a particular way of personalizing ther-
apeutic concepts and techniques to meet his or her own needs for thera-
peutic effectiveness, intellectual syntheses, or whatever is necessary. In
contrast, tailoring refers to the philosophy of basing treatment decisions
on what is best for the client or system. Gordon Paul’s (1987) classic for-
mulation describes the focus of tailoring: “What treatment, by whom, is
the most effective for this individual or couple with that specific problem
and under which set of circumstances?”(p. 111). Essentially, tailoring is
basically a client or couple-centered orientation to treatment planning
and intervention. Furthermore, tailoring can be distinguished from
matching. Technically, matching means assigning a client, whether a cou-
ple or family, to a specific clinician or treatment modality most likely to
increase therapeutic efficacy. Tailoring means specifically adapting treat-
ment methods to client needs once matching has occurred. Nevertheless,
the two terms are often used interchangeably.

Another way of thinking about integration is in terms of the
“process” of integration—how integration takes places—and the “con-
tent” of integration—what is being integrated (Case & Robinson, 1990).
The family therapy literature describes the content of integration in at
least four distinct ways: (a) combining individual and family therapy,
(b) developing a specific method of treatment that combines elements
from different family therapy schools, (c) creating metatheoretical
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models, and (d) matching family therapy models with family style or
level of functioning.

The process of integration can involve a number of strategies.
Colapinto (1984) described three such strategies: (a) the recipe book
approach, based on the belief that a particular problem dictates a par-
ticular method; (b) the spontaneous approach, based on the clinician’s
intuitive judgment about what might work best at a given time; and
(c) the model-building approach, whereby the clinician chooses a uni-
fying conceptual core as a central organizing principle supplemented by
specific techniques or ideas from other approaches.

In 1986, Norcross estimated that approximately 40% of psychother-
apists classify themselves as favoring an integrative orientation among
professional disciplines, 40% of counseling psychologists, 35% of clini-
cal psychologists in independent practice, 42% of behavioral therapists,
and 54% of clinical social workers. No data seem to be available to in-
dicate the percentage of family therapists who primarily identify them-
selves as operating from an integrative perspective.

Norcross found no differences, except for clinical experience, be-
tween those espousing an eclectic perspective and those adopting a
noneclectic perspective. Clinicians espousing integration tended to be
older and more experienced than their nonintegrative counterparts.
Robertson (1979) identified six factors that appear to facilitate the
adoption of an integrative viewpoint. The first is a lack of pressure in
training and professional environments to bend to a doctrinal position.
This includes the absence of charismatic figures to emulate. The second
factor is the length of clinical experience. As therapists gain experience
with a heterogeneous client population and a wide variety of problems,
they tend to reject a single theory or model approach. The third factor
involves the extent to which their practice of psychotherapy is perceived
as a career versus a vocation or job. Robertson believed that integrators
are more likely to represent the former position. The last three factors
are personality variables. Integrators have an obsessive/compulsive de-
sire to synthesize all the interventions in the therapeutic universe. They
have maverick temperaments, allowing them to move beyond their
therapeutic model of origin. Finally, integrators possess a skeptical atti-
tude toward the status quo.

According to Lebow (2003), most family therapy in the 21st century
is practiced with integrative methods. He found several strengths of in-
tegrative approaches: They are able to explain behavior in a more com-
prehensive fashion, provide greater treatment flexibility, apply to a
broader population base, match the treatment to the unique needs of
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the client, use the major benefits of the approaches, to be more objec-
tive in the selection of strategies for change, and to readily adopt new ef-
ficacious techniques. These strengths are very well suited, and the
challenges for the future in couples and family therapy include the fol-
lowing (Sexton, Weeks, & Robbins, 2003):

• Avoid the enticing comfort of simplicity—embrace the ambiguity
of complexity.

• Embrace the era of evidence and accountability.
• Rediscover the “relationship” in family and couples therapy.
• Identify and incorporate the common mechanics of successful

change.
• Expand evidence-based models of practice that are clinically re-

sponsive and systematic.
• Integrate diversity and culture into the call of theory, research, and

practice.
• Disseminate effective models into the world.

The shortcomings of the various family therapy approaches have
prompted the search for more comprehensive and integrative theories
of family therapy—the topic of this chapter. The next section will pres-
ent six of the models of integrative treatment that seem to address these
future challenges. The following chart highlights some of the major
theoretical influences of each of the six models:

Transtheoretical Psychoanalysis

Gestalt

Cognitive

Experiential

Existential

Behavioral

Person-Centered

Family Systems

Integrated Problem-Centered Family Systems

Therapy (IPCT) Behavioral

Psychodynamic

Gestalt

Self-Psychology

Sex Therapy

Biobehavioral
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Integrative Behavioral Behavioral

Couples Therapy (IBCT) Strategic

Person-Centered

Emotion-Focused

Emotionally Focused Experiential

Couples Therapy (EFCT) Humanistic

Gestalt

Family Systems

Person-Centered

Attachment Theory

Olsen’s Integrative Cognitive

Family Systems

Object Relations

Structural Family Therapy

Multigenerational Family Therapy

Snyder’s Pluralistic Structural Family Therapy

Cognitive Behavioral

Insight

Schema Therapy

Attachment Theory

Interpersonal Role Therapy

Developmental Theory

TRANSTHEORETICAL THERAPY

Most theories focus on why people do not change, rather than on how
people do change. They also do not provide models for how insights and
ideas from diverse therapies might be integrated into their approach to
change. The transtheoretical approach sets out to consciously construct
a model of therapy and change that draws from major theories.

Processes of Change

The following are the 10 processes of self-change that have received the
most empirical support to date (Prochaska & DiClemete, 2003):

• Consciousness raising
• Dramatic relief
• Self-reevaluation
• Environmental reevaluation
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• Self-liberation
• Social liberation
• Counterconditioning
• Stimulus control
• Reinforcement management
• Helping relationship

This is an eclectic set. Consciousness raising has roots in the psycho-
analytic tradition; dramatic relief or catharsis has roots in the Gestalt
tradition; self-reevaluation and environmental reevaluation have roots
in the cognitive and experiential traditions; self-liberation and social
liberation have roots in the existential tradition; counterconditioning,
stimulus control, and reinforcement management have roots in the be-
havioral tradition; and the helping relationship has roots in the person-
centered tradition.

Prochaska and his colleagues realized that most systems of psycho-
therapy use only two or three of these processes. They believed that to
be helpful an approach was needed that could use all 10 processes of
change.

Stages of Change

The appropriate use of change processes involves the stages of change
through which people progress (Prochaska & DiClemente, 1982).
Change unfolds over a series of six stages: precontemplation, contem-
plation, preparation, action, maintenance, and termination. Each stage
of the change process calls for different skills.

Levels of Change

The levels of change represent a hierarchical organization of five dis-
tinct but interrelated levels of psychological problems that can be ad-
dressed in psychotherapy. Although the therapist can isolate certain
symptoms and syndromes, they occur in the context of complicated, in-
terrelated levels of human functioning:

• Symptom–situational problems
• Maladaptive cognitions
• Current interpersonal conflicts
• Family–systems conflicts
• Intrapersonal conflicts

Integrative Treatment with Couples and Families • 59

RT3602_C003.qxd  12/13/04  2:08 PM  Page 59



Historically, systems of psychotherapy attribute psychological prob-
lems to one or two levels and intervene there. For example, behavior
therapists deal with symptom–situational problems, cognitive thera-
pists on maladaptive cognitions, family therapists on the systems level,
and analytic therapists on intrapersonal conflicts. It is important that
the client and therapist agree at what level of change they attribute the
problem to and are willing to work together.

Interventions

The types of interventions that are used depend on an accurate assess-
ment of the stages, the processes, and the levels of change. Specific in-
struments have been developed that can be used to assess each stage,
level, and process of change (Prochaska & DiClemente, 2003).

Among the stages of change, individuals apply change processes the
least during precontemplation. Precontemplators process less informa-
tion about their problems, spend less time and energy reevaluating
themselves, experience fewer emotional reactions to the negative as-
pects of their problems, are less open with significant others about their
problems, and do little to shift their attention or their environment in
the direction of overcoming their problems. In therapy, these clients are
labeled resistant.

Consciousness raising and dramatic relief help to increase awareness
and the emotional release that relates to problems. Clients in contem-
plation are most open to consciousness-raising interventions and bib-
liotherapy. As they become more aware of themselves and the nature of
their problems, they are willing to evaluate themselves both cognitively
and effectively. The evaluation is both of self and the impact on the en-
vironment.

Movement from precontemplation to contemplation and movement
through the contemplation stage involves the use of cognitive, affective,
and evaluative processes of change. To better prepare individuals for ac-
tion, changes are required in how they think and feel about their prob-
lem behaviors and how they value their problematic lifestyle.

In the preparation stage, clients are on the verge of taking action and
need to set goals and priorities. They often need to develop an action
plan for new behaviors and find that counterconditioning and stimulus
control are useful in reducing the problem behaviors. As action pro-
ceeds, the therapist works as a consultant or coach to help clients fine-
tune their life change. Supportive counseling can also be helpful as
times of change also produce uncertainty. Knowing that another person
cares helps to reduce some of the predictable stress of change.

60 • Family Therapy Techniques

RT3602_C003.qxd  12/13/04  2:08 PM  Page 60



Successful maintenance involves assessing the conditions under
which one is vulnerable to relapse to the previous ineffective behaviors.
Strategies to prevent relapse are then implemented:

As therapy progresses through the stages at the symptom/situa-
tional level, particular processes are applied at each stage. Therapy
can shift to a deeper level, if necessary and progress through the
stages by applying the particular processes relevant to each stage.
This shifting levels approach is one strategy for applying transthe-
oretical therapy. Another is the key level strategy, in which one par-
ticular level is assessed as relevant for a particular patient with a
particular problem. With this strategy, therapy focuses on only
one key level and progress involves movement through the stages
by applying appropriate processes at each stage. A third approach
is the maximum impact strategy, which involves impacting on all
the relevant levels at once, such as consciousness raising for the
situational, cognitive, interpersonal, family of origin, and intrap-
ersonal determinants of the problem. Interventions can be created
to affect clients at multiple levels of a problem to produce a max-
imum impact for change in a synergistic rather than sequential
fashion. (Prachaska & DiClemente, 2003)

The transtheoretical approach integrates processes of change from
leading theories of therapy. Effective interventions involve matching
change processes to the client’s current stage of change. Research is sup-
portive of using this approach with a wide population level, including
those who are not interested in change at this time.

INTEGRATIVE PROBLEM-CENTERED APPROACH

Integrative Problem-Centered Therapy (IPCT) is a psychotherapeutic
framework that integrates family, individual, and biological therapies
(Pinsof, 2003). This approach views therapy as human problem solv-
ing. People seek psychotherapy because they have one or more psy-
chosocial problems that they cannot resolve by themselves. Often by
the time they have sought treatment, they have made several unsuc-
cessful attempts at solving the problem on their own. The IPCT thera-
pist teaches patients new problem-solving skills in regard to the
particular class of problems for which they want help. The overall goal
is to teach them skills so that they will be empowered to solve future
problems on their own.
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IPCT is based on three central hypotheses (Pinsof, 2003):

• No single psychotherapy approach can treat the myriad problems
confronting contemporary therapists.

• Every psychotherapy has its domain of expertise—that is, certain
types of problems or patients respond best.

• Different approaches can be related to one another in a cost-effec-
tive fashion to reduce treatment failure.

This approach addresses the question, what do you do when your
approach does not work? The question may further be divided into
short- and long-term results. IPCT organizes treatment approaches se-
quentially so that the next one picks up the failures of the previous one.
Therapists are urged to begin treatment with the simplest, most direct,
and least expensive treatment strategies and then progress toward more
complex, indirect, and expensive models. Treatment concludes when
the presenting problems have been resolved.

Pinsof (2003) attributed the development of this approach to his
40-year journey of professional training and personal experience. He
integrated systems, behavioral, psychodynamic, Gestalt, self-psychol-
ogy, sex therapy, and biological therapy. The major theoretical con-
structs embody three core concepts: interactive constructivism, systems
theory, and differential causality.

Problem Focus

The presenting problem is the client’s definition for which he or she is
seeking help. Other issues that the therapist might believe need to be
worked on can be considered only if they are linked to the presenting
problem or an evolution of the presenting problem. The IPCT therapist
focuses on the other side of the presenting problem or the solution or
goal. Therapy occurs in episodes, with each being organized around a
different presenting problem or set of problems. This is viewed as sim-
ilar to the way people use medical care. Medical personnel are contacted
on a problem-by-problem basis.

The actual focus of IPCT is on the problem cycle, which consists of
two types of sequences. The first, the problem sequence, is the sequence
of events in which the presenting problem usually emerges or gets
worse. It involves three phases: the events that precede the problem, the
problem’s emergence, and the events that follow. The second type,
the alternative adaptive sequence, constitutes the adaptive alternative to
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the problem sequence. The goal of therapy is to replace the problem
sequence with the alternative adaptive sequence.

The patient system consists of all the people who are or may be in-
volved in maintaining the presenting problem. The patient system is
greater than the family, and each problem has a unique patient system.
Therapy is the interaction of the patient system with the therapy system.
The therapist system involves all the people who are providing therapy
to the patient system.

The last and most important problem-related concept is the problem
maintenance system (PMS). The PMS consists of all the factors or con-
straints within the patient system that prevent solving the problem
(Breunlin,1999). Pinsof (2003) formulates the PMS as consisting of six
levels:

• Social organization constraints (behavioral)
• Biological constraints (biobehavioral)
• Meaning: cognitive and emotional constraints (experiential)
• Family of origin constraints (transgenerational)
• Object relations constraints (psychodynamic)
• Narcissistic constraints (self-psychological)

Each presenting problem will have its own unique PMS. A major im-
plication of this concept is that clinical psychology and psychiatry’s at-
tempt to match treatments to disorders will never work (Pinsof, 2003).
It is not the superficial aspects of the presenting problem or symptom
that determine the requirements of treatment but the unique set of con-
straints in which the problem is embedded.

Intervention and Assessment

Assessment and intervention are viewed as inseparable and coexistent
in this model. It is impossible to know the nature of any particular prob-
lem maintenance structure before actually working on it. The PMS will
reveal itself through therapy, and even then one cannot ever know the
PMS completely. A diagnosis can never be definite, but it can be ade-
quate to make a meaningful change.

The IPCT therapist conducts assessments and interventions on vari-
ous modalities and approaches. The modalities are the direct interven-
tion contexts (i.e., family, couple, or individual) and the approaches are
the orientations (i.e., behavioral, biobehavioral, experiential, trans-
generational, psychodynamic, or self-psychological). Specifying which
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orientations and direct contexts to use at which point in therapy is one
of the most important aspects of IPCT.

INTEGRATIVE BEHAVIORAL COUPLES THERAPY (IBCT)

Integrative Behavioral Couples Therapy (IBCT) is a derivative of
Behavioral Couples Therapy and was developed by Andrew Christen-
son and Neil Jacobsen (Christensen, Jacobson, & Babcock, 1995; Jacob-
sen & Christensen, 1996; Doss, Jones, & Christensen, 2003; Dimidjian,
Martell, & Christensen, 2003). This approach was created to address
some of the criticisms of traditional behavior therapy: low commit-
ment, older age, emotional disengagement, traditional or conventional
outlook, and divergent goals. According to Jacobsen and Christensen
(1996), “these five factors relate to the partner’s capacity for accommo-
dation, compromise, and collaboration” (p. 10). Traditionally, behavior
therapy taught couples the skills needed for change. It was assumed
that, if couples used these skills, the loving behaviors created would cre-
ate loving feelings. This tended to work in specific situations but did not
always generalize to the overall feelings toward one another.

IBCT then created what is called emotional acceptance. This ap-
proach integrates the acceptance of one another with change strategies.
Change techniques are designed to remove a negative behavior or reduce
the frequency of negatives, such as criticism. Acceptance techniques are
designed to change the way one experiences negative behaviors and
emotions. This might involve teaching understanding and empathy.
When spouses are more accepting, their partners are often more willing
to change; when they change, their behavior becomes easier to accept.
This is not the same as resignation or surrender. These strategies are de-
signed to help both partners realize how they are caught in a mutual trap
brought about by their interaction patterns or individual histories or
both. IBCT realizes that many conflicts cannot be resolved and that the
best we can hope for is a mutual acceptance that we are different.

The IBCT approach is rooted in behavioral therapy but also contains
some of the tolerance interventions of strategic therapy and the em-
pathic joining of client-centered and emotionally focused therapies.
This approach focuses as much on the recipient of behavior as it does on
the agent of behavior. The relationship context can change as a result of
not only one partner’s altering the frequency or intensity of the behav-
ior but also from the other partner’s receiving the behavior differently.

The treatment goals of IBCT are to help each partner better under-
stand and accept the other as an individual, and to develop a collabora-
tion where each partner is willing to make the changes necessary to
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improve the quality and satisfaction of the relationship. These treat-
ment goals are guided by the formulation that occurs in the assessment
phase.

IBCT formulates each problem in three parts: a theme, a polarization
process, and a mutual trap. The theme is a brief summary of the main un-
derlying issue in the couple’s relationship. This can take many forms,
such as closeness/distance, rigid/flexible, and saving/spending. Themes
express the difference (not similarities) in the couple. The polarization
process occurs as one partner repeatedly attempts to change the other.
Couples feel hopeless and frustrated with this process, which is never re-
solved and leads to the mutual trap. Both feel stuck and unable to change.

Assessment

IBCT begins with a thorough assessment of the couple. This assessment
consists of an initial conjoint session, one session with each partner in-
dividually, and specific questionnaires. This phase of therapy is de-
signed to answer six questions:

1.) How distressed is this couple?
2.) How committed is this couple to continuing the relationship?
3.) What are the divisive issues?
4.) Why are these issues so sensitive for them?
5.) What are the relationship’s strengths that encourage them to keep

trying?
6.) What can treatment (couples therapy or other intervention) do to

help them?

Once the assessment is completed, a feedback session occurs. The
therapist describes the couple’s level of satisfaction, the couple’s formu-
lation (their problematic issues, how they deal with those issues, and
why those issues seem so difficult for them), their strengths, and finally
the process of therapy.

Therapist’s Role

The IBCT therapist operates in different roles depending on the context
of the therapy. Usually, however, the therapist is active and directive.
Sometimes the therapist may be a teacher or coach and help the couple
learn or improve existing skills. At other times, the therapist may need
to be a compassionate listener or the interpreter of the function the be-
havior is having on the relationship. The highest priority is to maintain
the focus on the couple’s formulation.
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Techniques

The techniques of IBCT fall into three categories: acceptance, tolerance,
and change. Two strategies can promote acceptance: namely empathic
joining and unified detachment. These strategies attempt to provide a
couple with a new experience of the present problem; these techniques
aim to help the partners turn their problems into vehicles for greater in-
timacy. In contrast, tolerance interventions allow partners to let go of
their efforts to change each other, without aspiring to the somewhat
greater goal of empathic joining and unified detachment. Tolerance is
promoted through pointing out the positive features of negative behav-
ior, practicing negative behavior in the therapy session, faking negative
behavior between sessions, and self-care (Jacobsen & Christensen,
1996). Finally, change techniques are used to directly promote change
in a partner’s behavior and consist largely of behavior exchange and
communication–problem-solving training.

EMOTIONALLY FOCUSED COUPLES
THERAPY (EFCT)

Emotionally Focused Couple Therapy (EFCT) is an integration of an
experiential/Gestalt approach with an interactional–family systems ap-
proach. It is also a constructivist approach in that it focuses on the on-
going construction of present experience and an attachment approach
in that it focuses on the nature of relationships. The approach was de-
veloped by Leslie Greenberg and Susan Johnson (1988). The theory is
essentially a synthesis of systemic and experiential approaches.

Key Principles

The key principles of EFCT can be summarized as follows (Johnson,
1996; Johnson & Denton, 2003; Greenberg & Johnson, 1988):

• A collaborative alliance offers the couple the security needed to
explore their relationship. The therapist serves as a process con-
sultant to the relationship.

• Emotion is primary in organizing attachment behaviors and de-
termining how self and other are experienced in intimate rela-
tionships.

• The attachment needs and desires of partners are essentially
healthy and adaptive. It is the way such needs are enacted in a con-
text or their perceived insecurity that creates problems.
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• Problems are maintained by the ways in which interactions are or-
ganized and by the dominant emotional experience of each part-
ner in the relationship.

• Change occurs not through insight into the past, catharsis, or ne-
gotiation, but through new emotional experience in the present
context of emotional—salient interactions.

• In couples therapy, the actual client is the relationship between
partners.

The Process of Change

The process of change has been organized into nine treatment steps.
The first four steps involve assessment and the deescalation of prob-
lematic interactional cycles. The middle three steps emphasize the cre-
ation of specific change events, where interactional positions shift and
new bonding events occur. The last two steps of therapy address the
consolidation of change and the integration of these changes in to the
everyday life of the couple (Johnson & Denton, 2003).

Stage One: Cycle Deescalation

1.) Identify the relational conflict issues between the partners.
2.) Identify the negative interaction cycle where these issues are

expressed.
3.) Access the unacknowledged emotions underlying the interac-

tional position each partner takes in this cycle.
4.) Reframe the problem in terms of the cycle, accompanying under-

lying emotions, and attachment needs.

Stage Two: Changing Interactional Positions

5.) Promote each partner’s identification with disowned attachment
needs and aspects of self. Such attachment needs may include the
need for reassurance and comfort. Aspects of self that are not
identified may include a sense of shame or unworthiness.

6.) Promote acceptance by each partner of the other partner’s expe-
rience.

7.) Facilitate the expression of needs and wants to restructure the in-
teraction based on new understandings, and create bonding
events.

Stage Three: Consolidation and Integration

8.) Facilitate the emergence of new solutions to old problems.
9.) Consolidate new positions and cycles of attachment behavior.
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Overview of Interventions

The first task is creating an alliance. The second task is to facilitate the
identification, expression, and restructuring of emotional responses.
The therapist focuses on the destructive emotions (i.e., anger or fear)
that play a central role in the couple’s cycle of negative interaction. In the
third task, the restructuring of interactions, the therapist begins by
tracking the negative cycle that constrains and narrows the partners’ re-
sponses to each other. The therapist uses structural–systemic techniques
such as reframing and coaching new relationship events. Problems are
reframed in terms of cycles and attachment needs and fears.

The timing and delivery of the interventions are as important as the
interventions themselves. The process of therapy evolves with the cou-
ple and therapist attuning to each other, as well as the therapist match-
ing interventions to each partner’s style (Johnson & Whiffen, 1999).

OLSEN’S INTEGRATIVE FAMILY THERAPY

David C. Olsen (1999) provided an integrative approach to couples and
family therapy based on seven family therapy theories. This is a treat-
ment-friendly approach that combines core concepts from different
kinds of therapy, including cognitive, family life cycle, interactional—
communications, multigenerational, object relations, problem solving,
and structural family therapy theories.

This approach is based upon three implicit assumptions. The first is
that assessment and intervention are intimately related, and that effec-
tive, integrative treatment requires an in-depth, integrative assessment.
The second is that an effective assessment is a sequential activity that be-
gins at the first level and only proceeds to the next level if there has not
been a sufficient resolution of the family’s problem at that level. The
third is that an in-depth, systemic assessment of each level will suggest
specific intervention goals and strategies for that level.

Although labeled as “integrative,” this approach appears to be more
about inclusion and incorporation than integration. It incorporates and
sequentially orders selected concepts from major family therapy theo-
ries, rather than transforming them into higher-order constructs as do
other integrative approaches. Nevertheless, this approach has consider-
able face validity for trainees trying to understand how specific theories
relate to one another. Furthermore, it offers clinicians a specific, easy-
to-follow protocol for structuring the process of treatment in the be-
ginning stage of therapy with couples and families.
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Integrative Assessment

In this approach, a couple or family’s problem is assessed from a broad,
multilevel perspective rather than a narrow, single theoretical perspec-
tive. Olsen argued that the core concepts of family therapy theories pro-
vide a clinically useful basis for a holistic and integrative assessment that
is conceptualized in terms of six levels of assessment. The first level in-
volves an assessment of the family’s capacity for problem solving, while
the second level involves an assessment of the family’s structure and in-
teractional issues. Assessment at level three involves cognitive issues,
level four involves family-of-origin issues, and level five looks at indi-
vidual development issues. The assessment of any family or couple be-
gins with the most basic level of functioning, problem solving, and then
proceeds to subsequent levels of assessment.

Problem-Solving Assessment

A basic assessment of presenting problems and concerns is conducted
in the initial interview. The inquiry results in a preliminary definition of
the problem that the couple accepts. This is followed by an assessment
of the couple’s or family’s capacity for problem solving. It involves as-
certaining the style by which they solve or attempt to solve problems to-
gether, and whether their impasse with the presenting problem is new
or long-standing. It may be that they have limited problem-solving
skills and need training in order to move forward.

Interactional Assessment

The next step is to assess their interactional cycles and their effect on
problem solving. Several aspects of their interactions are assessed, in-
cluding symmetrical and complementary interactional sequences, as
well as the degree of “fit” between family members and how these se-
quences disrupt or maintain homeostasis.

Structural Assessment

Because structural problems can also block problem-solving abilities,
the structure of the family is assessed next. These include the various
subsystems, that is, spousal, executive, and sibling, as well as the pres-
ence and extent of triangulation, alliances, and boundaries within and
between generations.
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Cognitive Assessment

Structural or interactional interventions may be adequate to produce
the necessary changes in a couple or family. But when a family or cou-
ple is locked in a relational pattern, it may be necessary to assess the un-
derlying beliefs that maintain the counterproductive pattern. This
assessment targets how these underlying beliefs distort interactions as
well as how the beliefs are mutually reinforcing.

Family-of-Origin Assessment

Belief systems frequently have their roots in family-of-origin material.
These beliefs emerge as individuals create their own family, particularly
amidst anxiety and ongoing stress. This assessment might include elic-
iting each partner’s internalized representations of significant parental
figures, unconscious factors in mate selection, and how conscious con-
tacts and expectations are formed between partners. The presence of
triangles, family rules, and the role each partner plays in their family of
origin is noted.

Individual Developmental Assessment

A final level of assessment endeavors to understand how individuals
have internalized family-of-origin issues. The focus centers on the de-
velopmental process of each marital partner, the extent of projective
identification, his or her personality style, and how each handles sepa-
ration, individuation, and identity formation.

Utilizing this integrative assessment approach, the clinician can as-
sess a couple or family on several levels. This sequential assessment ap-
proach should provide the clinician with a useful conceptual overview
of the issues to be addressed in couples or family therapy. It becomes the
foundation on which the clinician develops an integrative treatment
plan. Figure 3.1 illustrates this assessment approach.

INTEGRATIVE TREATMENT

In this integrative approach, an assessment provides a map that forms
the basis of the treatment plan. Thus, treatment planning starts at the
simplest, most basic level, that is, problem solving, and moves sequen-
tially through a number of treatment levels depending on how multi-
layered the couple or family’s problem is.

The initial step in developing a treatment plan is to focus, with the
family or couple, on problem-solving skills in reference to their
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presenting problems. Unlike an assessment that proceeds in a linear fash-
ion, treatment intervention proceeds through the levels in a circular
fashion. For example, as couples are able to isolate specific problematic
belief systems, they will move back to problem-solving skills as a way of
changing beliefs. Furthermore, as they engage in family-of-origin work,
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Figure 3.1 Model of integrative assessment
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they will move backward through the levels and not only increase their
understanding of how their core beliefs were formed in childhood, they
will revisit their problem-solving skills to find ways of changing beliefs
or communication patterns. In short, although an assessment is more
sequential, treatment is more circular. Treatment moves through vari-
ous levels but always returns to problem solving and improved com-
munication. Nevertheless, treatment need not cover all these levels,
because the family ultimately determines the extent and nature of
treatment. For some families, work at the problem-solving and struc-
tural levels may be sufficient, and treatment terminated. Other families
may need to go further.

As treatment concludes, the couple or family will have become more
aware of their interactional style, structure, and cognitive beliefs, and, if
they continue long enough, more awareness of their family-of-origin
material. Presumably, this awareness will be coupled with an increased
capacity for problem solving with increased creativity, so that they can
manage the normal developmental difficulties of life. Figure 3.2 depicts
this integrative treatment approach.

SNYDER’S PLURALISTIC APPROACH
TO COUPLES THERAPY

Couples therapists must treat a tremendous diversity of individuals and
relationship difficulties. Snyder (1999; Snyder & Schneider, 2003) de-
veloped a hierarchical model that structures interventions through an
informed pluralistic approach. Special attention is given to affective re-
construction or the interpretation of recurrent maladaptive relation-
ship patterns that have evolved from developmental processes.

A pluralistic model of couple’s therapy may be facilitated by viewing
the therapeutic tasks along a hierarchy reflecting the couple’s overall
level of functioning (see Figure 3.3). Couples enter treatment at differ-
ent stages of functioning and therefore will require different interven-
tions. They also move along the continuum of overall functioning
during the course of treatment, which necessitates interventions of in-
creased depth and emotional challenge. The therapeutic tasks of cou-
ples therapy are viewed as having six levels of intervention.

Snyder proposed a progression from the most fundamental inter-
ventions promoting a collaborative alliance to more challenging inter-
ventions that address the developmental sources of relationship
distress. The developmental origins of interpersonal themes and their
manifestation in a couple’s relationship are explored in a process
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referred to as affective reconstruction. This is similar to promoting in-
sight but emphasizes interpersonal schemas.

Young (1994) conceptualized early maladaptive schemas as enduring
themes initially developed in childhood that serve as a template for pro-
cessing interactions with one’s self and the environment. These early
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Figure 3.2 Model of integrative treatment
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maladaptive schemas are viewed as originating from dysfunctional ex-
periences with parents, siblings, and peers during the first few years of
life. Young described 15 common maladaptive schemas across four gen-
eral domains:

• Autonomy. With schemas addressing specific issues of depend-
ence, self-subjugation, vulnerability to harm, and fears of losing
self-control.
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Figure 3.3 A hierarchial model of implementing informed pluralism
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• Connectedness. With schemas regarding issues of emotional dep-
rivation, abandonment, mistrust, and social isolation.

• Worthiness. With schemas concerning specific issues of one’s own
defectiveness, social undesirability, incompetence, guilt, and shame.

• Expectations and limits. Including schemas concerning unrelent-
ing standards for self or, conversely, an exaggerated sense of enti-
tlement.

The therapist needs to help couples identify their core relationship
themes, link the themes to current conflicts, and then promote alternate
relationship behaviors.

According to Snyder (1994),

affective reconstruction strives to bring about critical changes in
how individuals view themselves, their partner, and their rela-
tionship. In examining recurrent maladaptive relationship
themes, both partners gain increased understanding of their own
emotional reactivity and exaggerated patterns of interacting that
contribute to their own unhappiness. Increases in partners’ self-
understanding can lead to diminished confusion and anxiety
about their own subjective relationship experiences. Moreover,
insight into developmental influences contributing to current
difficulties often facilitates an optimism regarding the potential
for self-change and restores hope for greater emotional fulfill-
ment in the relationship. (p. 357)

ADDITIONAL MODELS

Several other models use integration. Each has a comprehensive theory
and a research base to support its use. Among the more prominent are
the following:

• Functional family therapy (Alexander & Sexton, 2002; Sexton &
Alexander, 2003)

• Metaframeworks (Breunlin & MacKune—Karrer, 2002; Breunlin,
Schwartz, & MacKune—Karrer, 1997)

• Internal family systems (Schwartz, 1995; Mann & Schwartz, 2002)
• Multi-systemic (Sheidow, Henggeler, & Schoenwald, 2003)

CONCLUDING NOTES

How can the insights of different theories and approaches be combined
and systematically integrated to yield a comprehensive and useful guide
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for therapeutic work with families? In answer to this question, several
models and approaches to integration have been reviewed in this chap-
ter. This review suggests that individual theories or models of family
therapy are necessarily limited with regard to assessment, formulation,
and intervention (Mikesell, Lusterman, & McDaniels, 1995). Speci-
fically, the assessment process will, of necessity, be multidimensional
and comprehensive. Furthermore, matching and tailoring interventions
require a comprehensive, integrative assessment. This theme will be
continued in the following chapter on tailoring treatment.
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4
TAILORING TREATMENT FOR

COUPLES AND FAMILIES

MODELS AND PROTOCOLS FOR TAILORING
AND MATCHING

Tailoring treatment to the specific needs of the client has long been an
ideal. As early as 30 years ago, it was hoped that psychotherapy research
would focus on “what treatment, by whom, is most effective for this in-
dividual with that specific problem and under which set of circum-
stances” (Paul, 1967, p. 111). To date, some notable progress has taken
place in meeting Paul’s challenge, but we are just beginning to see the tip
of the tailoring iceberg, and there’s more to be seen.

What is tailored treatment and what does it have to do with families
and couples? Clinicians are asking this question in their quest to provide
more effective and cost-efficient treatment. Although tailoring, match-
ing treatment, and differential therapeutics, are prominent in the prac-
tice of individual psychotherapy, the same cannot yet be said about
couples or family therapy. This chapter will briefly sketch the emerging
trend of tailoring treatment in both individual and marital–family ther-
apy. The first section distinguishes tailoring from similar phenomena
and delineates some of the resistance to the tailoring trend. The second
and main section describes several perspectives on tailoring treatment.
The third section describes an assessment and treatment-planning pro-
tocol as the basis for tailoring treatment.
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TAILORING TERMINOLOGY AND RESISTANCE

As mentioned in the last chapter, tailoring is similar to but still different
from the related concept of matching. Worthington (1992) used a sar-
torial analogy to make the distinction. Matching is choosing an appro-
priate suit from the rack, whereas tailoring involves custom-fitting the
suit to the individual. In other words, in matching, a couple or family is
“assigned” to a specific treatment approach based on important client
variables. Tailoring involves modifying that treatment approach to “fit”
the couple or family so they are most likely to benefit from the treat-
ment. Matching typically precedes tailoring and is accomplished early
in the course of treatment, usually during or after the initial evaluation.
Tailoring, in contrast, occurs throughout the course of treatment. In
some clinics and group practices, matching is often done in case
staffing, when cases are assigned to therapists; in private practice, it may
involve referral to another therapist. Tailoring usually involves the flex-
ible use of therapeutic strategies and tactics after a particular therapeu-
tic approach has been chosen.

Tailoring has three goals. The first is to enhance the therapeutic rela-
tionship. The second is to create an environment in which a couple or
family can benefit from therapeutic suggestions and directives. The
third is to deal with specific therapeutic impasses such as noncompli-
ance or resistance (Worthington, 1992).

Tailoring is also distinct from integration and integrative approaches.
Integrative approaches are basically clinician-centered. Clinicians de-
velop a particular way of personalizing therapeutic concepts and tech-
niques to meet their own needs for therapeutic effectiveness, intellectual
synthesis, or whatever is necessary. Tailoring, however, refers to the phi-
losophy of basing treatment decisions on what is best for the client, cou-
ple, or family system. Paul’s (1967) dictum clearly specifies what the
focus of tailoring should be: the particular needs and styles of the indi-
vidual, couple, or family. Essentially, tailoring is basically a client or cou-
ple-centered orientation to treatment planning and intervention.

Individual psychotherapies have been found to be more effective
when matched to the client’s dispositional needs, presenting problems,
and treatment expectations than when a single theory or treatment
modality is used without regard to these client features (Beutler &
Clarkin, 1990). The literature on tailoring individual treatment is con-
tinually expanding. Significant contributions have been made by
Beutler (1983); Frances, Clarkin, and Perry (1984); Perry, Frances, and
Clarkin (1990); and Beutler and Clarkin (1990) to name a few.
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Tailoring the therapy also increases the therapy’s effectiveness for
couples and families. The basic motivation for tailoring treatment
should be the clinician’s concern that the couple or family receives the
most effective and appropriate treatment. Unfortunately, family ther-
apy clinicians and researchers have been more resistant to the prospec-
tive of tailoring than individual psychotherapy clinicians and
researchers. This resistance occurs for a number of reasons.

First, marital and family theory and therapy are relatively recent ad-
ditions to the therapeutic landscape. Most clinicians are just learning, or
have recently learned, the theory and skills of this “new” area. Conse-
quently, few have become dissatisfied with the shortcoming of stan-
dardized, nontailored treatment. Second, relatively little theorizing has
been done about tailoring as witnessed by the near absence of work on
tailoring in the family therapy literature. Third, the couple and family
therapy movement is still strongly parochial in its belief in the universal
applicability of its dominant theories (Worthington, 1989). Conse-
quently, a clinician’s allegiance to a dominant theory or approach al-
most guarantees that treatment will be clinician-centered, rather than
client-centered, which is incompatible with the basic principles of tai-
loring. Finally, education and training in marital and family therapy
typically occur within theory-consistent programs that further rein-
force a nontailoring view of treatment.

PERSPECTIVES OF TAILORING

Only recently has the process of tailoring been described in marital and
family literature (Sperry, 1986). This section overviews tailoring ap-
proaches based on (a) the level of family functioning, (b) the level of re-
lational conflict, (c) the individual functioning, (d) the level of
readiness, (e) the level of distress, and (f) differential therapeutics.

Tailoring by Level of Family Functioning

Weltner (1985) believed in tailoring treatment to a couple’s or family’s
level of systems functioning. He described four levels of functioning in
terms of treatment issues, then proposed a corresponding intervention
strategy, and set techniques for each level. The first two levels describe
two kinds of underorganized couples or families, the third describes
the overorganized couple, and the fourth describes the adequately
functioning couple.
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Weltner contended that intervention must first address the level of a
couple’s most basic problem before moving on to a higher-level inter-
vention. He believed that an effective therapist must be sufficiently con-
versant with the major therapeutic approaches to marital therapy in
order to mix and match techniques appropriately to a specific level,
rather than unilaterally applying one approach to all couples or fami-
lies. For level one, the main issue involves the parental capacity to pro-
vide basic nurturance and protection. Therefore, the basic treatment
strategy is to mobilize available outside support to assist the single par-
ent or the strongest member of the family facing severe stress or illness,
including alcoholism. The therapist’s role is that of advocate, convener,
teacher, and role model. Structural interventions and support are key
interventions.

In level two, issues of authority and limits are prominent for the cou-
ple and family. Expectations may be unclear or unmet. The basic strat-
egy is to clarify expectations and power issues by means of such
techniques as written contracts, the formation of coalitions, and behav-
ioral reinforcers.

Level-three families and couples are more complicated. They have a
structure and a style that appear to be functional, yet issues regarding
boundaries are prominent. Resistance to change is another hallmark of
this type of family or couple. The basic strategy is to create sufficient
inner space for a spouse or specific family member and to protect that
spouse, family member, or subsystem from overinvolvement. Thera-
peutic techniques at this level include rebuilding alliances, managing
paradoxes, and developing generational boundaries.

Issues for level-four couples and families are usually focused on inti-
macy and inner conflict. Whereas families and couples at levels one to
three are immersed in day-to-day survival issues, level-four couples are
able to consider self-actualizing concerns. Making insights is a basic
therapeutic strategy, and techniques include marital and family enrich-
ment, Gestalt and experiential marital therapies, or even individual psy-
chodynamically oriented psychotherapy.

Schultz (1984) proposed a similar model of family and couple func-
tioning based more specifically on DSM-III psychopathology. Schultz
likewise described four levels. He labeled the first level of family func-
tioning as “psychotic” and matched this with the family transactional
approach as developed by Wynne and Singer. The second level is labeled
as “immature” and is matched with the structural-system approach,
such as Minuchin’s. The third level is called “neurotic” and is matched
with various strategic methods. Finally, the fourth level is labeled “ma-
ture” and is matched with growth-focused approaches, such as Satir’s
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communication approach, the symbolic—experiential approach of
Whitaker, or the psychodynamic approaches.

Tailoring by Level of Relational Conflict

Guerin, Fay, Burden, and Kautto (1987) believed that marital conflict
differs significantly from one couple to another, not only with respect to
specific issues but more importantly with respect to the duration and
intensity of the conflict. Accordingly, they tailor treatment to the level of
severity (that is, the intensity and duration) of the marital discord. They
describe couples in terms of four levels.

The first level involves couples who demonstrate a preclinical or
minimal degree of marital conflict. Often this conflict has lasted for less
than 6 months, and most often the couples are newlyweds. These cou-
ples readily respond to information focusing on how marriages work
and do not work, and they are able to apply this information to posi-
tively change their relationship for the better. Thus, therapy for this level
is primarily a group psychoeducational intervention. Occasionally, a
few couples sessions are necessary as an adjunct to the group sessions.
This psychoeducational treatment involves six weekly sessions of 1 1/2

hours each. Developed in the Bowenian tradition, the sessions focus on
such concepts as multigenerational transmission, triangles, behavior
styles, and differentiation, as well as specific common problems that
couples are likely to present in the beginning stages of a marriage.

Level two consists of couples who are experiencing significant mari-
tal conflicts lasting longer than 6 months. Although their communica-
tion patterns remain open and adequate, criticism and projection have
increased. When the therapist dissects the conflict-ridden marital
process, however, both spouses can generally move to a self-focus
within six to eight sessions, after which the intensity of the conflict can
be substantially reduced. Therapy in level two provides a structure for
the couple that lowers emotional arousal and anxiety, and helps the
spouses reestablish self-focus.

Level-three couples present with severe marital conflict. Often the
conflict’s duration is longer than 6 months, and projection is intense.
Anxiety and emotional arousal are high, as are the intensity and polar-
ization of surrounding triangles. Communication is closed with
marked conflict. The degree of criticism is high, and blaming is com-
mon. Therapy at this level is primarily focused on controlling the cou-
ple’s reactivity, their tendency to react to each other emotionally
without thinking. Even when a positive result is obtained through ther-
apy, a recycling of conflicts inevitably occurs within the ensuing 6 to 8
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months. Guerin notes that such recycling is a common phenomena at
all levels of marital conflict, but particularly at this stage. When this re-
cycling continues to occur, both spouses have probably lost most of
their resilience and tend to be unresponsive to further treatment.

Finally, couples at level four are characterized by extremes in all the
criteria that Guerin used for a marital evaluation of conflict. Com-
munication is closed, information exchange is poor, criticism and blam-
ing are very high, and self-disclosure is absent in the relationship.
Relationship time and activity together are either minimal or nonexist-
ent. The definitive marker for this level is the engagement of an attor-
ney by one or both spouses. Such a situation is likely to be more
adversarial than conciliatory. In the vast majority of cases, attempts to
keep the marriage from dissolving are doomed. Therefore, treatment is
aimed at diminishing emotional damage to the spouses, their children,
and their extended family. The goal becomes the successful disengage-
ment from the relationship. In short, mediation is the treatment of
choice.

Guerin and his associates detailed treatment protocols in which spe-
cific dynamic, behavioral, and systems interventions are used with cou-
ples at different levels of functioning. Assessments of each of the four
levels of couple functioning are aided by specific behavioral indices.
These indices are criteria likely to ensure that an accurate assessment of
the levels of marital discord is made and that appropriately tailored
treatment will follow.

Tailoring Based on Individual Functioning

Lazarus (1981; 1985) advocated the matching or tailoring of therapeu-
tic techniques to seven specific areas of individual functioning. These
areas of functioning are represented by the acronym BASIC-ID: behav-
ior, affect, sensory, imagery, cognitive, interpersonal, and biological
(identified as D and referring to drugs in particular and physical health
in general). The therapist’s role is to assess these areas of functioning,
develop a problem list, prioritize their importance to the spouses’ func-
tioning, and direct a focus intervention for each. Lazarus’s orientation
is an eclectic form of cognitive—behavioral therapy. Research studies at-
test to the effectiveness of focused multimodal intervention as com-
pared to unimodal intervention (Lazarus, 1981). Lazarus noted that
couples constitute the overwhelming majority of referrals to his prac-
tice. The BASIC-ID profile provides both couples and therapists with a
blueprint map for assessing the individual’s, as well as the couple’s or
family’s, current level of functioning and for setting clear objectives for
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change. This unique methodology aids the therapist in establishing a
one-to-one correspondence between diagnosis and treatment. Each
item on the problem list is matched or tailored with a specific treatment
intervention.

The couple or family is seen together in the initial interview to dis-
cuss the main presenting problems. They are then helped to prepare a
list of undesirable behaviors that they note in themselves and in their
spouse. Then each individual independently fills out a life history ques-
tionnaire, which is discussed with the therapist as a subsequent individ-
ual session. During this session, a modality profile is constructed. A
conjoint session follows to compare the two profiles and tailor the treat-
ment process.

Tailoring Based on Level of Readiness

Adaptive counseling and therapy (ACT) is a developmental and systems
model developed by Howard, Nance, and Myers (1987) and adapted by
Myers (1992). Basically, ACT requires clinicians to adapt the degree of
direction and extent of support they provide client couples or families.
Clinician direction and support will vary with the couple’s or family’s
readiness to accomplish the particular therapeutic tasks involved in the
therapeutic process.

Myers specified three criteria for the family’s “readiness”: willingness,
ability, and confidence. First, the family’s willingness to participate in
therapy is assessed. A family that is self-referred would have a higher de-
gree of willingness to participate in treatment than a family that refused
voluntary treatment but came because the court ordered them to obtain
compulsory counseling. Second, the family’s ability to participate is
measured by the adequacy of family members’ verbal skills for partici-
pating in talking therapy. Third, the family’s confidence in a positive
therapeutic outcome is reflected by the strength of their belief that they
can make needed changes in their family relationships.

Four levels of family readiness are noted. The highest level involves
high levels of willingness, ability, and confidence, while the lowest level
involves the absence of these three criteria. Myers views a family’s readi-
ness as a trait contingent on specific tasks, rather than on a fixed global
characteristic.

For Myers, the therapist tailors treatment, particularly therapeutic
style, on the family’s level of readiness. Four therapeutic styles are spec-
ified based on the extent of direction and support supplied by the ther-
apist. The styles are telling, teaching, supporting, and delegating. Thus,
a therapist would respond in a delegating style to a family with a very
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high level of readiness. This contrasts with the therapist responding in
a telling style to a family with the lowest level of readiness.

Tailoring Based on Level of Distress

Worthington (1989; 1992) described a method for matching treatment
based on the family’s distress. Because couples and families often seek
therapy during times of upheaval owing to normative or non-normative
events, Worthington based treatment matching on an assessment of the
family’s response to the event. Three variables characterize the way a
family responds to transitions: (a) the degree of disruption in the fam-
ily members’ schedules, (b) the number of decisions about which the
family members disagree, and (c) the degree of ongoing conflict.
Worthington used these three variables, dichotomized as high or low, to
predict eight categories of a family’s response to treatment that can then
be matched to six specific treatment strategies. For example, enrichment
strategies are matched to families in which the degree of disturbance is
small. Crisis-oriented strategies are matched to families experiencing
schedule disruption. Experiential strategies can be matched to all situa-
tions except for those of high conflict. Psychoeducational strategies are
good matches for families experiencing severe disturbances regarding
power issues. Structural and process strategies are matched with fami-
lies with unstable power structures and high conflict. Finally, psychody-
namic strategies are matched with families with disturbances in
intimacy.

Worthington (1992) recognized that family members may not re-
spond uniformly to life transitions. In such instances, the therapist must
be mindful of subsystems and carefully tailor the strategy. Finally,
Worthington (1989) carefully indexed the likelihood of success for each
of the six therapeutic strategies based on the eight levels or types of fam-
ily distress.

Tailoring Based on Differential Therapeutics

A somewhat different perspective on tailoring is provided by Perry,
Frances, and Clarkin (1990), who believed that all forms of treatment
have five inherent factors that should be considered in treatment selec-
tion: setting, format, duration and frequency, treatment method, and
the need for somatic treatment. Setting refers to where treatment oc-
curs: inpatient, outpatient, partial hospitalization program, and so on.
Format is determined according to who directly participates in the
treatment: individual, marital, family, or group. Duration and fre-
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quency refer to both the length of the session and the frequency in terms
of the number of sessions per week or month. The treatment method
refers to the type of psychosocial strategies and tactics employed: ex-
ploratory, supportive, cognitive—behavioral, or psychoeducational.
Somatic treatment refers to prescribed medications, diet and exercise,
electroshock therapy, and so forth. A metadecision overrides the previ-
ous five factors: the matter of whether the couple or family should be of-
fered treatment or the “no treatment” option. These authors offer
specific guidelines for making informed, tailored decisions.

A CLINICAL PROTOCOL FOR MATCHING AND
TAILORING TREATMENT

The previous section suggests that although there have been creative
clinical innovations and even clinical research efforts to match and tai-
lor treatment, currently no scientifically validated protocol exists for
tailoring psychotherapeutic treatment. Until such a validated protocol
is available, therapists will continue to use their clinical acumen and
best judgment for matching/tailoring treatment. The following proto-
col has been employed by the authors in their clinical practice, supervi-
sion, and teaching. It will be described here and illustrated with clinical
case material in subsequent chapters. This matching–tailoring protocol
involves four steps:

1.) A comprehensive assessment
2.) The matching of the therapeutic strategy(ies) based on the com-

prehensive assessment
3.) Tailoring the chosen therapeutic strategy to couple/family needs,

circumstances, treatment capacity, and response to therapist and
treatment

4.) Implementation, review, and revision of matching–tailoring
efforts

Comprehensive Assessment

As mentioned previously, an important value of the integrative ap-
proaches to marital and family therapy is that they discourage parochial
thinking and shortsightedness. Practically speaking, integrative ap-
proaches require more multidimensional than unidimensional assess-
ments, as do matching and tailoring, which also require a comprehensive
assessment. A therapist who questions the value of a comprehensive as-
sessment would do well to seriously consider the statistics on treatment
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failure in family therapy. In Failures in Family Therapy, Coleman (1985)
noted that 83% of treatment failures could be primarily attributed to in-
adequate initial assessments.

The following assessment schema is derived from a biopsychosocial
assessment model (Sperry, 1989). This comprehensive assessment
schema has five basic dimensions. The schema is visually represented as
follows:

Comprehensive assessment � situation/severity � system
� skills � style/status � suitability for treatment

These five assessment dimensions and associated factors are listed in
Table 4.1 and described on the following pages.

Situation/Severity Situation/severity refers to assessing the symp-
toms and severity of stressors that the family is experiencing, along with
demographic factors and the family’s level of functioning.

1. Presenting complaints and problems Families that seek family ther-
apy or are referred for a family evaluation or treatment or both present
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Table 4.1 Comprehensive Assessment in the Evaluation of Couples and Families

A. Situation/severity
1.) Presenting complaints and problems

2.) Couple or family demographics: age, number of members, and sociocultural and

financial status

3.) Level of family functioning

B. System
4.) Family history, developmental stage, and genogram

5.) The factors of boundaries, power, and intimacy

C. Skills
6.) Self-management skills

7.) Relational skills

D. Style/status
8.) Personality style

9.) Individual psychological and health status

E. Suitability for treatment
10.) Formulations of problem and distress

11.) Expectations for treatment

12.) Readiness and motivation for treatment
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with relatively similar concerns: communication; child and adolescent
conflicts; sex; finances; physical, sexual, or verbal abuse; or various
crises related to the death of a family member, a job, a health problem,
and so on. The presenting complaints are not always identical to the
problem(s) that distress the family. More often the vagueness of their
difficulty, as well as their inability to alleviate their discomfort by them-
selves, may be part of the presenting complaint (Nichols, 1988).

2. Couple or family demographics: age, number of members, and sociocul-
tural and financial status Family demographics may exacerbate or
buffer the family from internal and external stressors. Generally speak-
ing, an inverse relationship exists between spousal age at time of mar-
riage and the probability of divorce. Those who marry at a very young
age have the highest divorce rates, probably because they have not de-
veloped sufficient maturity or relational skills or both (Stuart, 1980).
Similarly, families with very young children, irrespective of the age of
the parents, tend to be more stressed than families with adult children.
Family size is usually correlated to family problems and divorce prone-
ness. A U-shaped distribution is noted in which childless couples and
those with large families were more likely to divorce than those with
families of moderate size (Thornton, 1977).

Economic hardship in large families might explain their proneness to
divorce, because financial issues can be a source of considerable family
stress. Financially stressed families struggle with a wide variety of issues,
including marital instability (Lorenz, Conger, Simon, & Whitbeck,
1991). The recent and current trend of corporate mergers, downsizing,
and layoffs has added additional burdens to an increasing number of
families, including those from the managerial and professional class
that have been virtually immune to job loss, or the fear of job loss, since
the end of World War II. When job loss is noted, its psychosocial effect
must be fully assessed (Kates, Greiff, & Hagen, 1990).

Family income is more strongly and negatively associated with fam-
ily conflict and divorce than any other census variable (Levinger, 1976).
Too little income or a decrease in income because of job loss or wage
cutbacks, relative to the family’s expectation and standard of living, is a
common precipitant of discord.

Cultural values and socioeconomic status combine to shape the char-
acter of a family, particularly the role expectations of its members, and
the nuances of daily experience. Cultural values stem from early social-
ization experiences and are reinforced daily by others in the subculture
in which the family resides (Laner, 1978). Social class differences also
greatly affect attitudes and behavior. Lower-class families tend to have
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superficial contacts with more outsiders than do middle-class families,
who have deeper contacts with fewer individuals outside their family
(Stuart, 1980).

3. Level of family functioning The level of family functioning should be
initially assessed and then monitored throughout the course of treat-
ment. The level of functioning is a key variable in matching a particular
therapeutic strategy to a particular family. Earlier in this chapter three
methods of assessing level of functioning were described: Weltner
(1985) and Schultz (1984) for the entire family, and Guerin et al. (1987)
for the couple.

System System refers to the family’s history and developmental stage,
as well as the system factors of boundaries, power, and intimacy.

1. Family history, developmental stage, and genogram It is useful for the
therapist to have some understanding of how the family has come to be
where it is today. Much of this information can be gathered in the
course of constructing a genogram. The therapist may begin the history
taking with questions about the parents’ births and childhood, espe-
cially what their family lives were like as children, how they did at
school, and how their lives were after leaving school. Information about
their parents and siblings is also noted, as well as how the couple met
and courted. The course of the marriage, including information about
births of children and the children’s development to date, should also be
noted.

The family’s stage in its life cycle, as well as transition points, usually
can be noted at this point in the assessment. McGoldrick and Carter’s
(1982) family life cycle stages provide a useful model: (a) unattached
young adult, (b) the joining of families through marriage, (c) family
with young children, (d) family with adolescents, (e) launching children
and moving on, and (f) family in later life.

Of course, intergenerational influences affect families. The explo-
ration of each spouse’s family of origin and their parent’s families of
origin in the presence of the family is frequently helpful in clarifying
current issues and bringing them into the therapeutic arena. This can be
accomplished in several ways. A common method is the use of the
genogram, which in this case (McGoldrick & Gerson, 1985) is a visual
depiction of the family tree covering at least three generations for both
spouses. Important information is reported on the genogram such as
names, ages, marital statuses, divorces, separations, and years of death.
Typically, the therapist constructs a genogram of one spouse and has the
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second spouse fill in information and make comments following the
initial disclosure of the first spouse. Then the process is reversed, and
the second spouse’s family of origin is explored with input from the first
spouse.

2. The factors of boundaries, power, and intimacy Berman and Leif
(1975) and Fish and Fish (1986) suggested a series of questions that
therapists can ask themselves during the evaluation to determine three
critical systems factors in families. These questions involve boundaries,
power, and intimacy.

Questions regarding boundaries include, who else is considered to be
part of the family system? What’s being excluded from family relation-
ships and assigned to grandparents, relatives, or others? Who and what
events or things are intruding into the family?

Questions of power involve, who is in charge? How do the parents
deal with power in their relationship and in relationships with the
children?

And finally, questions regarding intimacy include, how near, how far,
and how do family members tolerate or respond to the needs and de-
sires of one another for intimate contact and closeness? What is their
pattern of vacillation in emotional and geographical distance as family
members struggle with their need for closeness?

Answers to these questions provide significant data for the therapist
in assessing the family system. Inventories such as the Family Adapta-
bility and Cohesion Evaluation Scale (FACES-III) (Olson, Portner, &
Labee, 1985; Olson, Sprenkle, & Russell, 1979) and the Self-Report
Family Instrument (SFI) (Beavers, Hampson, & Hulgus, 1985) are also
useful in clarifying family system factors.

Skills Skills refers to the level of self-management and relational skills
that family members possess and use within the family. Family mem-
bers may effectively use a skill such as assertiveness outside the family
but not within the family or with a particular family member. Others
cannot use a particular skill within or outside the family because they
never acquired the skill. The therapist assesses skills and their use di-
rectly through the observation of enactments and indirectly through
the family members’ self-report. Two classes of skills are noted: self-
management and relational.

1. Self-management skills A number of skills are necessary for family
members to function effectively as individuals. Deficits in these skills can
greatly affect family group functioning. These skills are assertiveness,
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problem solving, managing money, time management, making conver-
sation, developing friendship, finding and maintaining a job or remain-
ing in and succeeding in school, and other aspects of self-responsibility.

2. Relational skills At least five skills appear necessary to sustain effec-
tive, healthy family functioning: encouragement, congruent communi-
cations, empathic listening, conflict resolution, and negotiation and
consensus building. Nichols (1988) listed additional skills he believes
are necessary for effective couple functioning: caring, commitment, and
volunteering. Dinkmeyer and Carison (1986) listed many of these skills
as necessary for a growing marriage relationship as well.

Style/Status Style/status refers to the individual system dimension. In
addition to assessing family system functioning, the therapist should
also assess the style and functioning of individual family members. This
would include personality style as well as physical and psychological
health status.

1. Personality style Personality style refers to the enduring stylistic pat-
tern of perceiving, responding, and thinking about the world, other
people, and one’s self. It can be thought of as a continuum with one end
characterized by healthy, flexible, and adoptive functioning and the
other end by unhealthy, rigid, and maladaptive dysfunctioning.
(Extreme dysfunction is referred to as an Axis II personality disorder in
DSM-IV.) Each family member manifests a dominant personality style,
or disorder, often with traits or features of other styles. Personality styles
and disorders can be assessed through clinical observation and devel-
opmental history, as well as through standard interview schedules and
personality inventories such as the Millon Clinical Multiaxial Inventory
II (MCMI-II)

2. Individual psychological and health status One or both spouses may
present for treatment with a psychiatric disorder along with a relational
dysfunction. Even while marital and family therapists may prefer to for-
mulate problems systemically, the fact is individual psychopathology
exists that affects relational functioning. A handbook on such disorders,
entitled The Disordered Couple, has recently been published (Carlson &
Sperry, 1996).

Accordingly, psychological functioning on Axis I and II should also
be assessed. With regard to couples, Stuart (1980) noted that assessing
the level of potential depression in both spouses is the most critical fac-
tor affecting the process of marital therapy. Treatment will be hindered
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if a diagnosable psychiatric disorder in a family member is not properly
evaluated and considered in the treatment plan (Beavers, 1985).

The importance of assessing physical health factors cannot be over-
stressed. Current acute and chronic medical conditions, medication use
(both prescription and nonprescription), drug and alcohol use, exercise
and diet, sleep patterns, and job stress can greatly affect family func-
tioning. These factors must be assessed (Doherty & Baird, 1987).

Suitability for Treatment Suitability for treatment refers to the ade-
quacy of the family’s explanation or formulation of its problems and
dysfunction, as well as their expectations and motivation for treatment.
The better the family is suited for treatment, the better the outcome and
vice versa (Beutler & Crago, 1987).

1. Formulations of problem and distress Usually therapists think of de-
veloping the formulation of the couple’s or family’s dynamics and prob-
lems, which means, of course, their professional explanation of why the
family acts and functions the way it does. So why should the therapist
be concerned with the family’s own formulation? For a number of
reasons.

First, all families, particularly parents and older children, have
formed an explanation of the family’s concerns. These may be singular
or plural; that is, family members have different explanations, and their
formulations may either be common knowledge or they may never have
been disclosed before.

Second, the family’s formulation may be considerably different from
the therapist’s. Because treatment goals and plans are based on formu-
lations, the greater the disparity between the therapist’s and family’s
formulations, the more resistance and noncompliance to the treatment
plan can be anticipated. Couples and families will collaborate more eas-
ily with a therapist when they have achieved a “meeting of the minds.”
Thus, the therapist should elicit formulations, share his or her own for-
mulation, and then negotiate an acceptable common formulation
(Sperry & Carlson, 1991). This may involve considerable discussion and
education of family members on family dynamics. Such a discussion is
central to collaboratively focused treatment. If the family insists on pro-
jecting or scapegoating their problems onto the identified patient, an
outsider, or an outside influence, they probably are not able to assume
the kind of responsibility required to engage in the change process and
would rank low in suitability for treatment.

Eliciting the couple’s or family’s formulation begins with asking,
“Why do you think your family isn’t working so well?” This question
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should be posed to each member, without discussion, until all have spo-
ken. Common explanations range from,“It’s really because of Dad being
gone all the time,” “It’s because we don’t have enough money to make
ends meet,”“We’re being punished because of that abortion,” to “We just
don’t know how to communicate or respect one another.” The therapist
must ask the family members to come up with a formulation they can
all accept. The way in which they respond to this task can be diagnostic.

2. Expectations for treatment The therapist assesses the family or cou-
ple’s expectations for treatment, beginning with the questions, “What
were you hoping would be the result of our work together in therapy?”
and “What needs to happen for these results to come about?” Unrealistic
expectations, particularly those that involve “magic cures” with little or
no commitment and involvement from family members, need to be
noted and discussed. The family should be queried on their treatment
objectives. Do they want symptom relief only, structural changes, di-
vorce, medication, and so on? It is also useful to assess the family’s or
couple’s previous efforts to make changes in their relationship. The
family that has a history of some previous success in making a change is
likely to repeat that success and can be so encouraged.

3. Readiness and motivation for treatment Treatment readiness for cou-
ple and family therapy has been described by Myers (1992), who speci-
fied three criteria for readiness: (a) the family’s willingness to participate
in therapeutic tasks, (b) their ability to engage in the tasks of therapy, and
(c) their confidence that therapeutic success is possible. She describes
four levels of readiness, ranging from high (whereby the family is able,
willing, and confident to make a specific change) to low (whereby the
family is unable, unwilling, and lacks the confidence to make a specific
change). Myers (in press) describes methods for assessing readiness.

In addition to treatment readiness, one must clarify the motivation
of family members for change. Usually, one or two family members ap-
pear more motivated than others. In individual therapy, the client with
high motivation tends to be self-referred, verbalizes a desire to change,
has ego—dystonic symptoms, and is responsive to initial therapeutic
tasks and intrasession homework. This is counter to the individual with
low motivation, who tends to be referred by others, has ego—syntonic
symptoms, and shows little desire for change. These same characteris-
tics can be noted in family members. Thus, the therapist will observe
family members’ verbalizations concerning other family members,
themselves, and therapy, noting the degree of congruence between their
behavior and their statements. The therapist may ask the family
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members questions such as “What specifically do you want to be differ-
ent in this situation?”“What role do you see yourself taking?” and “How
willing are you to see this change through?”

Matching a Therapeutic Strategy

Rational decisions about matching specific treatment strategies to cou-
ples or families are possible based on the comprehensive assessment.
The first three dimensions of that assessment—situation/severity, sys-
tem, and skills—are the basis for matching. Situation/severity is a par-
ticularly useful criterion. It can be operationalized in terms of the family
functioning levels as described by Weltner (1985) and Schultz (1984),
the distress level as described by Worthington (1989), or the marital
conflict level as described by Guerin et al. (1987). For example, a family
functioning at level two—an underorganized family—would probably
be best matched with a structural intervention, whereas a family func-
tioning at level three—an overorganized and resistant family— would
probably be best matched with a more strategic intervention.

The extent to which the family’s problems appear to be focused on
power as compared to boundary or intimacy issues will also suggest dif-
ferent types of intervention or strategies. Boundary problems appear to
be best matched with structural strategies, whereas intimacy problems
lend themselves to psychodynamic, psychoeducational, behavioral, and
communication approaches. Power problems may be best matched
with strategic and cognitive—behavioral strategies.

If skill deficits are the prominent basis for family or couples dysfunc-
tioning, psychoeducational and behavioral strategies offer good
matches. Similarly, if a couple is recently married and presents with
minimal marital conflict, that is, level one (Guerin et al., 1987), a psy-
choeducational approach would likely be the best match.

Often, however, couples or families present with a major dysfunction
in both the systemic and skills dimensions. In such situations, matching
will involve two or more strategies. For example, structural and psy-
choeducational strategies may be indicated for the family, with promi-
nent boundary problems and skill deficits in assertiveness and conflict
resolution. The therapist must then decide whether to sequence or
blend and combine these strategies.

Tailoring the Strategy

As noted earlier, tailoring is the process of “fitting” or customizing a par-
ticular treatment strategy to a particular individual, couple, or family.
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Currently, no standardized or research-based guidelines exist for tailor-
ing. Nevertheless, Worthington (1992) offered some suggestions for
making tailoring decisions. First, decide at which level tailoring will
occur. Will it be based on client—system values, requests, cultural iden-
tity, or some other variables? Second, decide on the decision rules for
tailoring. What are the cultural family deficits, characteristics, and
strengths? Third, decide what to do if family members differ on impor-
tant variables. Fourth, predict what will happen if the clinician does or
does not consider important issues or factors when tailoring treatment.
Fifth, be realistic. Practical considerations must be weighed against eth-
ical mandates and clinical resources. Tailoring decisions can be based on
the comprehensive assessment of dimensions of style and the suitabil-
ity for treatment. The therapist’s timing and sequencing of questions,
clarifications, reframes, confrontations, or interpretations or both
should be based on an understanding of individual family members’
personality styles. Clearly, the couple’s or family’s readiness for treat-
ment (Myers, 1992) must be considered. Accordingly, the therapist can
titrate, or modify, the degree of direction and support he or she provides
the couple or family based on their level of readiness.

Implementation, Review, and Revision

The last step of the protocol involves continuing the implementation of
the matched strategy or strategies along with the continued monitoring
of the couple’s or family’s responses to treatment. Treatment will con-
tinually be tailored or fine-tuned based on this ongoing monitoring and
assessment.

The preceding pages described the suggested clinical protocol for
matching and tailoring the treatment of couples and families.
Descriptions of clinical applications of this protocol appear in subse-
quent chapters. An extended case example involving a chronically con-
flictual dual-career couple is presented in chapter 7.

CONCLUDING NOTE

This chapter described the theoretical as well as the clinical challenges
of individualizing psychotherapeutic treatment for clients. It presented
several clinical innovations for matching or tailoring treatment for cou-
ples and families. It also provided a clinical protocol for both matching
and tailoring treatment based on a comprehensive assessment. The cur-
rent interest in matching and tailoring treatment reflects not only the
economic realities of present times but also the maturing of the family
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therapy field. The prospects for the future of couple and family therapy
continue to grow as more effective treatment is created.
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99

5
CASE CONCEPTUALIZATION AS A

STRATEGY FOR TAILORING TREATMENT

Jack is a 13-year-old Caucasian male in a residential treatment program
because of his angry outburst and physical threats to his mother and
stepfather. After a short course of residential treatment, which included
individual and family therapy, Jack’s relationship with his family not
only did not improve but actually worsened. The treatment staff was
baffled. Individual sessions with Jack were planned to focus on anger
management skills, while family sessions were to focus initially on Jack’s
sadness and anger at his parent’s divorce and his mother’s subsequent
remarriage. Although this treatment plan and intervention strategies
had been quite successful with many other acting-out adolescents in
this residential program, they appeared to be a poor “fit” with Jack and
his family. Interestingly, Jack’s three siblings were not initially involved
in the treatment process. This case scenario, which will be revisited later,
serves to illustrates how “standard” treatment plans and interventions
that are not based on a clinically useful case conceptualization are less
likely to achieve expected treatment outcomes because they ignore key
dynamics in the case. On the other hand, when these key dynamics are
understood and incorporated into a tailored treatment plan, the likeli-
hood of positive treatment outcomes is much greater.

The purpose of this chapter is to illustrate how case conceptualization
and particularly the pattern analysis strategy can be an effective and pow-
erful tailoring treatment when working with individuals, couples, and
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families. First, case conceptualization is defined, and its components, as
well as its relationship to tailored treatment, are described. Then, the re-
lationship between the client’s and the therapist’s conceptualizations is
noted. Next, some guidelines for developing case conceptualizations are
provided. Finally, two case examples illustrate the use of case conceptu-
alization as a strategy for tailoring treatment.

CASE CONCEPTUALIZATION

A case conceptualization is a method and process of summarizing
seemingly diverse case information into a brief, coherent statement or
“map” that elucidates the client’s basic pattern of behavior. The purpose
of a well-articulated case conceptualization is to better understand and
more effectively treat the client, which refers to an individual, couple, or
family. In short, it is a “theory” of a particular case.

Three Components of a Case Conceptualization:
Diagnostic, Clinical, and Treatment

Essentially, a case conceptualization consists of three components: a di-
agnostic formulation, a clinical formulation, and a treatment formula-
tion (Sperry, Blackwell, Gudeman, & Faulkner, 1992). This section
describes these components.

A diagnostic formulation is a descriptive statement about the nature
and severity of the individual’s psychiatric presentation. The diagnostic
formulation aids the therapist in reaching three sets of diagnostic con-
clusions: whether the client’s presentation is primarily psychotic, char-
acterological, or neurotic; whether the client’s presentation is primarily
organic or psychogenic in etiology; and whether the client’s presenta-
tion is so acute and severe it requires immediate intervention. In short,
diagnostic formulations are descriptive, phenomenological, and cross-
sectional in nature. They answer the “What happened?” question. For all
practical purposes, the diagnostic formulation lends itself to being
specified with DSM-IV criteria and nosology.

A clinical formulation, on the other hand, is more explanatory and
longitudinal in nature and attempts to offer a rationale for the develop-
ment and maintenance of symptoms and dysfunctional life patterns.
Just as various theories of human behavior exist, so do various types of
clinical formulations: psychoanalytic, Adlerian, cognitive, behavioral,
biological, family systems, and biopsychosocial. Clinical formulations
answer the “Why did it happen?” question. In short, the clinical formu-
lation articulates and integrates the intrapsychic, interpersonal, and
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systemic dynamics to provide a clinically meaningful explanation of the
client’s pattern (that is, the predictable style of thinking, feeling, acting,
and coping in stressful circumstances) and a statement of the causality
of their behavior. Not surprisingly, the clinical formulation is a key
component in a case conceptualization and serves to link the diagnos-
tic and treatment formulations.

A treatment formulation follows from a diagnostic and clinical for-
mulation and serves as an explicit blueprint governing treatment inter-
ventions. Informed by both the answers to the “What happened?” and
the “Why did it happen?” question, the answer to the “What can be done
about it, and how?” question is the treatment formulation. A well-artic-
ulated treatment formulation provides treatment goals, a treatment
plan, treatment interventions, and predictions about the course of
treatment and its outcomes.

The most clinically useful case conceptualizations are those that em-
phasize the unique context, needs, and resources that the individual,
couple, or family brings to treatment. They are “integrative” case con-
ceptualizations in that they integrate and incorporate these factors in all
three formulation dimensions: diagnostic, clinical, and treatment. In
line with the contemporary movement toward integration, this chapter
will emphasize integrative case formulations.

The Clinical Value of Case Conceptualizations

Whatever one thinks about the value and advisability of diagnosis, par-
ticularly DSM-based diagnoses, diagnosis and diagnostic labels are a re-
ality in clinical practice, particularly when third-party payers are
concerned. Accordingly, therapist trainees are taught to use diagnostic
language and some, if not many, unwittingly assume that a specific and
preferred treatment exists for every diagnosis. Advertisers have much to
gain by reinforcing this assumption. For example, they expect that those
watching television commercials will associate depression (diagnosis)
with Paxil or Prozac (treatments) and then ask their physician or ther-
apist for it.

The reality is that no proven connection has been made between a
specific diagnosis and a specific treatment, whether it be medication or
psychotherapy, or even some combination of both (Nathan & Gorman,
2002). Therapy trainees are often surprised to learn, usually by trial and
error, that such an assumed direct connection is spurious. Nevertheless,
they may model more experienced therapists or supervisors or follow a
clinic’s “policy” of specifying a goal and intervention such as anger
management (treatment) for clients with angry or violent outbursts

Case Conceptualization as a Strategy for Tailoring Treatment • 101

RT3602_C005.qxd  12/13/04  2:09 PM  Page 101



(diagnosis). As in the case of Jack that began this chapter, such a treat-
ment plan may be quite effective or quite ineffective. What makes the
difference?

The difference is whether the treatment is a “fit” for the client. An ef-
fective and well-articulated case conceptualization can maximize the
“fit,” which is the main clinical value of case conceptualizations.

Case conceptualizations provide clinical value and utility in other
ways. First, case conceptualizations can be of an inestimable value by
predicting, with some degree of certainty, both the course of treatment
and its outcome. Second, a well-articulated conceptualization can
suggest therapeutic “traps” that are likely to be encountered in the
course of treatment. Third, the client’s adherence to the treatment
process, whether it be homework assignments, medication compliance,
or other recommendations, can be derived from a case conceptualiza-
tion. Finally, a well-formulated case conceptualization can alert the ther-
apist to the nature and type of transference and countertransference
issues that could be encountered by that client. The case examples later
in this chapter will illustrate the clinical value of case conceptualizations.

Case Conceptualizations and Tailored Treatment

As noted earlier, a well-articulated case conceptualization can maximize
the “fit” between a client’s or a client system’s issues or symptomatic
presentation and the treatment interventions provided. Because a case
conceptualization focuses on the vitally important “Why did it hap-
pen?” question (clinical formulation), as a prelude to the “What can be
done about it?” question (treatment formulation), the case conceptual-
ization inevitably leads to a better tailored treatment than if the treat-
ment formulation was based entirely on the diagnostic formulation.
Because the treatment formulation is informed by the client’s and client
system’s unique dynamics and pattern (clinical formulation), presum-
ably the proposed treatment goals and treatment plan will eventuate in
the provision of tailored treatment.

Case Conceptualizations: Therapists vs. Clients

Effective therapists are skilled at developing, eliciting, and negotiating
case conceptualizations. What do we mean by eliciting case conceptual-
izations? Therapists-in-treating are surprised to learn that some clients
have developed case conceptualizations of their own. Although clients
may not consciously be aware of their conceptualizations, these are
nevertheless powerfully operative in the treatment process. Effective
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therapists not only recognize the presence of these conceptualizations
but elicit them and then negotiate a common conceptualization with
their clients.

What are these client conceptualizations like? They closely resemble
the structure of the three formulations we have been describing. First,
the client’s or client system’s description of their presenting problem,
including their symptomatic distress and their rating of their impair-
ment in various life areas, is analogous to the therapist’s clinical formu-
lation. Similarly, the client’s explanatory model of their condition or
presenting problem is analogous to the diagnostic formulation. Finally,
the client’s expectations for treatment is analogous to the therapist’s
treatment formulation.

Where the client and therapist case conceptualizations usually differ
is in content. Although the therapist develops a case conceptualization
based on a critical understanding of the scientific basis of human behav-
ior, that is, biological, psychological, and sociocultural, the client’s expla-
nation is more likely to be based on a highly personal, idiosyncratic, and
uncritical understanding or theory of human behavior. Social psycholo-
gists refer to this phenomenon as “naive personality theory.”

Why is it important to recognize the client’s own case conceptualiza-
tion? Because the greater it differs from the therapist’s conceptualiza-
tion, the less likely treatment is to be effective and the more likely
noncompliance or nonadherence will be present. This can show itself in
many ways: Clients may arrive late to sessions or not at all, they may fail
to do homework or take medication, or they may prematurely termi-
nate therapy.

For example, imagine that the client’s nonelicited explanatory model
for panic symptoms and difficulty doing grocery shopping and other
household responsibilities is because “of a chemical imbalance in my
brain.” Imagine also that this client’s nonelicited treatment expectation
is for Ativan, “because it really worked for a neighbor,” but not for talk
therapy. Then imagine that his therapist, who is considered a specialist
in the behavior therapy of anxiety disorders and is adamantly against
the use of tranquilizers like Ativan, comes up with a diagnostic formu-
lation of panic with agoraphobia, a clinical formulation of symptoms
being caused by avoidance behavior, and specifies a treatment formula-
tion of exposure therapy. That is, the client will be trained with a grad-
ual exposure to feared stimuli—large stores and other open spaces.

What is likely to happen? Probably the client will directly or indi-
rectly reject the plan for exposure therapy directly by refusing the expo-
sure protocol or by premature termination. He or she may indirectly
reject it by making a half-hearted attempt to follow the therapy. Now, if
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the therapist elicited the client’s case conceptualization, the therapist
could then provide the client with reasons why Ativan or other medica-
tions in that class would only be a short-term treatment with a high ad-
dictive potential, and why exposure would be preferable. It may be that
after further discussion both agree that a safer and more effective med-
ication like Ativan, which has FDA approval for use with panic and ago-
raphobia, will be utilized in combination with the behavioral approach.

The effective therapist’s task then is to elicit the client’s or client sys-
tem’s case conceptualization. This means eliciting the presenting prob-
lem, its symptoms, the areas of impaired functioning, the treatment
expectations, and particularly the explanatory model. An explanatory
model is the client’s or client system’s personal explanation of their
problems, symptoms, and impaired functioning. In other words, an ex-
planatory model is akin to the therapist’s professional and scientific ex-
planation for the client’s or client system’s problems, symptoms, and
impaired functioning.

Effective therapists can reconcile differences between what is often
two differing explanations or conceptualizations. Such a reconciliation
involves negotiation. This negotiation process begins with the therapist
acknowledging the client’s explanation and the similarities and differ-
ences from the therapist’s conceptualization. The ensuing discussion
allows the therapist to educate the client about his or her illness and
clarify misconceptions about it and the treatment process. Further-
more, a discussion of the client’s or client system’s expectations for the
treatment process and outcome facilitates negotiating a mutually agree-
able direction for treatment and a therapeutic relationship based on co-
operation. Then the specifics of treatment selection can be discussed.

Diagnostic Formulation Although family therapists may be more
comfortable with a systemic model of human behavior than with a
pathology or medical model, the reality is that virtually all third-party
reimbursement for individual, couples, or family therapy requires a
five-axis DSM-IV TR diagnosis (Fauman, 2002). In addition to the con-
vention of providing such a diagnosis, some family therapists have
found it valuable to specify a client’s Global Assessment of Relational
Functioning score (GARF) on Axis V in addition to the Global
Assessment of Functioning score (GAF). The GARF can be particularly
useful in monitoring intimate relationship functioning (Yingling,
Miller, McDonald, & Galwaler, 1998). A culturally sensitive family ther-
apist might also include a cultural dimension to their diagnostic for-
mulation or even add a separate cultural formulation statement. A
cultural formulation is a systematic review of cultural factors and
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dynamics that can have an impact on therapy. This formulation may in-
clude a discussion on the cultural identity of the individual, a cultural
explanation of the individual’s condition, the cultural factors that affect
the individual’s level of functioning and support system, and the cul-
tural elements that may affect the relationship between the individual
and the therapist (GAP, 2002; Sperry et al., 2003).

Clinical Formulation A clinical formulation is a way of analyzing, in-
terpreting, and explaining the personal and systemic dynamics of a case
in light of a specific theoretical perspective or other explanatory ration-
ale. In short, a clinical formulation provides an explanation of why the
client or client system developed the particular symptom(s), the degree
of impairment and their characteristic personality or systemic pattern,
and why this pattern is maintained.

Current theoretical perspectives include the psychodynamic, cogni-
tive—behavioral, Adlerian, biological, social, family systems, biopsy-
chosocial, and integrative perspectives. The following is a brief
description of seven contemporary perspectives underlying clinical for-
mulations (Sperry et al., 2003).

Biological formulation: In this perspective, psychopathology is un-
derstood to result from psychobiological disequilibrium. Conse-
quently, symptoms are understood as the manifestation of this
underlying psychobiological disequilibrium. Treatment then con-
sists of normalizing this disequilibrium or compensating for the
effects of this disequilibrium, usually with medications, in the
most efficient, effective manner with the fewest side effects.

Psychodynamic formulation: In this perspective, psychopathology is
understood to result from intrapsychic conflicts, developmental
impasses, or distorted object relations. Consequently, symptoms
are understood as the manifestation of unconscious processes and
neurotic character structures. Treatment consists of resolving
these conflicts, strengthening the ego, and modifying the charac-
ter structure.

Cognitive—behavioral formulation: In this perspective, psycho-
pathology is learned as a result of aversive events or disordered
thinking and faulty cognitive schemas. It is also maintained by re-
inforcing events. Consequently, symptoms are understood to be
the manifestation of maladaptive behavior patterns or disordered
thinking and faulty cognitive schemas. Treatment focuses on spe-
cific symptoms and maladaptive behaviors or thoughts based on
their antecedents and consequences.
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Social formulation: This is a broad perspective involving a wide
range of factors, including the interpersonal relations, family sys-
tem dynamics, socioeconomic status, and cultural values and
norms. In this perspective, psychopathology is understood to re-
sult from maladaptive patterns of marginalization, alienation,
poverty, prejudices, boundary violations, power and domination,
intimacy conflicts, or social skill deficits. Consequently, symptoms
can be a manifestation of one or more of these factors. Treatment
can involve several types of interventions, ranging from social
skills training to establishing more functional system boundaries
and fostering equality, to education and the elimination of
poverty and prejudice.

Family systems formulation: In this specialized form of the social
formulation perspective, psychopathology is understood to result
from dysfunctional patterns of family boundaries, narratives,
schemas, power, intimacy, or skill deficits. Consequently, symp-
toms can be a manifestation of one or more of these factors, and
thus one or more of these factors is the focus of therapy. Treatment
typically consists of joining, enactment, reframing, restorying,
boundary restructuring, strategic techniques such as paradox, skill
training, and so on.

Integrative formulation: Perhaps the most commonly utilized in-
tegrative clinical formulation is based on the biopsychosocial
model. This perspective emphasizes three sets of dimensions: the
biological, the psychological—including selected psychodynamic,
social, cognitive—behavioral—and the systemic aspects. In this
perspective, psychopathology is understood as a complex, holistic
response of the individual to stressors as they impact the individ-
ual’s biological, psychological, and social—cultural vulnerabilities
and resources. Consequently, symptoms are understood as the
manifestation of the individual’s attempt to cope with stressors,
given their vulnerabilities and resources. Treatment is directed to
the amelioration of symptoms and an increase of the individual’s
levels of functioning often through a multimodal approach tai-
lored to the individual’s needs, expectations, and resources.

Adlerian formulation: Another common integrative clinical formu-
lation is based on Adlerian psychology. In this perspective, psy-
chopathology is understood to result from faulty lifestyle patterns,
that is, maladaptive schemas or beliefs of self and others devel-
oped within the individual’s family as one strives to achieve a sense
of belonging and meaning in life. Consequently, the purpose of
symptoms is to safeguard the individual’s self-esteem in the face of
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faulty beliefs and failed strivings. Treatment consists of modifying
these faulty beliefs and increasing social interest and belonging.

THE CENTRALITY OF PATTERN ANALYSIS
IN THE CLINICAL FORMULATION

As noted earlier, a pattern is described as the predictable and consistent
style or manner of thinking, feeling, acting, coping, and defending one’s
self in stressful and nonstressful circumstances (Sperry et al., 1992).
Pattern analysis is the process of examining the interrelationship among
four elements or factors: precipitating factors, predisposing factors, per-
petuating factors, and presentation factors, including relational re-
sponse factors.

A precipitant is a trigger or stressor that activates the pattern. Presen-
tation refers to the characteristic and predictable manner in which the
client responds to the precipitants. Perpetuants are the processes by
which a client’s pattern is reinforced and confirmed by both the client
and the client environment. Predisposition refers to all the intrapsychic,
interpersonal, and systemic factors, including early life experiences, at-
tachment style, and trauma, that render a client or client system vulner-
able to maladaptive functioning. In short, a client’s pattern is a
predicable style of behavior and functioning that reflects and is reflected
in precipitants, presentation, perpetuants, and predisposition.

Although it may appear that predisposing factors such as traumatic
events, maladaptive beliefs or schemas, defenses, personality style, or
system factors primarily drive one’s thoughts, feelings, and actions, we
would contend that both individual and systemic dynamics are a func-
tion of all four factors and thus should be included in a pattern analysis.
Furthermore, we contend that a pattern analysis that includes these fac-
tors, along with associated individual and systemic dynamics, is central
to developing and articulating a clinically useful clinical formulation.

Developing a Clinical Formulation

Here are some specific guidelines for developing a clinical formulation
statement:

• Begin by analyzing a critical incident resulting in distress or dys-
functional behavior. Note the nature of the presentation, including
individual and relational responses of all those involved. Look for
relevant precipitants or triggers, perpetuants, and predisposing
factors.

Case Conceptualization as a Strategy for Tailoring Treatment • 107

RT3602_C005.qxd  12/13/04  2:09 PM  Page 107



• Specify relevant biological, psychological, and social—cultural consid-
erations for presentation, precipitants, perpetuants, and predisposing
factors. On a sheet of paper, list any biological, psychological, and
social indicators for each of the four factors where applicable. For
example, in the case of Jack, a social indicator for precipitant
would be his mother’s preferential treatment, whereas a social in-
dicator for presentation would be Jack’s angry outburst.

• Analyze and specify the basic pattern of the client. Look for possible
causal relationships among the four factors, starting with precipi-
tants and presentation. For example, when Jack’s mother acts
provocatively, as when she makes demands that Jack believes are
unreasonable or when she gives preferential treatment to Jack’s
brother (precipitant), Jack is likely to act out with angry words or
threats (presentation). Next, look for possible reasons to explain
why Jack would act out rather than act in, such as hurting himself
or ignoring and downplaying his mother’s behavior by making a
joke of it. Presumably, Jack perceives that he is being treated un-
fairly, which could reflect early maladaptive beliefs or schemas
that life is unfair and that he must be on guard and aggressively
look out for his own needs and safely, lest he be hurt or lose even
more in the process (predisposition). Review the seven contem-
porary perspectives on clinical formulations (described previ-
ously) for one that provides a realistic explanation or clinical
rationale for the pattern and convincingly links precipitants and
presentation.

• Write a clinical formulation statement. Strive to develop a formula-
tion statement with high explanatory power, that is, one that best
answers the questions “Why did it happen?” and “Why does the
client behave or respond in this way?” Then write a formulation
statement that realistically and compellingly links the precipitants
and presentation.

Treatment Formulation The treatment formulation provides a blue-
print for treatment intervention and expected treatment outcomes
(Sperry et al., 1992; Sperry, 2001). It is assumed that the therapist has al-
ready elicited the client’s treatment expectations. These include the out-
comes the client is hoping for, the client’s expectations about roles and
responsibilities, and the extent of the collaboration between the thera-
pist and client. Ideally, these expectations will be included as part of a
general treatment formulation mutually agreed to by the client and
therapist. For instance, when the client can now manage the anxiety of
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leaving home without a panic attack, it is time to terminate therapy be-
cause the mutually agreed treatment outcome has been achieved.

After this overall goal/outcome has been agreed upon, it is then pos-
sible to formulate a specific treatment plan with targeted treatment
goals and specific intervention methods. It goes without saying that
specific goals should be realistic and achievable for the client. It should
also be added that these specific goals should be manageable for the
therapist. Targeted goals are manageable when specific and measurable
steps can be specified. Some examples of manageable goals would be
talking to one individual at work before the next scheduled session, re-
ducing the number of angry outbursts from four to one per week, and
spending 20 minutes every day alone reading or listening to music.
Specified in this manner, these manageable goal/steps become the tasks
that the therapist and client work on during therapy, and which are as-
signed between sessions.

Developing a Treatment Formulation

Here are some guidelines for developing an integrative or biopsychoso-
cial treatment formulation statement:

• Specify targeted psychological treatment goals based on the diag-
nostic and clinical formulations and specify treatment interven-
tions to achieve these goals. Psychological treatment goals are
often specified as the opposite of the targeted symptom or skill
deficit; that is, when a lack of assertiveness is a targeted symptom,
the goal might be specified as “increase assertive communication”
and the targeted intervention might be “assertiveness training.”

• Specify targeted social treatment goals based on the diagnostic
and clinical formulations and specify treatment interventions to
achieve these goals. Social treatment goals are often specified as
the opposite of the targeted symptom or skill deficit. That is, job
stress could be a targeted symptom, so the goal might be specified
as “decrease job stress” and the targeted intervention might be
“workplace job accommodation.”

• Specify targeted biological treatment goals based on the diagnos-
tic and clinical formulations and treatment interventions to
achieve these goals. Biological treatment goals are often specified
as the opposite of the targeted symptom or skill deficit. When de-
pressive symptoms are the targeted problem, the goal might be
specified as “decrease depressive symptoms” and the targeted in-
tervention might be “referral for medication evaluation.”

Case Conceptualization as a Strategy for Tailoring Treatment • 109

RT3602_C005.qxd  12/13/04  2:09 PM  Page 109



• Write an integrative treatment formulation statement incorporat-
ing these goals and interventions. This statement incorporates the
psychological and social treatment goals and interventions (as
well as the biological goals and interventions, if applicable).

CLINICAL ILLUSTRATIONS

Case 1

As already discussed, Jack is a 13-year-old Caucasian male currently in
a residential treatment program that emphasizes behavior modification
for acting-out adolescent males. He has been in the program for nearly
7 months, having been placed there by his mother and stepfather due to
extreme anger and disrespect toward his parents, including physically
threatening his mother on two occasions. The police were called, and it
was suggested that Jack might benefit from counseling. Nevertheless,
3 days later, Jack’s mother found a church-sponsored residential pro-
gram that was willing to accept him for treatment. During the first 5
months of treatment, Jack’s relationship with his family had somewhat
improved but recently had begun to escalate as he became progressively
more verbally and physically abusive to his mother and stepfather. This
escalation followed his parents’ decision to have Jack remain in the pro-
gram for the duration of the school year, in spite of his progress and el-
igibility for graduation from the program. The staff response was to
refer Jack for individual therapy and insist on family therapy.

Jack was 1 1/2 years old when his parents divorced and 8 when his
mother remarried. Jack’s siblings include an 18-year-old brother, a 14-
month-old stepsister, and a 4-year-old stepbrother. He is unaware of the
exact reason his parents divorced, and his mother insists on withholding
this information until she believes he is old enough to “really under-
stand it all.” Jack maintains weekly phone conversations with his biolog-
ical father, who has remarried with two children and lives in New York.

Jack notes that he is closest to his mother. His stepfather is very in-
volved in his life, and Jack refers to him as his father unless he is angry
with him. During those times, Jack calls his stepfather by his surname,
reminding him that he is not his “real” father. His stepfather is per-
formance-driven and will only offer words of praise and affirmation
when Jack performs well. Jack reports having several friends in school
and several close friends in his neighborhood. He also enjoys spending
time with his older brother whom he looks up to. Jack is making good
grades in school and enjoys playing football. He reports feeling happy
with himself.
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Jack indicates that his parents divorce was very difficult for him, and
that his basic desire in life is to live with his biological father. His mother
continually explains why that is not feasible, which Jack responds to by
saying that it is not fair that his parents divorced, not fair that his
mother moved away from his father, and not fair that he cannot live
with him.

Although Jack appears to be engaged in individual counseling with a
focus on anger management training, it seems to have little impact on
his behavior. Similarly, family sessions seem to be going nowhere.
Similarly, processing the impact of divorce on Jack seems to have little
or no impact.

Diagnostic Formulation A five-axis DSM-IV-TR diagnosis can be
specified with an Axis I: Adjustment Disorder with Mixed Disturbances
of Mentions and Conduct (309.4), Parent—Child Relational Problems
(V61.20), Axis II: No Diagnosis (V71.09), Axis III: None, Axis IV:
Family Conflict, Axis V: GAF 62, and GARF 52. A family narrative with
a story line of a heroic, constant struggle to maintain family loyalty and
cohesion is noted.

Clinical Formulation Pattern analysis reveals that, when Jack’s
mother acts provocatively, as when she makes demands Jack believes are
unreasonable, he is likely to act out with angry outbursts and possibly
physical threats. It appears that Jack acts out because he perceives he is
being treated unfairly. Presumably, this reflects his belief that life is un-
fair and that he must be look out for his own needs.

Thus, when he perceives he is not being treated fairly by his parents,
he reacts by becoming disrespectful, angry, and sometimes physically
threatening and menacing. He seems convinced that because his
mother remarried and moved away from Jack’s father that she no longer
cares for Jack, demonstrated by the lack of meaningful, positive time she
spends with him. His perception is that the only time she gives him any
consideration is when she makes what he considers “unreasonable de-
mands” or criticizes him. This serves to reconfirm his belief in the “un-
fairness” from his mother and stepfather.

Lately, as parental demands and criticism increase, it is not surprising
that Jack’s anger outbursts have increased in number and intensity. It ap-
pears that the manner in which they communicate their expectations
and their style of discipline is operative in triggering Jack’s outbursts,
which then trigger further parental criticism, and the situation escalates.
On the other hand, Jack responds appropriately to the expectations and
correction offered by teachers and program staff, presumably because
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their style of communication and discipline is perceived by him to be
firm but fair. Remarkably, his outbursts have been selective: including
only his mother and stepfather. Interestingly, despite the occasional
taunts of older adolescents in school and the residential program, Jack
has been able to control his anger, suggestive of the circumscribed na-
ture of his schema and beliefs. That it is situation-specific at the present
and has not generalized to all or most situations is a positive prognostic
indicator, indeed.

In terms of systemic dynamics, it appears that the family’s narrative
(White & Epston, 1990), championed largely by the mother, is one of a
constant, heroic struggle. In this narrative or story line, family members
are achievement-oriented and show their concern for others by defend-
ing them against forces perceived as threatening the family’s integrity,
loyalty, and cohesion. The struggle is everything, even if the cost in rela-
tionships is high. The overriding belief of the family is that Jack’s mother
upholds the standards for achievement and morality, and others must be
high achievers, loyal and obedient, or risk exclusion. That is, the father
was excluded via divorce and Jack to the residential treatment program.

Treatment Formulation As noted earlier, the residential treatment
team added individual and family therapy when Jack’s angry outburst
began increasing. Individual sessions focused on anger management
skills, and family sessions focused on processing Jack’s reaction to his
parent’s divorce and his mother’s subsequent remarriage. It was as-
sumed, incorrectly it now appears, that these treatment targets were
appropriate for Jack, largely because these two standard treatment
strategies had been quite successful with many other adolescents in the
residential program. In hindsight, it appears that Jack’s admission into
the residential treatment was probably not necessary and served to re-
inforce and reconfirm the family narrative. Unlike most of his peers in
the residential program, Jack’s capacity for self-management and im-
pulse control are relatively high, which are reflected in reasonably high
GAF and GARF scores.

Based on the clinical formulation, the following short-term and
longer-term treatment goals can be specified. Given that Jack’s outbursts
are relationally specific (i.e., to his mother and stepfather) and have not
generalized, a conservative treatment strategy would be to focus on
short-term goal of reducing provocation and parental overreaction. This
would involve a few sessions with parents only in which they are coached
to reduce and eliminate “triggering” Jack’s outburst. A therapist would
work with them to find ways of engaging Jack in a less provocative and
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more nurturing but firm manner. Presumably, without such triggers,
their relationship would be more like those that Jack experiences in
school and the residential program. If this proves effective, no further in-
dividual or family treatment would be needed. If it is not sufficiently ef-
fective, a longer-term goal would be to address the unfair schema in
focused individual sessions and the heroic struggle family story in fam-
ily sessions. Coming from the narrative therapy tradition, restorying in-
volves reflecting on the influence of particular events and relationships
in a family’s life and focusing on previously unexamined or unempha-
sized aspects of those experiences. The resulting story includes pieces of
meaning and understanding that are new or different and that allow for
a positive shift in the original family narrative. In this case, restorying
should involve less emphasis on the achievement, obedience and loyalty,
and more on relaxing and recognizing each other’s uniqueness.

Table 5.1 summarizes these interventions and their potential se-
quencing. Note that the numbering represents the order in which inter-
ventions are sequenced; that is, parental coaching is first and second,
whereas schema work and restorying are third, and so on.

Jack’s prognosis remains quite good even without individual therapy,
given that the parents are able to better modulate their communication
and discipline style. If Jack’s mother is unable to modulate her trigger-
ing behavior, then family therapy or even individual sessions with her
would be necessary. A reasonable therapeutic marker of success would
be for Jack to “graduate” from the residential program and return home.
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Table 5.1 Pattern Analysis of the Case of Jack

Pattern Formulation/Treatment Interventions/
Factors Targets Sequence

Precipitant Parental provocation 1. Parental coaching

Predisposition Jack’s “unfairness” schema and 3. Schema work (Jack);

the family’s “heroic, constant restorying (family,

struggle” narrative particularly mother)

Presentation/ Jack’s angry outburst and 4. Anger management—

personal disrespectful attitude if necessary

response(s)

Presentation/family/ Parental overreaction— 2. Parental coaching

relational response(s) increasing demands on Jack
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Case Commentary This is a relatively straightforward and easy-to-
treat case when viewed from the perspective of case conceptualization
based on pattern analysis. But, as was previously pointed out, progress
in the case has been essentially deadlocked because of using “standard”
anger management treatment for Jack and a conventional focus on the
impact of divorce on the “identified patient” in family therapy. Because
anger and threats of physical were so circumscribed, and Jack was es-
sentially a model student in school and in the residential program, the
prognosis for this case is quite good. It will remain quite good provided
the clinical formulation and treatment formulation continue to inform
the treatment process, particularly the sequencing of treatment targets
with designated interventions. Presumably, Jack can quickly return to a
family with a more functional family narrative.

Case 2

H. W. is a 25-year-old married female, currently estranged from her
husband of 6 years and who was referred for individual and couples
therapy. She reported feeling depressed, hopeless, and helpless; having a
lack of concentration; feeling tired; and being unable to sleep for several
months. She also had a history of violent and vengeful behavior and was
referred for individual and couple therapy as part of an after-care plan
following a brief hospitalization. Prior to her hospitalization, the police
were called to intervene during a domestic violence encounter. H. W. re-
ported that her husband, who had been arrested on an earlier occasion
for domestic violence, had hit her in the head with a shell during an ar-
gument. During the investigation, the client rescinded her story, indi-
cating she had hit herself to get her husband into trouble. As a result, she
was voluntarily admitted to a hospital for a three-week stay after dis-
closing a suicidal ideation with a nonlethal plan.

A review of her family revealed she was an only child, and that her
mother died three years ago of cancer, while her father is alive and in
good health, residing with his new girlfriend. She notes that she had a
poor relationship with both parents from early childhood. Her mother
was a nurse, and her father is a retired factory worker. Family values in-
cluded hard work, obedience, and keeping family matters private. She
remains uncertain about her parent’s feelings for her, perhaps hoping
that, even though they apparently did not demonstrate it, they really did
love and care about her. Her mother was emotionally available to her, if
only by being very concerned about her daughter’s physical health. H.
W.’s mother would never let her go outside to play with other children
and refused to allow her to go outside or to school when she had a cold,
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had wet hair, or when the weather was threatening. She recalls her father
was “never there for me” as he was off on business trips or spent time
with his social friends when in town. Nevertheless, he did punish her
with a strap for any perceived infraction, even when she was not guilty.
At those times, her mother would retreat to a back bedroom and turn
up the radio so that the neighbors wouldn’t hear her daughter crying
and screaming.

She reports having no friends while growing up and that other chil-
dren made fun of her because of her health habits and the way she
dressed. The first time she reported having any friends was during high
school, during which time she had several boyfriends. This came about
because she ran away from home at age 16 and lived with her paternal
grandmother who “let me do whatever I wanted,” apparently setting no
boundaries or rules for her to follow. This experience was both liberat-
ing and confusing for her.

Her first job after high school was working for an escort service. She
indicated she soon married her escort driver out of convenience only—
it meant she could stop working as an escort—and that they did not love
each other. Nevertheless, she reported being dependent on him for all
her needs. When she tried to make some friends, he would not allow her
to associate with them. He is 20 years older than H. W., and she reports
that it is a volatile relationship. Once he was arrested and spent
2 months in jail for domestic violence.

They have a 5-year-old daughter, whom she really wanted to have
“because there would be someone there for me, and I wouldn’t lonely
anymore.” The child seemed to serve as a means of holding their rela-
tionship together, however tenuously. Their pattern was (a) for the cou-
ple to fight, (b) for her to retaliate at her husband, and then (c) for her
to leave with her daughter. After a time, the husband would miss the
child and then urge H. W. to return home. She would return, they would
fight, and the cycle would start again.

In addition, features of pursuer—distancer relational dynamics ap-
pear to be operative and imposed on this cyclic pattern: She makes de-
mands on him (pursuer), and he initially withdraws from her demands
for attention and caring (distancer). She provokes him, and he recoils
with exclusive demands, vengeful behavior, or in desperation retreats
from the relationship. But because of their dependency on each other,
they find themselves together.

Recently, the relationship had deteriorated and she admitted she had
done some “crazy things” when she was mad. To spite him, she took her
husband’s beloved dogs, let them loose, and later told him they had been
hit by a car. Another time she hit herself in order to get her husband
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arrested again for domestic violence, but the plan backfired and she was
arrested instead.

She is unaware whether any extended family members had been di-
agnosed or treated for alcohol or substance abuse, but she recalls hear-
ing that her maternal aunt had undergone electroshock treatment for
depression. H. W.’s past mental health treatment has included a single
hospitalization for depression and suicidality, as well as subsequent out-
patient medication management. Unfortunately, H. W. soon stopped
the medication. She herself has not been involved in individual, couples,
or family therapy, but she is eager to begin. However, her husband, who
has never been in any form of therapy, refuses to be involved.

Diagnostic Formulation A five-axis DSM-IV-TR diagnosis can be
specified with an Axis I of Major Depressive Disorder (296.23), Dysthy-
mic Disorder (300.4), and Partner Relational Problem (V61.10), Axis II:
Borderline and Antisocial Personality Features, Axis III: None, Axis IV:
Partner Relational Problems and Economic Concerns, Axis V: GAP 40
now, 63 in past 12 months, and GARF: 55. A couples narrative with a
story line of clinging while controlling and hurting the other is noted,
along with the pursuer—distancer relational pattern.

Clinical Formulation A pattern analysis suggests that, when her hus-
band either ignores or provokes her, H. W. responds predictably by en-
gaging in either attention-seeking or vengeful behavior, depending on
the circumstance. This pattern of dependency—counterdependency
arose in early life experiences when she came to view herself as someone
who was deficient but strong and an outsider in world that is unfair and
unpredictable. Despite her tendency to cling to and depend on others,
she came to resolutely resist efforts to neglect, dominate, or hurt herself,
and so she struggled to hold the attention and support of others while
being demanding and oppositional.

In addition, it appears there may be some familial loading (behav-
ioral and genetic history) for her depressive symptoms. Her attachment
to her parents appeared to be anxious and insecure, and she would cling
to anyone available and willing. Furthermore, strong parental injunc-
tions encouraged keeping family matters private. The relationships she
formed as a teenager were intense, and when she was not properly ac-
knowledged, felt neglected, or was rejected, she felt desperate and would
respond in a volatile and unpredictable manner. Her relationship with
her husband was both physically and psychologically abusive as he iso-
lated her from others and withheld psychological and physical support,
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such as leaving her at home for long periods of time, making her finan-
cially dependent on him, and so on.

Treatment Formulation The overall goal of therapy is to establish a
better functioning relational pattern that meets the needs of both part-
ners. In H. W.’s case, therapy should also support a reasonably healthy
course of development of her young child. Accordingly, the following
short-term and longer-term treatment targets can be specified. The
first target is to reduce or eliminate the prominent depressive symp-
toms. H. W. agrees that such symptoms are wreaking havoc on her life
and agrees to medication management, at least until the symptoms
have remitted.

The second target is to address the triggering or precipitating factors.
Accordingly, the therapists will attempt to enlist the support of H. W.’s
husband to become involved as a “concerned family member” and meet
in person or by phone with the therapist to come up with strategies—
partner coaching—other than ignoring or provoking H. W. Not fram-
ing his involvement as a partner in couples therapy but as a concerned
family member, it is quite likely that the husband will agree to this
“safer” involvement in treatment.

At the same time, the third treatment target is diluting the pursuer—
distancer pattern via partner coaching. Assuming that the husband
finds the therapist understanding, safe, and helpful, the hope is that he
will be receptive for the fourth target, which is to address the couple’s
narrative in a couples therapy format. If he refuses or starts but then
drops out of couples work, the therapist can still address the couple’s
dynamics with H. W. alone. The heart of treatment for H. W. will involve
intensive individual psychotherapy directed at her self-view, worldview,
and dependency—counterdependency strategy, which is treatment tar-
get six.

She has agreed with the recommendation for individual therapy and
believes that couples therapy is essential, although she is disappointed
with her husband’s refusal to be involved. It is anticipated that she may
have considerable difficulty discussing personal matters with outsiders
because of the privacy value held by her parents. Furthermore, her re-
versing pattern of intense relational dependency—counterdependency
may pose challenges for the therapeutic relationship.

Table 5.2 presents a summary of the treatment targets, interventions,
and the interventions’ sequencing. Note that the numbering represents
the order in which the interventions are sequenced; medication is first,
followed by partner coaching, and so on.
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Case Commentary This case is considerably more complicated than
the case of Jack. Here relatively intensive individual therapy will be, in
all likelihood, a necessary adjunct to couples work. The major challenge
for the therapist will be to first reduce the triggering of H. W.’s pattern,
which requires that the therapist engage the husband in the process. If
this cannot be achieved at the outset of therapy, it will be considerably
more difficult to modify the couple’s narrative—especially if only H. W.
is directly involved. Furthermore, not diffusing this trigger and the sub-
sequent relational response will cause the individual therapy directed at
solving H. W.’s pattern of dependency—counterdependency to be that
much more difficult. Suffice it to say, the prognosis for this case will be
rather guarded and perhaps even poor if the decision is made to imme-
diately begin treatment or directly work on the specified individual
therapy and couples therapy treatment targets four and five without at-
tending to targets one through three first.

SUMMARY

The purpose of this chapter has been to illustrate how case conceptual-
izations are developed and written. Specific guidelines have been
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Table 5.2 Pattern Analysis of the Case of H. W.

Pattern Formulation/Treatment Interventions/
Factors Targets Sequence

Precipitating Ignored or provoked by 2. Partner coaching
factor(s): her husband

Predisposing H. W.’s self-protective strategy 6. Intensive individual
factor(s): of dependency—counterdependency; psychotherapy

couples narrative: cling while 5. Couples therapy, with
controlling and hurting the other or without husband

in sessions

Presentation/ Attention-seeking or revengeful 3. Partner coaching
personal behavior; depressive symptoms 1. Medication manage-
response(s) ment re: depressive

symptoms

Presentation/ Pursuer—distancer dynamic: 4. Couples session(s)
family/relational husband recoils from her demands,
response(s) she provokes him, and he responds

with vengefully or retreats;
eliminate violent behavior
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offered for developing both clinical and treatment formulations. The
two case examples, reasonably common presentations in family therapy
practice today, detail how pattern analysis can be a useful tool for both
establishing a treatment plan—including a tailored goal and a set of
treatment targets—and a rationale for sequencing tailored treatment
interventions. For didactic purposes, the matter of client versus thera-
pist case conceptualizations was not addressed in either case in order to
limit discussion to the essentials of developing and articulating case
conceptualization. Nevertheless, eliciting the client’s explanatory model
or case conceptualization is highly recommended.
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6
TAILORING TREATMENT

The Impact of Culture

A therapist who wants to tailor treatment to meet the unique needs of
specific families must be aware of all the variables that add to the com-
plexity of family life. Given the steadily increasing diversity of the fam-
ilies we serve, culture is clearly among the most important of these
variables. In fact, “the failure to see cultural and contextual issues actu-
ally denies and oppresses those whom we seek to help” (Ivey & Ivey,
2001, p. 221).

How can we meet the challenge of developing approaches that are
alert to the cultural context? Lee (2001) pointed out that working from
an “ethnically responsive paradigm” involves incorporating a number of
approaches that have not always been part of the therapist’s repertoire.
For example, the effective therapist is aware of kinship influences and in
fact can “find ways in which to make use of the kinship system in the
counseling process” (p. 586). The ethnically responsive helper also ap-
preciates and works with the central role played by language, by sex-role
socialization practices, by religious–spiritual influences, and by the
help-seeking attitudes and behaviors accepted among members of a
particular group.

True cultural responsiveness may be an even broader construct than
ethnic responsiveness. Consider the following definition of culture:
“[Culture is] all of the learned behaviors, beliefs, norms, and values that
are held by a group of people and passed on from older members to
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newer members, at least in part to preserve the group” (Hays, 1996,
p. 333). If we accept this broad conceptualization, we begin to see that
ethnicity is one of the central factors in culture, but not the only one. A
number of building blocks can go into the construction of a particular
family’s cultural heritage. Along with race and ethnicity, a family’s cul-
ture can be affected by age, language, social class, income, geographical
location, education, religion, gender, sexual orientation, and myriad
other factors. Family members may also hold values and worldviews
that differ from those of the therapist. In fact, cultural differences may
even occur among family members themselves. The key to a multicul-
tural perspective is to embrace the reality of cultural diversity, recogniz-
ing the impact of culture on family life and working with all clients in
accordance with their own cultural meanings.

The multicultural perspective has special repercussions for family
therapy because culture so deeply affects even the most basic meaning
that family life holds for each individual. Our effectiveness depends on
our ability to understand how families are influenced by the values that
underlie their notions of family life, by their experience of oppression,
and by the conflicts inherent in acculturation.

THE VALUES UNDERLYING FAMILY LIFE

As they proceed on the journey toward multiculturalism, many family
therapists find that they must stop and reexamine their own assump-
tions about what the concept of family really means. Suppositions that
they believe to be universal sometimes turn out, on closer examination,
to be culture-bound.

Individuation and Family Unity

The most basic definitions of family life vary from culture to culture.
Consider, for example, the search for balance between the values of in-
dividuation and family unity. What family therapists perceive as unity
within a family, or what counselors might view as an individual’s ten-
dency toward codependence, may in fact be a reflection of a cultural dif-
ference that should be honored.

Inclan and Hernandez (1992) addressed this issue in an analysis of
the concept of codependence as it affects family therapy with Hispanic
clients. They point out that, although separation, individuation, and
clear boundaries are often considered positive goals of therapy, these
concepts are not universally accepted across cultures. Therapeutic in-
terventions designed to increase individual autonomy may be “unwit-
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tingly defining recovery and normality as the client’s and family’s abil-
ity to incorporate values, beliefs, and behavior that are more congruent
with the ways of the Anglo culture than with their own” (p. 247).

If a therapist is unaware of the value placed by Hispanic families on
family loyalty, on the preservation of traditions, on interdependence
among family members, and on the subordination of individual needs
to the needs of the family, the therapy may inadvertently undercut
firmly held cultural values. Worse yet, the therapist may interpret cul-
turally appropriate behaviors as pathological.

Inclan and Hernandez warned against therapeutic approaches that
emphasize detachment and independence:

This treatment approach is anchored in the cultural narrative of a
Western-Anglo society that highly values individualism, action,
mastery, and equality . . . Anchoring treatment goals and methods
to such a social narrative is contrary to Hispanic family values and
counterproductive to effective treatment. (1992, p. 251)

This concern is certainly not limited to Hispanic families. In fact, Sue
and Sue (1990) suggested that, in comparison with the dominant cul-
ture in the United States,“almost all minority groups place greater value
on families, historical lineage (reverence of ancestors), interdependence
among family members, and submergence of self for the good the fam-
ily” (p. 123). The fact that the dominant culture emphasizes individual-
ism means that people whose cultures have a stronger relational
dimension may be subjected to undue pressures to conform.“When the
Euro-American worldview in psychology is used to determine normal-
ity and abnormality, then the cultural values of racial/ethnic minority
groups may appear ‘pathological’” (Sue et al., 1998, p. 22).

Women, as a cultural group, are also subjected to pressures to con-
form to changing views on what constitutes healthy behavior. The em-
phasis on relationships that was once considered appropriate for a
woman now leaves her open to the criticism that she is enmeshed or
codependent. As Walters (1993) pointed out, a woman is now expected
to recover from her focus on nurturing others and to concentrate in-
stead on meeting her own needs. Sometimes this new norm places a
woman in an untenable position:

It creates yet another of those ever-present, guilt-producing dou-
ble binds for women: in your role as the good mother, you are ex-
pected to be a caretaker, responsible for the behavior of your
children, protective, approving, available and self-sacrificing in
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behalf of your family. But these very same behaviors will get you
into trouble . . . . (Walters, 1993, p. 64)

Unfortunately, some of this trouble can actually stem from family
therapy if therapists fail to recognize the impact of gender-role social-
ization processes that have their roots in the larger society.

The Extended Family

In addition to exploring cultural differences regarding individuation,
Sue and Sue also contrasted the European-American emphasis on the
nuclear family with the concept of the extended family. They stated that
“middle-class White Americans consider the family unit to be nuclear
(husband/wife and children related by blood), while most minorities
define the family unit as an extended one” (p. 120). Ho (1987) pointed
out that the conceptual framework of the nuclear family is often mis-
used in services to Native Americans, whose family structures are more
likely to be characterized by extended networks that include several
households and active kinship systems. Boyd—Franklin (1989, p. 15)
stated that “many black families have become extended families in
which relatives of a variety of blood ties have been absorbed into a co-
herent network of mutual emotional and economic support.” The
Hispanic families described by Inclan and Hernandez (1992) are de-
fined not just in terms of the nuclear unit but in terms of an extended
kinship system that may include compadres, comadres, and hijos de cri-
anza and that is expected to provide support in times of crisis.

Culturally based definitions of family have important implications
for the therapeutic process. Clearly, therapists need to ask family mem-
bers how they define the family before addressing any issues at all re-
lated to boundaries.

CULTURALLY BASED VIEWS OF FAMILY LIFE:
THE IMPACT ON FAMILY THERAPY

Families define themselves within cultural contexts. These contexts
have to be taken into account when therapists assess family systems and
select interventions. Otherwise, family processes that are in fact normal
within a particular culture may inadvertently be pathologized.

Ina (1994) provided an example that demonstrates the difficulties
that can arise when a therapist is unaware of a family’s cultural norms.
She described a young Japanese-American college student who was re-
ferred to her by a Buddhist minister. The young man was in a state of

124 • Family Therapy Techniques

RT3602_C006.qxd  12/8/04  11:46 AM  Page 124



deep depression following the intervention of his previous therapist. He
had sought counseling initially because his father, a farmer in rural
California, had announced he would be leaving the land to his eldest
son. The client, who was the second son, had tried to earn his father’s
love and felt rejected.

After constructing a genogram, the previous counselor had diag-
nosed the family as dysfunctional, saying that the family was character-
ized by men who were authoritarian, remote, and emotionally
unavailable, and women who were passive and personality-disordered.
Boundaries between the parental and sibling subsystems were seen as
diffuse. Communication patterns were assessed as triangulated because
of the likelihood that one family member would approach another
member indirectly by conveying a message through a third party.

Thus, family dynamics that in fact reflected the values of traditional
Japanese-American families in this rural area were pathologized by a
counselor who was uninformed about the culture. The young man was
counseled to state his concerns directly in a public confrontation with
his father. When this confrontation took place, the humiliated parent
responded with an unremitting silence, refusing to speak to his son. The
client, after being excluded from his family, fell into near-suicidal
despondency.

Ina, working from a culturally sensitive perspective, helped the client
understand the cultural beliefs underlying his father’s behavior. The
family’s indirect communication pattern, far from being pathologized,
was recognized as a culturally adaptive tool and was used to defuse this
conflict. The client’s eldest sister acted as an intermediary, taking a con-
ciliatory message back to the father. Through this mechanism, the son
was integrated back into the family, and a disaster rooted in cultural il-
literacy was averted.

Falicov (1994) presented another example of the kind of problem
that can occur when therapists are unaware of cultural norms. She de-
scribed a situation in which a young child of Puerto Rican descent was
hospitalized with a life-threatening illness. An elderly great-aunt, who
was godmother to the child, spent innumerable hours at his bedside,
praying, overseeing his treatment, and pampering him. The health care
providers, exasperated with the aunt’s constant “interference” and mys-
tified by the fact that she was present more frequently than the child’s
parents, asked for a psychiatric consultation. The psychiatrist, who was
unschooled in Latino culture, interpreted the aunt’s behavior as a reac-
tion formation based on her resentment at being forced to spend her
spare time at the hospital in place of the child’s mother. The hospital
staff continued to discourage the aunt’s participation.
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What messages can we receive from these two examples? The coun-
selor described by Ina was unaware of the risk involved in encouraging
a client to exert a brand of individualism that was not accepted in his
traditional family. The health care providers described by Falicov did
not understand that their patient’s definition of a “family” was much
broader than their own. According to Falicov, the family’s cultural val-
ues of strong kinship bonds, shared parenting, and three-generation in-
volvement were misinterpreted by people whose own cultural values
emphasized leisure, autonomy, and freedom from parenting in old age.
Falicov stated that this event, which took place some years ago, would be
less likely to occur today.

Although we may hope that such exaggerated ethnocentrism is a relic
of the past, many therapists still fail to recognize the degree to which as-
sumptions about the nature of family life differ among families and
across cultures. Family therapists who are aware of cultural factors use
their knowledge, not to make generalized assumptions about various
ethnic groups, but to guide their exploration of each family’s worldview.

THE EXPERIENCE OF OPPRESSION

Just as family therapists need to be sensitive to the cultural differences
in family life, they also need to be aware of differences related to the ex-
perience of oppression. Oppression can be defined as “that state or con-
dition within an ordered society . . . where one segment of the society is
differentially and involuntarily limited access to all the available oppor-
tunities, resources, and benefits of that particular society” (Wilson,
1987, p. 19). Groups are targeted for oppression on the basis of such
characteristics as ethnic and racial status, gender, and religious prefer-
ence. The process of oppression is insidious because targeted people
must face a lethal combination of overt bigotry, covert discrimination,
and a socialization process that encourages internalization of negative
self-views.

How could this process fail to affect the dynamics of family interac-
tions? Consider, for example, the impact of racism on the family life of
African-Americans:

The experience of being black in this country is almost a daily
process of pulling out the arrows that racism hurls at us. The
added burden that African-American families and couples must
carry is to create an emotional atmosphere in which the arrows
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can be pulled out . . . Unfortunately, many of the African-
American families that we treat in family or couples therapy have
redirected these daily arrows at each other. We cannot begin to ad-
dress the anger and pain in these families unless we are willing to
look at the racism that exists for them in society and in our field.
(Boyd—Franklin, 1993, p. 55)

To be effective as family therapists, then, we need to be active in en-
couraging intense exploration of the impact of racism.

Addressing Racism Directly

Boyd—Franklin points out that African-American clients sometimes
avoid talking about their experiences of racism even when these issues
are foremost in their minds.“They know that many therapists will try to
talk them out of what they are feeling because they do not understand
the need for African-American individuals and families to vent their rage
about situations in which there is an undercurrent of racism” (Boyd—
Franklin, 1993, p. 56). When therapists are reluctant to address racism
head-on, they impede the therapeutic process. As A. J. Franklin says,

Once the pervasive impact of racism is acknowledged as a force in
a black family’s experience, the family can move on to confront
other issues. But if the impact of racism is ignored, it’s unlikely
that therapy will go anywhere. (Franklin, 1993, p. 36)

“Healthy”

Racism and other oppressions are also relevant to family therapy because
of their influence on the family’s willingness to participate. People who
have had to deal with a lifetime of racism and discrimination have many
reasons to be suspicious of therapists and therapy (Boyd—Franklin, 1989;
Willis, 1988). They may perceive extensive history-taking as an invasion
of privacy, designed to place destructive labels on them. Negative expe-
riences with the welfare system and other social and governmental agen-
cies may have made distrust an appropriate response. Clients have no
way to be certain that the agency providing family counseling is different
and that confidentiality will be maintained. Family members may have
been socialized from early childhood to distrust people who press for
personal information. The referral for therapy may have come from the
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courts or from other systems that have agendas going beyond the well-
being of the family.

Grier and Cobbs (1968) coined the term “healthy cultural paranoia”
to describe the intense suspiciousness that may be the only route to sur-
vival in the context of racism. In the face of this reality, we should not be
surprised by “minorities’ help-seeking behaviors that include underuti-
lization of family therapists who generally are monolinguistic, middle-
class and ethnocentric in family problem diagnosis and treatment” (Ho,
1987, p. 14).

Oppression: The Impact on Family Therapy

Wilson stated that “empowerment is the antidote of oppression” (1987,
p. 20). Therapy can lead toward empowerment when the therapist ex-
hibits a belief in the client’s potential ability to cope with problems;
when problems are perceived as coming from a political, social, and
economic context; when clients learn to understand and work with
power dynamics; and when the therapist uses skill-building strategies
to help clients gain control over their environments (McWhirter,
1991). Empowerment-oriented family therapy is built on the assump-
tion that clients who recognize the role of oppression in their lives are
most likely to move from the morass of self-blame to the solid ground
of self-management.

Of course, exploring the experience of oppression is not an alterna-
tive to taking personal responsibility. Instead, it lays the groundwork
that makes other therapeutic tasks possible. Consider, for example, an
African-American family described by Franklin (1993). The family was
seen in therapy primarily because of the adolescent son’s behavior prob-
lems in school. The father was upset because the teacher and the school
psychologist both seemed reluctant to speak to the father. He was also
angered by his son’s treatment in school, which he viewed as racist.

Some of the son’s problems were, in fact, due to his own behavior, yet
the racism experienced by both father and son was very real. As the
therapist, Franklin knew he could not discount the family’s accurate ob-
servation of institutionalized racism. He allowed time for family mem-
bers, particularly the father, to express their sense that racism was a
central problem in this situation. Once the issue of racism had been ex-
plored, the family was ready to move on and help the adolescent take
more responsibility for his actions. As Franklin put it, “Therapy pro-
vided an opportunity to explore the crossroads where family dynamics
and racism met” (1993, p. 36).
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Anti-Oppression Advocacy

Sanders (2000) said that it is not enough simply to change the ways in
which therapy services are offered. We need to look beyond the therapy
office to the world beyond and take part in efforts to influence systems
of oppression. Consider, for example, Sanders’s list of ways to make sys-
tems work more effectively for African-American people (pp. 18—22):

• Cultural awareness if the first step
• Encourage self-advocacy
• Accountable training of professionals
• Use resources within communities such as churches and civic

leaders to help spread the message
• Develop materials about mental health that are culturally appro-

priate
• Come out of your offices (which often represent institutions of

oppression) and into African-American communities
• Challenge research and writings
• Raise awareness as you sit in on group and individual supervisions

in your private and public practices
• Encourage educational professionals to provide accurate and in-

clusive instruction of American history to include the tremendous
efforts of non-Whites and women

• Demystify the stigma associated with race talks by encouraging
debate and dialogue

• Befriend African-American women’s groups, sororities, and social
clubs

• Support affirmative action and other antidiscrimination legisla-
tion

• Seek more funds to do empirical research of all socioeconomic
levels within the African-American community to provide a more
adequate picture of the heterogeneity

• Become an active participant in the numerous “watchdog” Web
sites fighting for justice

• Encourage and advocate for the hiring and promotion of African-
American educators, and support staff, and the admittance of
African-Americans into master’s and doctoral-level programs

• Challenge educational curriculum
• Challenge standards that continue to perpetuate ethnocentrism
• Fight institutions that discriminate against African-Americans
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As Lee pointed out,

The etiology of problems often is not in clients but rather in in-
tolerant or restrictive environments. The only way in which clients
will be able to solve problems or make decisions is to eradicate
these systemic impediments. Ethnically responsive counselors
often must assume the role of systemic change agents and help
clients to challenge such impediments. (2001, p. 587)

CULTURAL VALUES AND CONFLICT

The concept of worldview is an important theme running through the
current literature on multicultural counseling (Carter, 1991; Ho, 1987;
Lewis, 1994; Sue & Sue, 1990). Cultural diversity creates differences in
values that are so basic as to constitute alternate worldviews. For in-
stance, Carter (1991), extending the work of Kluckhohn and Strodtbeck
(1961), explained that cultures vary in terms of their orientations to-
ward the following factors: human nature, person and nature, time sense,
activity, and social relations.

In terms of human nature, cultures vary widely, with some teaching
that people are born with evil inclinations that must be controlled, and
others inculcating in their members a belief that people are basically
good. The differences among cultures are even more apparent when we
consider the relationship between person and nature. Some cultures be-
lieve in the subjugation of humans to nature and suggest that people
cannot expect to control natural forces. Other cultures, in contrast, are
built on the assumption that humankind can gain mastery over nature.
An alternate worldview suggests that people can achieve partnership
and harmony with nature.

Time sense is also central to cultural worldviews, with some cultures
valuing the traditions of the past and others focusing on planning for
the future. Closely associated with time sense is the orientation toward
activity. Cultures that focus on being emphasize spontaneous self-ex-
pression, while those that focus on doing emphasize achievements that
are measurable by external criteria. Finally, orientations toward social
relations run the gamut from an acceptance of clearly established lines
of authority to an emphasis on collective decision making, to an as-
sumption that individuality and autonomy are more important than
group goals.

On the basis of a review of numerous studies, Carter (1991) pointed
out that “in general, these researchers have found significant differences
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between the dominant White middle-class value orientation and those
of the cultural and ethnic groups with which they were compared”
(p. 167). The value system of White middle-class Americans is charac-
terized “by a belief in mastery over nature, future time, doing-oriented
activity, and individual relationships” (p. 165). Studies of Latin cultures,
Native American cultures, Asian cultures, African cultures, and Medi-
terranean cultures have pointed toward major value differences in all of
these categories.

The fact that world views are so diverse has important implications
for cross-cultural family counseling in that therapists have to see their
own values in perspective. Again and again, they will face situations in
which their own values and those of the families they are treating differ
so greatly that the goals, assumptions, and processes of therapy will be
affected:

Middle-class therapists, no matter what their ethnic origins, have
been socialized in terms of mainstream values. The therapist will
be Future-oriented, expecting clients to be motivated and to keep
appointments punctually. He or she will also expect families to be
willing to work on therapeutic tasks (Doing), over reasonable pe-
riods of time (Future), with the prospect of change before them
(Mastery-over-Nature) . . . And clients will be expected to sepa-
rate themselves from enmeshment in the family structure and to
develop increased autonomy (Individual). (Spiegel, 1982, p. 46)

Each therapist will have to respond with openness, adhering to his or
her own value system but recognizing that it is one choice among many.
“The therapist’s beliefs, like those of the family, are only a ‘comment on’
the cultural context where they were learned, rather than the truth”
(Schwartzman, 1983, p. 144).

Responding to these deep cultural differences is especially complex
because the therapist can never assume that a client’s value system nec-
essarily coincides with his or her ethnic background. Adding to this
complexity is the fact that many family systems are characterized by in-
ternal conflicts brought about by differences in acculturation among
family members.

Conflicting Worldviews

Each individual and each family is affected by multiple cultural con-
texts. Within the United States, people may be influenced both by the
traditional values of their families of origin and by the norms of the
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dominant culture. For instance, Garrett and Pichette (2000, p. 6) sum-
marized the acculturation in Native Americans, which included the fol-
lowing levels:

• Traditional (holding traditional values and beliefs, following tra-
ditional practices, and speaking native language)

• Marginal (neither fully accepting traditional practices nor main-
stream cultural values)

• Bicultural (accepting both dominant society and tribal society;
knowing and accepting both mainstream and traditional values)

• Assimilated (accepting dominant society and embracing only
mainstream cultural values)

• Pantraditional (assimilating but making a conscious choice to re-
turn to traditional cultural values and practices)

Within one family, all these levels of acculturation may exist at the
same time, depending on differences in the life experiences of each
member.

Similarly, in their discussion of Hispanics in the United States,
Szapocznik, Scopetta, Ceballos, and Santisteban (1994) stated that
much of the literature about this group is preoccupied with under-
standing the culture of origin while, in fact, no individual is purely a
product of this idealized culture of origin:

A Hispanic family in America, even in a very Hispanic region like
Little Havana, is exposed to a complex melange of cultural influ-
ences which includes the culture of origin that exists in the living
memories, values and behaviors of the older members of the fam-
ily . . . This cultural melange also includes the hybrid culture in
which the children are immersed both in school and with accul-
turating peers. (1994, p. 23)

This culturally pluralistic environment often leads to intensified gen-
erational conflict within families, with young people becoming accultur-
ated into the mainstream while their parents try to maintain traditional
values. Sometimes this culminates in a struggle wherein the adolescents
strive for autonomy while the elders seek family connectedness.

Szapocznik and Kurtines (1993) described the conflicts they saw in
clinical observations of Cuban refugees’ families in the 1970s:

The impact of a culturally diverse environment on these families
resulted in the emergence of conflict-laden intergenerational
acculturational differences in which parents and youths developed
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different cultural alliances (Hispanic and American, respectively).
These intergenerationally related cultural differences were added
to the usual intergenerational conflicts that occur in families with
adolescents to produce a much compounded and exacerbated in-
tergenerational and intercultural conflict. As a consequence, par-
ents became unable to properly manage youngsters who made
strong claims for autonomy and who no longer accepted their par-
ents’ traditional Cuban ways. (1993, p. 403)

Szapocznik and Kurtines developed bicultural effectiveness training
to work with these families. This strategy involved placing the cultural
conflict itself in the role of identified patient and helping the family to
develop a transcultural perspective. “Parents are encouraged to accept
and understand the value of certain aspects of the American culture
represented by their child, and the adolescents are encouraged to accept
and understand the value of certain aspects of the Hispanic culture rep-
resented by their parents” (Szapocznik & Kurtines, 1993, p. 404).

CULTURAL CONFLICT WITHIN THE FAMILY:
THE IMPACT ON THERAPY

Individual problems and family issues sometimes become clearer when
they are reframed in terms of cultural conflict. Consider, for example,
the case of Silvia, a 22-year-old woman, who had been living on her own
since the age of 16. She left home at that time in the midst of an intense
conflict with her father.

Silvia was an honors student in high school and wanted to continue
her education, but her parents told her they would not be able to send
her to college because they needed to save their money in case her older
brother, Carlos, decided to go. In fact, Carlos had never shown any in-
terest in higher education. Silvia felt that, no matter what she did, she
could never win her father’s approval.

Silvia’s father, who had moved to Chicago from Mexico as a teenager,
complained that Silvia was trying to turn her back on her family and her
culture. Although he recognized that she was doing well in school, he
criticized her lack of fluency in Spanish and her interest in “running
around” with her friends in the evenings.

Once Silvia realized she would not be able to go to college, she gave
up on school altogether, moving out and spending her time with a
group of young people who had always succeeded in shocking her par-
ents. After 18 months of living on her own, Silvia grew tired of awaken-
ing in too many strange places with no memory of what drugs she had
ingested the night before and decided to return to the straight life. She
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finished her GED and got a clerical job. She soon established a strong re-
lationship with Brent, an executive with her company. Brent asked her
to marry him, but somehow Silvia was unable to make this commit-
ment, although she was sure she loved him. She said she was so para-
lyzed in her own depression she could not make any decisions.

The main source of her depression had to do with her family. She had
tried to reconnect with her family, but they said they could not forgive
her for all that she had put them through when she left home. She
thought her mother might have forgiven her but that her father would
not allow it. Silvia had been able to forge some connections with her
aunt, uncle, and cousins, but she said that being with them made her
feel all the more lonely for her parents.

Another source of depression was that she had not disclosed to Brent
any of the things that had happened to her in the 18 months after she
left home. She feared he would leave her and that he would be right to
do so. She did not believe that she deserved to have a happy relationship
with someone like Brent.

Later Silvia ran into an old friend from her “wild days” and began to
experiment with heroin. She was still involved with Brent, who could
not understand the change to couples counseling with him. She felt she
was on the edge of an abyss and that this therapy was her one last hope.

Although some therapists might seek the reasons for Silvia’s drug
use, depression, or her relationship problems with Brent, those with a
multicultural perspective would recognize the salience of the cultural
conflict within her family of origin. Silvia’s attempts to be completely
acculturated into the dominant Anglo culture ran the gamut from her
unilingualism (English only) to her choice of a non-Hispanic mate.
Even her drug use was a sign of her acculturation.

Despite her acculturation, however, Silvia could not come to terms
with a lifestyle that others might call independent. Her separation from
her family was a pain at the very core of her being. In essence, both she
and her father were bicultural beings, each trying to maintain a hold on
one of their cultures at the expense of the other. Her culturally aware
therapist knew that Silvia and Brent could not move on in their lives until
her need for connection with her family was addressed. Gradually, with
the help of other members of the extended family, an accord was reached.

STRATEGIES FOR TAILORING FAMILY THERAPY

As the previous chapter indicated,“matching” and “tailoring” treatment
are quite different. When it comes to multiculturalism, family therapists
sometimes wish that they could use a simple matching strategy: learn
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about various ethnic groups and then match the treatment to the fam-
ily’s ethnicity. In fact, multiculturalism involves tailoring, not matching.
The therapist must address the specific needs of the particular family
while taking cultural factors into account. Thus, the therapist has to be
knowledgeable enough to be sensitive to cultural norms and values
without assuming that any generalization can apply to all members of a
group. As Berg and Miller (1992) pointed out, the therapist has to be
able to “balance consideration of the impact of culture on clients’ world
view with how clients personally experience ethnic and cultural influ-
ences” (p. 363).

Hardy (1989) helped to clarify the issue of balance by putting it in a
historical perspective. First, family therapists have been trained accord-
ing to the theoretical myth of sameness (TMOS), a belief system based
on the assumption that all families are the same and that context could
be safely ignored. A more contemporary view focuses on the difference
between minority and nonminority families, but ignores differences
within groups:

Unless special topic areas give acute attention to the differences
within any one group, be it women, gays or lesbians, or ethnic mi-
norities, the inevitable consequence is a perpetuation of the epis-
temological error (TMOS) which these areas have been designed
to rectify. Can there be a family therapy model that is effective for
and applicable to all Hispanics? Is it possible for feminist family
therapy to address the needs of all women given the vast number
of gender-related permutations that may be a function of the in-
teraction between race, ethnicity, religion, social class, etc.? Can we
assume that a given technique or therapeutic principle that applies
to this Hispanic family or this woman can be applied globally to all
Hispanics or women? (Hardy, 1989, p. 21)

Cultural knowledge should serve as “a background from which the
figure emerges” (Sue & Sue, 1990, p. 48). The process of tailoring begins,
of course, with an appropriate assessment.

Culture-Aware Family Assessment

McGoldrick (1982) pointed out that “the language and customs of a cul-
ture will influence whether or not a symptom is labeled as a problem”
(p. 7). Solomon (1992) also emphasized cultural differences in the ex-
pression of symptomatology and in the meanings of various behaviors.
She gave an example of a Ghanian woman whose mother had recently
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died. The woman, who was living in America, was unable to return to
Ghana for the funeral. The women reported seeing visions of her
mother and hearing her mother’s voice constantly in her head, telling
her what to do. These symptoms led to a diagnosis of schizophrenia,
triggered by traumatic life changes.

Solomon remarked that the diagnostic interview included no ques-
tions regarding the client’s spiritual beliefs or the grieving process in her
culture, although “normal grieving in some cultures includes elements
that Western culture might view as psychotic (e.g., seeing the dead and
communicating with them as they were in life or as transformed into
birds, animals, or spirits)” (1992, p. 373). If the assessment had been
sensitive to culture, the problem would have been seen in terms of de-
pression or bereavement, rather than schizophrenia.

The point of taking culture into account is not to make stereotypical
generalizations but to enhance the possibilities for understanding the
particular family. Some of the following questions might need to be
asked:

• If the therapist has difficulty understanding the family, might the
therapist’s own culturally biased assumptions and values be stand-
ing in the way?

• Are there aspects of the family’s worldview that might help to ex-
plain individual behaviors or family dynamics?

• To what degree are the family members embedded in a traditional
culture or acculturated into the dominant society?

• What differences in cultural identity exist among the family mem-
bers themselves?

• How do the members define the boundaries of their family? Do
they have an extended or multigenerational network that consti-
tutes their family system?

• How do such cultural variables as gender, ethnicity, religion, and
class interact to affect the family’s values and concerns?

• How does this family view the balance between individual and
family priorities?

• In what ways does oppression play a role in the life of this family?

If we consider again the case of Silvia, we can see how important such
a culturally sensitive assessment process really is. The dynamics of
Silvia’s family make sense only when we carefully consider the alternate
worldviews represented by Silvia and her parents, and when we recog-
nize the depth of intrafamilial differences in cultural identity. The in-
teraction of ethnicity and gender roles is also important in this case,
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with gender stereotyping playing an important role in limiting Silvia’s
perception of the options open to her.

Empowerment Strategies

Ho (1987) recognized that “racism and poverty dominate the lives of
many ethnic minorities” (p. 14). Consider, for example, the impact of
oppression on the African-American community. Because of the his-
tory of virulent racism and the prevalence of the “deficit view” of black
families, Boyd—Franklin (1989) emphasized that empowerment should
be seen as the most important goal of family therapy with African-
Americans. Implicit in Boyd—Franklin’s interpretation of the empower-
ment process are two basic needs: building a positive black identity
and mobilizing the family’s ability to interact effectively with outside
systems.

People who have been subjected to oppression are often completely
disempowered by this process. Instead of recognizing the social, politi-
cal, and economic context of their difficulties, they may be mired in self-
blame. In place of self-worth and self-efficacy, they could be caught in a
cycle of victimization and helplessness. Far from having access to sup-
port systems, they may feel isolated and alone.

The practical implication of this is that therapy with families who are
part of oppressed minority groups should be focused on empower-
ment. Specific empowerment strategies include reframing issues to rec-
ognize and focus on family strengths; directly addressing racism,
sexism, and other oppressions; and building skills and support for nav-
igating through hazardous environments. The therapist him- or herself
has to redefine the meaning of systems theory, which “can be expanded
to include society at large and problems such as prejudice, poverty, gen-
der and ethnic minority issues” (Sue, 1994, p. 20).

Family issues can be reconceptualized if the following empowerment
questions are addressed:

• How can the family’s issues or problems be redefined in an em-
powering way? What strengths and competencies can be identified
and encouraged?

The value of these questions lies in the necessity of helping fam-
ily members and the family as a whole recognize their potential for
strength. Oppression is insidious because external discrimination
is combined with socialization processes that bring about inter-
nalized oppression; victims learn to accept the negative views of
themselves that have been inculcated by the mainstream society.

The Impact of Culture • 137

RT3602_C006.qxd  12/8/04  11:46 AM  Page 137



As we have seen in some of the examples presented earlier, the
characteristics of families are often pathologized when they differ
from those of the dominant culture. The therapist’s ability to view
families as having adaptive strengths, rather than as being inher-
ently dysfunctional, makes the first step toward empowerment
possible.

• How has this family been affected by oppression?
Exploring this issue with family members can help to lay the

groundwork for empowerment both by bringing about a release
from self-blame and by readying the family to move toward con-
sidering the changes necessary for taking responsibility for their
lives. A key issue here is that the therapist has to recognize the im-
pact of broader systems in order to address the subject with the
family.

• What therapeutic strategies can be used to overcome oppression-
based barriers to healthy functioning?

Beginning with a recognition of the role of oppression helps
widen the range of possibilities considered by the therapist. Addi-
tionally, this question brings to the foreground the idea that the
therapeutic strategies selected must be sensitive to the worldview
of the client family. The therapist avoids the possibility that the
therapy itself may play a role in the family’s oppression.

• What positive environmental resources might be available to this
family?

The isolation of disempowerment can be addressed by helping
the family identify potential sources of positive support in the
broader environment. Moreover, this question points the thera-
pist toward an acknowledgment of the important role of the in-
formal helping network available in many minority communities.

If we return once more to Silvia’s family, we can see the utility of ad-
dressing the empowerment questions. First, the strengths of Silvia and
her family would be recognized. As an individual, Silvia has many
strengths, including courage, intelligence, and a willingness to connect
with others. Although some therapists might focus on the problems in
her family life, an empowerment-oriented counselor would focus in-
stead on the deep caring that has made complete separation impossible.
A clear-headed exploration of the role of oppression in this case might
also open new doors. Silvia has faced oppression as a woman; one aspect
of therapy should focus on what she and her family view as the mean-
ing of being male or female in traditional and contemporary cultures.
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Internalized oppression might also play a role in this situation. Is
Silvia’s urgent desire to be completely acculturated based on an
assumption that the dominant culture is superior? Could her feeling
that she does not deserve “someone like Brent” relate to her awareness
of their class differences? As Silvia develops a more integrated cultural
identity, will she relate differently to Brent and to her parents? Clearly,
these questions take the therapy down a road that would have been by-
passed if a less contextual approach had been taken.

SUMMARY

A family’s culture is affected by race, ethnicity, age, language, social
class, income, geographical location, education, religion, gender, sexual
orientation, and many other variables. Meeting the needs of a specific
family requires that the tailoring process take these cultural factors into
account.

When family therapists embark on the difficult work of becoming
culturally aware, they often learn that their notion of what characterizes
a healthy family is not universal. Cultural heritage affects such values as
the desired balance between individuation and family unity. Families in
various cultures also differ in terms of their definitions of the family
unit and its boundaries.

The experience of oppression must also be recognized as a condition
with a major impact on family life. Racism and other oppressions may
need to be addressed directly before family members are ready to deal
with other issues.

Family therapists are also learning that differences in worldviews
have to be explored, whether they are between the family and therapist
or among family members themselves. In fact, conflicting cultural val-
ues may sometimes be found to be at the heart of the turmoil, which
seems incomprehensible to people who overlook the salience of culture.

Each of these issues has implications for therapeutic strategies,
pointing to the need for a culturally aware family assessment and for
case conceptualizations aimed toward empowerment.
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7
TAILORING TREATMENT

Families Under Stress

In situations of extreme stress, families need to call on all the resources
that are available to them. Certainly, healthy families have the best
chance of dealing successfully with new stressors. Even these families,
however, may find that their usual ways of operating must change in re-
sponse to serious pressures.

A family with a history of effective communication, mutual support-
iveness, flexibility, and shared values has the tools for dealing effectively
with stress. When family members are under severe stress, they need
these adaptive characteristics more than ever. During these times, fam-
ilies need to communicate directly so they can find fresh solutions to
pressing problems. They need to pull together without losing sight of
individual needs and goals. They must also adapt to new stressors by
being flexible enough to make systemic changes. With all these strengths
in place, families sometimes manage to overcome seemingly insur-
mountable burdens.

Often, however, families under stress seem to lose the balance that
they need most. Instead of communicating openly, they may depend on
avoidance as their primary coping strategy. Instead of seeking intimacy,
they may choose the extremes of distance and isolation or overprotec-
tion. Instead of making changes in their patterns of interaction, they
may seek refuge in a rigid adherence to behavior that no longer works
for them.
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Any family—even one that has been characterized as healthy in the
past—can be thrown into chaos in the face of extreme stress. What hap-
pens, then, to families that have been subject to numerous stressors over
a long period of time? Madsen (1999) pointed out that when working
with such multistressed families therapists sometimes find their clinical
relationships dogged by losses of connection, competence, vision, hope,
and balance. According to Madsen, these losses do not just represent
family characteristics. They represent barriers that stand in the way of
the therapeutic process. Not only the family but the therapist as well may
disconnect in response to frustration and hopelessness. Both therapist
and family may feel incompetent, resigned, and hopeless. When this
kind of situation arises, the therapist may find it difficult to balance an
understanding of the seriousness of the family’s stressors with a sense of
optimism about the family’s strengths and resources. But that balance is
exactly what the therapist and family, working in collaboration, must
find. Madsen suggested that we can work with families from a strength-
based perspective if we think in terms of constraints, rather than prob-
lems. “Anchored in a theory of constraints, therapy can become a
collaborative effort in which the therapist works with the family to help
them identify and address the constraints in their lives” (1999, p. 54).

When working with families under stress, therapists have to focus on
ways to help family members mobilize whatever resources they have at
their command. Sometimes the therapist will find that the family’s un-
healthy transactions preceded or exacerbated the current stressor.
Often, he or she will find that the family’s coping mechanisms and in-
teraction patterns were simply overwhelmed by pressing demands.
Tailoring treatment involves both recognizing the resources that might
help the family function effectively and taking into account the realities
inherent in the particular type of stressor involved. Consider, just as ex-
amples, the special needs of families dealing with each of the following
specific stressors: addiction, illness or disability, and family violence or
abuse.

FAMILIES AND ADDICTION

There is no doubt that tailoring treatment to the needs of an addiction-
affected family requires at least some degree of focus on the nature and
extent of the drug use. Clearly, the participants in therapy hope that at
least one outcome of the process will be a change in the addictive be-
havior that has brought them there. Despite this concern with the indi-
vidual’s drug or alcohol use, however, the therapist’s systemic focus
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must remain at the forefront. When an individual abuses alcohol or
other drugs, his or her entire family is placed under severe ongoing
stress. A parental addiction may leave children without stable supervi-
sion. Young people’s substance abuse may leave parents feeling guilty,
powerless, and fearful for their children’s future. Couples may adapt to
one member’s addiction by creating imbalances in power and responsi-
bility. Over time, families often get caught in rigid patterns of interac-
tion that are adaptive to the presence of the drug but do benefit general
family well-being. Attempts to keep the problem a secret may lead the
family to develop impermeable boundaries that prevent members from
seeking the help and support they need.

When a family member is addicted to alcohol or other drugs, this fac-
tor tends to become central to the family’s functioning. The family
adapts and organizes itself around the presence of the addiction. This
adaptation supports and maintains the substance use.

Families develop consistent ways to adapt to the presence of alcohol
or other drugs within their lives. Over time, of course, these patterns of
interaction become deeply entrenched. Family members see few alter-
natives and continue carrying out behaviors that allow the substance
use of the identified patient to continue. For instance, other family
members often relieve the addict from carrying out normal responsi-
bilities, picking up the slack by being steadfastly reliable themselves.
Although this pattern may allow the family unit to survive intact, it also
allows—even encourages—the substance use to continue unabated.

As is always the case with systems, a circular pattern emerges. Just as
the working of the family system makes drug and alcohol use possible,
the continuation of the family member’s substance use allows the fam-
ily to maintain its steady state. For instance, Steinglass, Bennett, Wolin,
and Reiss (1987) studied a number of couples in which one member
abused alcohol. They found that, in most cases, alcohol-related behav-
ior served a systemic purpose by helping the family to cope, at least tem-
porarily, with problems in daily living. Whether the problems being
faced were internal or external, the families believed that they could
cope with them only when alcohol was present. When problems arose
and tensions mounted, intoxication would emerge as a response that al-
lowed the system to become restabilized.

An addictions specialist and a family therapist often perceive this sit-
uation very differently. Substance-abuse-treatment providers try to rec-
ognize the impact of systemic thinking but tend to view the addiction as
the root cause of the family’s problems. Conversely, family therapists try
to recognize the impact of the physiology of the addictive process but
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may view the alcoholic or addict simply as the identified symptom-
bearer in the family, rather than as the primary focus of attention. A rap-
prochement between these two viewpoints depends on the ability of all
therapists to focus on both the individual’s health and on the function-
ing of the entire family. An important aspect of this effort is to take into
account the family’s situation at the time of the intervention. The ap-
propriateness of a therapeutic strategy depends on the stage in the de-
velopment and resolution of the addiction-related problem (Lewis,
Dana, & Blevins, 2001). The goals and methods used depend on whether
the drug use is currently active, whether the behavior is in the process of
alteration, or whether a behavior change has been established.

Stages of Change

Five stages of change have been identified as common to a number of
behavioral concerns, including substance abuse (Stages of change, n.d.).
These stages of change are precontemplation, contemplation, prepara-
tion, action, and maintenance. Precontemplation is the stage at which no
intention is made to change the behavior in the foreseeable future.
Contemplation is when people are aware a problem exists and are seri-
ously thinking about overcoming it, but have not yet made a commit-
ment to take action. Preparation is a stage that combines intention and
behavioral criteria. Individuals in this stage are intending to take action
in the next month. Action is the stage in which individuals modify their
behavior, experiences, or environment in order to overcome their prob-
lems. Action involves the most overt behavioral changes and requires a
considerable commitment of time and energy. Maintenance is the stage
in which people work to prevent a relapse and consolidate the gains at-
tained during action. For addictive behaviors, this stage extends from 6
months to an indeterminate period past the initial action.

The stages of change are relevant not just to individuals but also to
families. With family systems, of course, the process from readiness to
change to maintenance is even more complex. Suppose, for example,
family members differ in their levels of readiness. One may be solidly
entrenched in precontemplation while another is primed for action.
Family members who seek change will need assistance in recognizing
and addressing the family’s patterns of interaction. Otherwise, the sys-
tem will simply reassert itself.

Clearly, systems interventions must fit the family’s stage of readiness.
One set of strategies is needed to help family members initiate changes
in the systems that support alcohol and drug use. Still another set of
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strategies is needed to help families cope with the stress that accompa-
nies the abrupt changes associated with individual recovery.

Making Initial Systemic Changes

We know that family members will not all be ready for change at the
same time. Family therapy should be available to those who want to
change their patterns of interaction even if the drug or alcohol abuser is
not ready to take part. The key factor associated with success at this
point is that family members explore the possibility of changing their
customary roles. Family members may need help in making the choice
between two difficult alternatives: (a) actively confronting the substance
abuser in an effort to press him or her into treatment or (b) disengag-
ing from an unhealthy focus on substance use as the central factor in
family life.

Family members sometimes gather together to confront the individ-
ual substance abuser as a group. The focus of this kind of intervention
is usually to convince the individual that his or her substance use is a
problem and to press the individual into treatment. Ideally, the individ-
ual comes to accept the idea that his or her drinking or drug use is the
source of the family’s problems.

For families in pain, the appeal of this approach, with its promise of
treatment as a potential “happy ending,” is obvious. Unfortunately,
however, it is in the very simplicity of the intervention that its short-
comings lie. The overriding purpose of the intervention is to make a
convincing case that alcohol or another drug is the root cause of the
problems affecting the individual and the family and to present treat-
ment as an immediately available solution. Thus, the approach over-
simplifies problem attribution, conceptualizing issues in linear,
cause-and-effect terms (Lewis, 1991, p. 43).

Such an intervention should be approached with caution. First, the
emphasis on the single cause of the family’s pain overlooks the systemic
nature of most problems. Second, the intervention assumes that the in-
dividual will face consequences if he or she refuses treatment. In fact,
the interveners need to be prepared for the possible failure of the inter-
vention to meet their goals. What might be the consequences for them
and for the family as a whole if the identified patient refuses treatment?
Third, the results of even a very successful intervention will be short
lived if the family fails to make changes.

A valid option to the confrontation is to help those family members
who are ready to change begin the process on their own. These people
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can be encouraged to improve their own lives, working toward goals
that focus on their own growth rather than on the family behavior as a
whole. If family members can interrupt rigid patterns of interaction
and move away from accepting responsibility for each other’s behavior,
they may decrease the degree to which the system makes continued
drug use likely. Even if this outcome is not achieved, the family mem-
bers who have been involved in the process can benefit. They may enjoy
their first opportunity to focus on meeting other family needs, rather
than having their behaviors dominated by reactions to one family mem-
ber’s drinking or drug use.

Adjusting to Early Recovery

Families with a long history of transactional patterns based around a
family member’s addiction frequently face crises when the individual’s
substance use subsides. Behaviors that have been reasonably adaptive to
the presence of the addiction are no longer appropriate when the iden-
tified patient moves out of his or her role. Families with newly abstinent
members now need coping skills outside of their usual repertoires. The
sudden need for change often comes as a shock, especially because sub-
stance use has previously replaced problem-solving and conflict resolu-
tion skills. In addition, families are often disappointed to find that the
problems they have always attributed to substance use alone continue to
exist.

Usher, Jay, and Glass (1982) called this situation the crisis of absti-
nence. They said that, although some families resolve the crisis success-
fully and make meaningful systemic changes, many respond to the crisis
by splitting up or by reintroducing alcohol into the system. The way that
alcohol and other drugs are “reintroduced” is through family members’
return to prior patterns of interaction that can establish the familiar
equilibrium.

How can family therapy address a family’s needs during this crucial
juncture? Bepko and Krestan (1985) said that the most important
things to do at this point are to keep the system calm, defuse conflicts,
address individual issues, and encourage members to focus on their in-
dividual needs. They suggested that the therapist work with the family
to make minor structural changes that can give them time to adjust.
Families can go through a process of negotiation, working out compro-
mises so that individual needs are addressed. Later, after a period of sta-
bilization, a family may be ready to make the more basic systemic
changes that serve to rebalance the system.
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A great deal of evidence indicates that couples counseling is espe-
cially effective in early recovery (O’Farrell, 1992). For instance,
Wetchler, Nelson, McCollum, Trepper, and Lewis (1994) developed a
program of systemic couples therapy for drug-abusing women. Their
model calls for an assessment process that includes defining the prob-
lem, identifying interpersonal sequences surrounding the substance
abuse, and examining multigenerational patterns. Components of the
behavior change process include helping the couple learn to negotiate
and altering dysfunctional couple sequences. Wetchler and his col-
leagues learned that the sequence of behaviors culminating in an indi-
vidual’s drug use can be interrupted most effectively when couples learn
to notice them in their earliest stages.

Applying Couples Therapy

The context of understanding that addiction-related problems are
viewed within should devote attention to the balance between family
members in terms of power and responsibility. Among families affected
by addiction, the years of drug or alcohol use have often affected this bal-
ance because of an impairment in the user’s ability to carry out his or her
responsibilities. Balance also enters the picture again as we consider the
symmetry between separateness and connectedness. Among families af-
fected by addiction, issues regarding boundaries are common, at least in
part because of attempts to keep the alcohol or drug problem a secret
from the outside world. The therapist must also attend to the larger sys-
tems within which the family operates. Addictive behaviors take place
within a social context that may exacerbate the risk for problem devel-
opment. With this understanding as a backdrop for action, the therapist
can help the couple negotiate new behavioral patterns. Consider the po-
tential impact of couples counseling in the cases that follow.

THE CASE OF RUTH AND JACK

Ruth and Jack, a young African-American couple, had lived together for
over 6 years before Jack was arrested for selling a small amount of co-
caine. Even in their own neighborhood, Jack had never been considered
a major supplier. In fact, he had become involved initially only because
he and Ruth had been unable to secure other employment despite their
education and skills. His arrest, and subsequent imprisonment, came
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about because he was caught up in a large undercover operation. Still,
Jack’s involvement in the sale of cocaine had been the couple’s main
source of income. Although they were both users, they were able to live
comfortably.

When Jack went to prison, Ruth had to find a way to support herself.
(During her years with Jack, she had left it up to him to take care of their
financial well-being and to decide what kind of lifestyle they would
have.) She was not sure how to take care of the family business on her
own because Jack’s main suppliers were gone. She was prepared to go
out on the street but was now more frightened of that life than she had
been 6 years ago. Before she succeeded in gathering her courage, a
neighbor suggested that she take a job temporarily cleaning rooms in a
newly opened hotel. Ruth did get the job and, during the time Jack was
away, stayed with the job and was promoted to housekeeper. Her cur-
rent managerial job is quite demanding.

Now Jack has returned home. During his time away, Jack had become
connected with a group of men who helped him get in touch with his
religious and spiritual nature that had been buried during his years of
drug use. Now, on probation and adamant about abstaining from
drugs, Jack is hoping to find a career. In the meantime, they are both liv-
ing on Ruth’s salary.

When he first came home, both Ruth and Jack felt optimistic about
their new life. It seemed miraculous that both of them were turning
their lives around at the same time. Both of them were intent on living
the straight life, yet some problems have arisen. Jack expected that their
new lives would be a healthier, drug-free duplication of what their exis-
tence had been before. He expected to still be the main decision maker
in the relationship and that Ruth would devote her attention to him. He
felt she should be happy to spend all of her time with him after having
gone through a painful separation. Ruth finds Jack’s attitude unrealistic
and thinks it is impossible to live up to his expectations. Her job is de-
manding and time-consuming, but Jack wants her to spend more time
with him, to entertain his friends, and to take better care of the apart-
ment. Also, she has become accustomed to making decisions on her
own. Time after time, conflicts arise about money, about the apartment,
about Jack’s unemployment, and about the nature of the relationship.
Twice, Ruth has left after one of these arguments and gone out to get
high with one of her friends. When she returned, Jack was furious with
her for using. The conflict became even more severe.

Conceptualizing the Situation of Ruth and Jack

A therapist working with this couple would recognize that the reestab-
lishment of customary interactions would create a relapse risk for both
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Ruth and Jack. Their former pattern left a major role to be played by co-
caine; falling into this old pattern is as easy as it is dangerous.

One aspect of the couple’s established pattern involves the balance of
power in their relationship. Although their life may seem nontraditional
to some people, Ruth and Jack have lived according to a conservative
view of gender roles. Before the crisis of his imprisonment, Jack was
both the primary breadwinner and powerholder in the relationship.
Ruth’s newfound economic power and the drain her job places on her
time make it difficult for her to return to her prior role. Jack’s ideal, that
the relationship could be a drug-free equivalent of what it was before, is
easy to understand. Yet this notion reflects a ubiquitous problem among
recovering families. Family members often assume that the removal of
the substance is all they need. In fact, an unchanged system clearly in-
creases the likelihood that the drug will be reintroduced. The family
context must be changed in order for the new behaviors (abstinance) to
continue.

The balance between separation and connectedness is also relevant in
this case. During Jack’s absence, Ruth began to recognize herself as a sep-
arate entity. Again, Jack’s reluctance to recognize these new boundaries
is understandable but needs to be addressed in therapy. The fragile bal-
ance that Ruth and Jack seek is affected not just by their own attitudes
and behaviors but by their cultural milieu. The racism that has limited
their career opportunities and the gender stereotypes that have limited
their social roles both play a part that the therapist needs to address.

Within the context of these systemic factors, the therapist can help
Ruth and Jack make concrete changes in their interactions. Once they
learn to recognize the signs of impending conflict, they can negotiate al-
ternatives that prevent the disastrous endings of their previous friction.

THE CASE OF STEVE AND TIM

Steve and Tim were first introduced by a mutual friend at a bar that
serves as the focal point of social life in the gay community. After seeing
each other for over a year, they moved in together. They have lived for
almost 2 years in an apartment close to where they first met. From the
beginning, they have had an active social life, meeting their group of
close friends at the bar or socializing over drinks at home.

Four months ago, Steve lost the job he had held as a paralegal in a large
law firm. The late nights of drinking and socializing had taken their toll,
and he found himself arriving at work either hung over or very late.
(This has been less of a problem for Tim, who is a psychotherapist and
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has more flexible hours.) He was fired when one of the attorneys com-
plained about smelling alcohol on his breath.

Steve has been seeing an addictions counselor and has been working
hard at maintaining abstinence. He has been attending AA meetings
and enjoys them. He hopes to find a new job and get his life back to what
it was before.

Surprisingly, however, he and Tim have begun to have arguments for
the first time in their relationship. Tim says that Steve has become fa-
natic about AA. He complains that Steve won’t talk about anything else
and that their social life has become nonexistent. He does not want
Steve to drink and suggests that Steve have a soft drink when at the bar
or when entertaining friends. Steve wants his life with Tim to get back
to normal, but he is afraid to be around alcohol. Tim says he will simply
go to the bar on his own, but that idea makes Steve feel jealous and
abandoned.

Conceptualizing the Situation of Steve and Tim

Tim, like Jack, would like his relationship to be an alcohol-free duplica-
tion of the past. In fact, this ideal would be very difficult to achieve. At
least in the earliest stages of recovery, Tim would find it problematic to
spend a great deal of time surrounded by drinkers. Yet it is not realistic
for Tim to expect the people around him—even Steve—to make drastic
changes in their lifestyles. Oppression plays a role here, too. For many
members of the gay community, bars have provided the most comfort-
able opportunity for socializing. Within this context, the therapist
would help Steve and Tim negotiate short-term compromises that
could allow each some separateness while maintaining the customary
closeness and trust in the relationship.

FAMILIES’ RESPONSES TO ILLNESS AND DISABILITY

Few problems are more stressful to a family than the illness of one of its
members. The family’s customary coping style may be inadequate, re-
sulting in a situation in which resources are stretched to the breaking
point.

Serious illness not only takes over the patient’s life, it also greedily ex-
pands to consume the energy and resources of the patient’s family. Far
from being tightly confined inside the individual’s skin, serious illness
invades the entire network of connections around the sick individual.
For some families, this crisis offers opportunities for emotional as well
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as physical healing. For others, the illness ravages everything in its path
(McDaniel, Hepworth, & Doherty, 1993, pp. 20—21).

As is the case with addiction-related problems, the process of tailor-
ing treatment for families affected by illness must balance the individ-
ual’s health and the family’s general level of functioning. Sometimes the
treatment that seems most appropriate for the individual’s needs, such
as home dialysis, may be stressful and demanding for the family. In
other instances, strategies that seem to be appropriate for the family
may leave the needs of the medical patient unattended. The character-
istics of the specific illness or disability also have a major impact on the
nature of family stress and on the kinds of coping strategies that will be
needed. Families find that different adaptations are needed, depending
on the illness itself, the way it is treated, the extent of disability involved,
and the way the family is structured.

Nature of the Illness or Disability

Rolland (1994) designed a topology of illnesses that emphasizes the
varying effects of health-related problems in terms of their onset,
course, likely outcome, degree of incapacitation, and degree of pre-
dictability. Each of these factors affects the kind and degree of challenge
the family must meet. Moreover, families vary in terms of the degree to
which their structures and styles tend to be successful in coping with
particular types of illness.

Onset Whether the onset of an illness is acute or gradual affects the
kind of readjustment a family must make. A condition with an acute
onset, such as a stroke, requires that the family mobilize quickly, using
crisis management skills and making rapid adjustments. A gradual
health problem, such as Alzheimer’s, may require the same degree of
problem solving and restructuring, but allow these changes to take place
over a longer period of time.

Some families are better equipped than others to cope with rapid
changes. Families able to tolerate highly charged, affective states, to ex-
change clearly defined roles flexibly, to solve problems efficiently, and to
utilize outside resources effectively have an advantage in managing
acute-onset illnesses. Other families’ styles of coping may be more
suited to a gradual change (Rolland, 1994, p. 23).

One cannot assume it is possible to distinguish between functional
and dysfunctional family styles for coping with an illness. The same
family that shows a high degree of success in responding to crises may
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be overwhelmed when called on to deal with illnesses characterized by
a long-term, steady deterioration.

Course Illnesses may also be characterized as progressive, constant, or
relapsing/episodic. A progressive illness may require a family to reor-
ganize itself again and again over time as the disability reaches new
stages. The family with flexibility at its core is most likely to be success-
ful in managing these changes, but even then the need to restructure can
be so overwhelming that therapy aimed at deeper changes may still be
needed. Illnesses that Rolland categorizes as constant become stable
after the initial event. The family might need help to make a major
adaptation but can assume that the new structure will suffice for a long
period of time. Illnesses that are subject to relapses or episodes of dis-
ability bring their own special challenges because families have to reor-
ganize for periods of health and relapse. Because these episodes are
unpredictable, families cannot always prepare for change and must be
on guard to deal with unexpected crises. Therapeutic needs will change
over time as the family is buffeted by change.

Outcome Rolland (1994) saw a continuum among illnesses that do
not affect one’s life span to illnesses that shorten life span to illnesses
that are fatal. Family therapy needs differ according to the expected out-
come of the illness. When the illness is expected to be fatal, families
often need help dealing with anticipatory loss as well as with its associ-
ated conflict between the desire for intimacy with the ill person and a
need to let go. Illnesses that shorten life span or that are characterized
by an uncertainty about the possibility of sudden death have very com-
plex effects on family life. Rolland said that, in families grappling with
these kinds of illnesses, issues of mortality are “less prominent but more
insidious in day to day living.” Uncertainty makes varying interpreta-
tions and expectations of the situation possible. Family members may
opt for overprotectiveness, for distancing, or for unpredictable swings
between opposite behavioral poles.

Incapacitation Of course, some illnesses and disabilities bring with
them impairments that have a major impact on family life. Families are
differentially affected according to the nature of the incapacitation (e.g.,
impairments in mental functioning, sensation, movement, or energy)
and the extent of the disability.

Degree of Uncertainty/Predictability Rolland’s topology places a de-
gree of certainty in the role of a metacharacteristic that affects all of the

154 • Family Therapy Techniques

RT3602_C007.qxd  12/8/04  11:47 AM  Page 154



other categories. Illnesses vary in the predictability of their course, out-
come, degree of incapacitation, and rate of progression. Uncertainty
brings heightened stress.

Families coping with highly unpredictable diseases, such as multiple
sclerosis, often state that these ambiguities are the hardest aspects to ac-
cept. The more uncertain the course and outcome, the more a family
must make decisions with flexible contingencies built into their plan-
ning (Rolland, 1994, p. 33). Just as families are affected by the uncon-
trollable course of the family member’s illness, they are also affected by
the sociocultural context within which the illness is viewed.

Sociocultural Context of Disability

Kirshbaum (1994) made the important point that families’ responses to
disabling conditions are colored by the tendency of the broader social
trends to pathologize disabilities. Certainly, society as a whole is op-
pressive toward disabled individuals. Of particular concern is the fact
that the medical care system itself is not immune to oppressive atti-
tudes. Health care providers may inadvertently place such a strong focus
on individual and family deficits that they miss the importance of em-
powerment. Moreover, the family is especially vulnerable to these neg-
ative messages just at the times when they most need to be proactive in
their adaptations to solve the problem or cope with the illness.

The cumulative effect of such pervasive and repetitive negative social
messages is that we construct a personal framework of meaning regard-
ing disability. This frame can, in turn, have a profound effect on indi-
vidual family members’ self-esteem, sense of defeat, and depletion. It
can narrow our families’ sense of what can be done together and of who
the members can be together (Kirshbaum, 1994, p. 9).

When families respond to a disability or illness in ways that seem dys-
functional, they may in fact be responding not just to their own inter-
nal structures but also to an external stigmatization. Distancing within
the family is sometimes a result of the dehumanizing stance of the cul-
ture at large. Overprotectiveness may be a response to an onslaught of
conflicting advice gleaned from health and social systems. Kirshbaum
suggested that the process of therapy should focus on reframing the
meanings inherent in the disability. Also, connections with the commu-
nity of disabled persons enhance the process of depathologizing health-
related problems.

The adult disability culture is inherently a reframe or a complex of
reframes . . . People in disability traditions can experience profound
shifts in meaning from contacts with individuals with long-term
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disability experience and disability community involvement . . . Being
involved in the adult disability community is likely to expose one to a
cultural perspective that values disability (Kirshbaum, 1994, p. 10).
Similarly, recent years have seen the parents of disabled children take
strong political action associated with their own success in overcoming
deficit-focused beliefs.

Family Treatment Goals and Strategies

When therapists build their own practices on a recognition of the im-
pact of the oppression, they are better able to help families develop the
kind of positive reframe suggested by Kirshbaum. McDaniel, Hep-
worth, and Doherty (1993) stated that, even when the illness in question
is fatal, a major goal of therapy must be to increase the family’s “sense of
agency.” This means increasing their involvement and personal choices
in managing the illness.

There cannot be many experiences, short of war, incarceration, or
mass disaster, that so deplete feelings of personal competence and self-
determination as being both very sick and caught in the tentacles of the
modern medical health care system. A medical family therapist can help
families maintain or reacquire the habit of making personal choices
about medical decisions and take back aspects of members’ lives that
they have sacrificed to the illness (McDaniel et al., 1993, p. 28).

Helping families work together toward this kind of empowerment
requires an emphasis on open communication. In fact, McDaniel and
her colleagues suggest that an equally important goal of family therapy
involves enhancing the communion found in emotional bonds. Family
members may be stuck together in a tight clump of single-minded pre-
occupation with the illness and its costs, while at the same time feeling
deeply isolated from one another. Their love and concern for one an-
other can become fused with guilt, anguish, resentment, and depression
that completely distort the quality of family life. The previously men-
tioned communion is meant to be a restoration, where possible, of
human connections within the family and between the family and the
community. These connections are based on qualities of affection,
humor, friendliness, common interests, and mutual respect that may
have given way in the collective isolation imposed by the illness
(McDaniel et al., 1993, p. 62).

Rolland also emphasized the role of the family therapist in opening
up communication within the family. He suggested that, in the couple
relationship, members be encouraged to “revise their closeness to in-
clude rather than avoid issues of incapacitation and threatened loss”
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(Rolland, 1994, p. 237). Among the subjects he suggests for discussion
are the demands of the illness over time, the couple’s beliefs about the
factors that caused the disorder and might affect its course, ways to live
with loss, priorities for the relationship, patient and caregiver roles, and
ways to maintain balance and mutuality in the relationship. For families
with children, he suggests open, age-appropriate communication about
all the health issues being faced.

The levels of personal disclosure that may have been functional be-
fore a disorder appeared often become inadequate. Discussions about
living with the threat of a loss may represent new territory (Rolland,
1994, p. 238). Underlying all these discussions is the need to “find a
place for the illness within the family while at the same time ensuring
that the illness is kept in its place” (Steinglass & Horan, 1988, p. 139).
Somewhere between the extremes of denying or overemphasizing the
illness lies a functional balance.

THE CASE OF THE PETERSON FAMILY
By the time Jim and Julie Peterson had reached their late thirties, they
had come to view their lives as stable and predictable. Their two chil-
dren, Linda and Scott, were weathering early adolescence without any-
thing more than the standard degree of conflict. Although Jim’s
professional work as an architect was very demanding, it was also lucra-
tive. Julie was glad that she had been able to stay home with the children
when they were younger. She was now working part-time as a designer.

The Petersons barely noticed the subtle symptoms of Jim’s illness at
first. It was only when the symptoms became impossible to ignore that
he sought a medical diagnosis and realized he had multiple sclerosis.
Even after the diagnosis, Jim and Julie had difficulty taking in the real-
ity of the situation. Jim had long periods of time when he was free of
symptoms and could almost forget he had M.S. At first, the Petersons
thought they could postpone discussing the illness with the children.

In time, however, the family members became conscious of changes
in their lives. Julie knew she had to think about some kind of career plan
for herself but felt helpless about moving in a new direction. Linda’s
grades dropped and she began to spend long hours alone in her room.
Scott’s teachers reported he was acting out in school. The solid structure
of their family life seemed to be crumbling, even though Jim was still
functioning well.

The need for a major adaptation became pressing when Jim’s health
no longer allowed him to perform effectively at work. Now he cannot
always predict whether he will be able to finish a project. Although his
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work is still excellent, he and the family have begun to realize their tra-
ditional roles are changing. Jim’s work can no longer be the only source
of support for the family. Julie will have to make her work more central
to her life, even to the extent of securing a job with family health insur-
ance that will cover preexisting conditions. The children will have to
adapt by taking on more adult responsibilities than they are used to.

Conceptualizing the Case of the Petersons

The Peterson family has virtually had to reinvent themselves in response
to the illness of one member. Although they held their solid stability and
success in carrying out traditional roles as sources of pride, Jim and Julie
must now learn to practice and value flexibility. Clearly, as each family
member must accept new roles and responsibilities, the new structure
that has been created may have to be dismantled and rebuilt again and
again as Jim’s physical abilities and the needs of the family change.
Within the context of this constant renewal, the family will have to “put
the illness in its place,” making sure that the roles of parent and child re-
main intact despite their transformations.

The importance of open communication about health-related issues
is clear in this case. The parents’ assumption that silence could protect
their children was quickly proven to be inaccurate. Open family discus-
sions about the nature of this new stressor and the best ways of coping
with it will be crucial to the Petersons’ adjustment. These family mem-
bers will have to use every possible resource and coping skill at their
command.

VIOLENCE AND ABUSE

The need to tailor therapy in accordance with the stressor affecting the
specific family becomes especially salient in cases of violence or abuse.
When it comes to violence and abuse within a family, systems thinking
is often called into question. The concept of circularity ignores power
differences and fails to provide a mechanism for focusing on the indi-
vidual responsibility of the perpetrator.

When applied to problems such as battery, rape, and incest, circular
causality subtly removes responsibility for his behavior from the man
while implying that the woman is coresponsible. “Similarly, systemic
notions of neutrality emphasize that all parts of the system contribute
equally to the production and maintenance of problems/dysfunction,
and render totally invisible differences in power and influence between
family members” (Avis, 1988, p. 17).
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One way to address this issue is to view family systems through a lens
that takes in the larger systems within which families operate. Although
it is always important for family therapists to focus on sociocultural fac-
tors, it is even more vital to keep these factors in the forefront when
dealing with violence and abuse.

The right of men to control their wives and girlfriends is widely as-
sumed in our society despite the economic and social gains made by
women within the last thirty years. Violence is rooted in disparities of
power based on gender, race, class, sexual orientation, or interlocking
combinations of these and other factors. Violence is an act which signi-
fies domination and power over another person (Arnold & Sobieraj,
2000, pp. 113—114).

As these critiques of conventional therapy make clear, tailoring treat-
ment for situations involving violence requires several special adapta-
tions, including (a) acknowledging and addressing the role of the larger
culture in encouraging violent and abusive behavior, (b) recognizing
the need to keep the safety of the vulnerable woman or child as the most
important goal of treatment, and (c) accepting a focus on individual re-
sponsibility, even at the expense of the pure notion of circularity. These
adaptations are necessary both for situations of domestic violence and
for intrafamilial sexual abuse.

Domestic Violence

Domestic violence is “a pattern of coercive behavior, which must in-
clude physical aggression or threat, commonly accompanied by other
forms of controlling behaviors, that adults or adolescents use against
their intimate partners” (Kemp, 1998, p. 226). Brooks (1992) offered a
perspective on domestic violence that highlights the salience of culture.
According to Brooks,“one of the most serious errors in the treatment of
violent men is to ignore the cultural context in which this violence takes
place” (p. 29). Therapists often assume that individual abusers have not
been successfully socialized against violence and that they need to be
taught to comply to society’s normative behavior. In fact, men are so-
cialized toward violence as a solution for problems. Brooks therefore
suggests that violence is the product of factors such as the message that
violence is manly and the pressure to maintain an inegalitarian role of
leadership in the family.

In addition to the urgent need for a broad cultural perspective, fam-
ily therapists dealing with violence and abuse must also make special
adaptations in therapeutic goals. Ensuring the safety of the victim and
changing the behavior of the perpetrator must provide the central focus
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of the therapeutic process. For example, Brooks (1990) presented a
model for treating spousal abuse in which the male perpetrator and the
vulnerable woman are first treated separately. The therapist works to
enhance the woman’s empowerment and to support the man’s positive
efforts toward change. Conjoint therapy is begun only when three con-
ditions have been met. “The woman’s empowerment should be secure;
the husband should be committed to her continued empowerment and
to an egalitarian marital relationship; both parties independently, with-
out coercion, choose to pursue the therapy” (Brooks, 1990, p. 61).

Carden (1994), in her overview of the literature related to the sources
of domestic violence, recognized the differences among various per-
spectives. The sociopolitical response to the question “Why does he do
it?” has been that the man does it because cultural norms support his
belief that (a) violence is an acceptable and effective method of resolv-
ing interpersonal conflict, (b) he is entitled to dominate and expected to
control his wife, (c) it will get him what he wants, and (d) he can get
away with it (p. 552).

Psychological perspectives, on the other hand, emphasize the impact
of the perpetrator’s developmental experience as well as the possible role
of dysfunctional transactions. Differences in perspective lead in turn to
differences in treatment. According to Carden, the sociopolitical per-
spective implies the use of social control strategies that hold the batterer
accountable for his violence, while psychological perspectives use either
cognitive—behavioral interventions such as anger management training
or conjoint therapies emphasizing such skills as conflict resolution.

Carden recommended an integrative perspective that takes into ac-
count the combined influences of cultural, intrapsychic, and interper-
sonal variables. She cites, for example, the work of Dutton (1985), who
suggested that the violent behavior of an individual will be affected by
variables within four layers of experience: (a) individual experience; (b)
the microsystem of the family; (c) the exosystemic layer, made up of
such systems as work, religious affiliation, social setting, and neighbor-
hood; and (d) the macrosystem of society’s rules and norms. The ap-
proach she describes uses an array of treatment options dedicated to
three general goals: “(a) the safety and well-being of victims; (b) the
empowerment of men to live emotionally enriched, cognitively aware,
violence-free lives; and (c) the prevention of the intergenerational
transmission of violence.” Her treatment program includes psychoedu-
cational strategies addressing issues within each of Dutton’s ecological
layers, group work confronting gender-role issues, and finally conjoint
therapy in a separate or group milieu.
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Child Sexual Abuse

Barrett, Trepper, and Fish (1990) used an equally well integrated ap-
proach for the treatment of intrafamilial child sexual abuse. They ac-
cepted as valid the feminist critique of the application of family systems
therapies for treating sexual abuse. Although Barrett and her colleagues
recognized the peril of overlooking sociopolitical factors, ignoring
power differentials, and allowing vulnerable family members to shoul-
der part of the blame for the perpetrator’s behavior, they suggested that
family therapy can provide the context for addressing these concerns.
“Protection of the incest victim, while at the same time empowering her
to defend herself, is best done through a gender-sensitive, family sys-
tems approach” (1990, p. 164).

For Barrett, Trepper, and Fish, the child is the primary concern and
the cessation of abuse is the first goal of treatment. With this caveat al-
ways in mind, they use systemic approaches to try to equalize power in
the family. Their goal for the offender is not only to end his denial but
also to help him become engaged in a nurturing role as a parent and in
an appropriate sexual relationship with a partner of an appropriate age.

The Multiple Systems Model (Trepper & Barrett, 1986) recognizes
that abuse results from a combination of external, family, and internal
systems. This does not supplant the fact that the ultimate responsibility
for the abuse rests with the offender, who after all is the older of the two
and is responsible for the well-being of his children. This perspective
merely recognizes that responsibility is not the cause, and that to fully
understand the cause of incest, so that we may effectively intervene, we
must accept that complex interactions among various systems make a
family more or less vulnerable to the development of incest (Barrett &
Trepper, 1991, p. 130). Differentiating between responsibility and cause,
Barrett and Trepper said that attributing blame is not enough; other con-
tributing factors must be addressed if long-term change is to take place.

Although they were aware of this modality’s complexities, Barrett
and Trepper used conjoint treatment, along with individual therapy and
dealing with larger social systems, as one of their methods. They sug-
gested that this approach is practical for several reasons. First, the vic-
tim often does have contact with the offender, and this contact may keep
her in a powerless position if she does not have the opportunity to con-
front the perpetrator in a safe environment. Second, families often do
intend to remain together and need conjoint meetings to discuss their
future plans. Finally, discovery of the abuse throws the entire family into
a crisis that should be addressed in therapy.
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Treating Adult Survivors of Early Abuse

Of course, the early effects of abuse follow the individual throughout
his or her life span. Many women survivors are plagued with such on-
going symptoms as depression, anxiety, guilt, self-blame, and problems
with relationships and sexuality (Ratican, 1992). Often, women have a
history of repeated experiences of revictimization in childhood, adoles-
cence, and adulthood. Addiction-related problems are very common
(Barrett & Trepper, 1991). Family therapists may be especially helpful to
such individuals because of their ability to view the problems from a
systemic perspective. Even when the client is being seen individually, the
family perspective remains an underpinning of the therapy.

Whether or not the individual remembers the experience of abuse,
she may be unaware of its connection to her current problems. The cre-
ation of a safe environment for bringing these issues to the surface
makes it possible for the survivor to decide when she is ready to begin
exploring them. Individual interventions may be combined with group
procedures that actually give some clients the first experience they have
ever had in making connections with other women.

THE CASE OF MARY
Mary appeared at a hospital emergency room complaining of severe ab-
dominal pain. She was admitted to the hospital detoxification unit be-
cause she began showing signs of withdrawal from alcohol and because
it was suspected that she was also addicted to barbiturates. She admit-
ted she had been using tranquilizers and occasionally sleeping pills for
some time. Mary was kept in the hospital until she was medically stabi-
lized and then referred to a nonmedical substance abuse treatment
facility.

Mary is a divorced, 28-year-old woman of Irish and German descent.
She has three children, aged 6, 8, and 10. She says that she has some ex-
perience doing secretarial work but has been unemployed for several
years. She has no income other than what she gets in public assistance
but says that a legal aid attorney has been trying to get some of the child-
support money owed to her by her former husband, Carl. She is not op-
timistic about obtaining this money, because her ex-husband has been
a long-term heroin addict. She has not seen him for some time, but has
no reason to expect that there has been any change in his condition
since their marriage ended 5 years ago.

Mary has had very little contact with her family of origin since her
marriage at the age of 18. Her parents disliked Carl but insisted that she
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marry him when she became pregnant at 17. Mary says her father is an
alcoholic and that she and her mother have never been close. Mary says
that several times in recent years she has thought about visiting her fam-
ily. Each time she has become so anxious that she has gone on a binge
and become too ill.

Now she feels uncertain about her future. She says she wants to change
because she is a bad mother and wants to take better care of her children.
She says if she didn’t feel responsible for them she would have no reason
to live. She wishes she could get her life together but says she is unable to
find employment. She has not been able to work because of a lack of
child care. Now that the children are in school, she could work but be-
lieves her career history is too spotty to allow her to be employable.

Mary says she has no social life, although she does drink with a group
of women. She sees these acquaintances regularly but does not feel close
to them and reports she does not trust them. She believes that she “gets
along better” with men, but in fact she has had several bad experiences.
Since her divorce, one man moved in with her but left because of impa-
tience with her children. Another left when neighbors heard him beat-
ing her and called the police. Her drinking and drug use began during
her marriage, when her husband wanted her to keep him company, but
she says that her heaviest use began at the time of their breakup.

Conceptualizing the Case of Mary

The chance that there was abuse in Mary’s background shows up in sub-
tle ways. Her experience of repeated victimization, her attempts to find
salvation in a relationship with a man, her escape into drugs and alco-
hol, her difficulty in forming trusting relationships, her extreme anxiety
at the thought of visiting her family of origin, all these factors indicate
the possibility of early abuse. The therapist’s role is to walk a narrow
line, giving Mary the opportunity to explore her history and believing
her when she describes abuse, but avoiding placing even the slightest
pressure on her to delve into areas that she is not ready to consider. Both
Mary and her children certainly have an improved outlook for success
if Mary’s substance abuse is interrupted. The therapist must recognize,
however, that slips are likely to occur even if Mary sincerely desires ab-
stinence. Throughout her adult life, drug and alcohol use has formed
her primary coping strategy for dealing with the anxiety and depression
that might otherwise have overwhelmed her. Moving toward health will
have to be a gradual process that recognizes the client’s fragility. At the
same time, Mary’s recovery depends on her ability to move from the
morass of self-blame to the high ground of empowerment.

Families Under Stress • 163

RT3602_C007.qxd  12/8/04  11:47 AM  Page 163



SUMMARY

Families dealing with highly stressful situations need effective coping
mechanisms in order to meet the pressing demands that might other-
wise overwhelm them. In fact, however, families under severe stress
sometimes lack the ability to adapt effectively or lose sight of the strate-
gies that worked for them in the past. In these circumstances, tailoring
treatment involves both assessing the family’s general functionality and
recognizing the impact of the specific stressor.

In this chapter, we have examined three examples of serious family
stressors: addiction, illness, and violence or abuse. In the case of addic-
tion, the therapist should devote attention to the individual’s drug use
with a focus on dynamics within the family. When working with addic-
tion-related family issues, the therapist needs to fit his or her strategies
to the solution of the problem. In order to make initial changes, family
members will need help in disengaging from their focus on substance
use as the central factor in the family’s life. In the stage of early recovery,
family members will have to be prepared for the fact that they are en-
tering a point of crisis when their usual ways of interacting are no longer
effective. It may be because of the urgent need for systemic change at
this point that couple counseling is among the most effective treatment
available for substance abuse.

Families affected by illness or disability may also be faced with the
need to make major systemic changes. Tailoring treatment involves tak-
ing into account not only the way the family functions but also the na-
ture of the specific illness or disability. The demands on the family differ
drastically in accord with the onset, course, outcome, degree of inca-
pacitation, and degree of uncertainty that characterize the illness.
Among the general goals for working with health-related issues are in-
creasing the family’s “sense of agency,” enhancing the family’s ability to
communicate openly, and finding an appropriate balance between
denying and overemphasizing the illness.

Tailoring treatment for families dealing with violence or abuse also
brings unique concerns to the surface. In response to feminist critiques
of systemic approaches for dealing with abuse, family therapists have
learned to take into account the culpability of a culture that condones
violence and domination. When violence or abuse is an issue, therapy
must be adapted to acknowledge the role of cultural factors, to recog-
nize that the safety of the victim is the most important goal, and to keep
the responsibility for the violence focused on the perpetrator.
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167

8
TAILORING TREATMENT

Work and Family Concerns

The portrait of the traditional American family is fading fast, yet the
frame still hangs on the walls of American corporate and government
offices, as well as those of psychotherapists. The portrait shows a white
male with two children and a wife who doesn’t work outside the home.
He puts in a 9-to-5, five-day workweek, and he leaves his work at the of-
fice or shop. He rarely allows family matters to impinge on his work life
and vice versa.

Replacing the fading portrait is the picture of today’s family. The ma-
jority of today’s families do not consist of a married couple with a sin-
gle breadwinner and two children. Rather, many types exist, including
single parents, couples without children, and dual-earner couples. The
workday may really be a night shift or a rotating shift. Some or all of the
work might be done at home (telecommuting or flex work), or consid-
erable traveling or long-distance commuting may be involved. The
workweek may be compressed (flextime) into four 10-hour days or
three 12-hour shifts a week. More likely than not, family matters im-
pinge on work life, and work life clearly affects family life.

Unfortunately, most government officials, many corporate execu-
tives, and even large numbers of family therapists have clung to the
faded family portrait of the past. Although therapists admit that a siz-
able portion of their case loads consists of single-parent families and
dual-earner couples, their therapeutic sensitivity to work—family issues
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and practice patterns may not have appreciably changed. To date, rela-
tively little coverage of work—family issues appears in marital and fam-
ily therapy books and journals. Therapists can effectively help today’s
couples and families but only if they fully understand the entire range
of issues faced by couples and families.

THE RELATIONSHIP OF WORK LIFE
AND FAMILY LIFE

The relationship between family and work changes across cultures and
over time. The tension between the two primal themes of individualism
and communitarianism is reflected in this evolving relationship. In
many ways, the history of work and family reflects the issues of merg-
ing, splitting, and balance that families typically experience. Consider,
for example, the historical background of the family types that have
come to dominate American middle-class culture.

In the beginning of communal living, work was centered in the
home. Families—husbands, wives, and children—hunted and grew
food, built shelter, and raised their young. Even with the rise of the mer-
chant and craftsman classes in the Middle Ages, work and family re-
mained interdependent, with the craftsman/merchant working in the
home or out of sheds or shops nearby. Male children apprenticed with
their fathers, and mother and daughter often were involved in the work.

With the dawn of the Industrial Revolution in the mid-1800s, a dis-
tinct split occurred between family and work. In Europe and the United
States, many men now worked away from home at a factory from dawn
to dusk while their wives lost their roles in the workforce. For many peo-
ple, home became independent from work, a supposed refuge from the
travails of earning a living. At the same time this was happening, of
course, slavery persisted and even grew in economic vigor. Among poor
urban families, children entered the workforce in large numbers:

So for every 19th-century middle-class family that was able to nur-
ture its women and children comfortably inside the family circle,
there was an Irish or German girl scrubbing floors, a Welsh boy
mining coal, a black girl doing laundry, a black mother and child
picking cotton, and a Jewish or Italian daughter making dresses,
cigars, or artificial flowers in a sweatshop. (Coontz, 2000, p. 15)

With the arrival of World War II, women’s labor was needed outside
the home. Among those families that had been characterized by male
bread-winning and female domesticity, change was rapid. Women went
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to work in droves. As the war ended, however, the work—family supports
that had been present, including childcare, were quickly eliminated.
Many middle-class women once more left the work force while their
husbands became loyal members of a corporate milieu. An unspoken
agreement mandated that the corporation’s needs always had priority
over personal and family needs. Furthermore, it was assumed that fam-
ily problems were the worker’s concern, not the corporation’s.

For some families with children, the suburbs became a middle-class
ghetto during the 1950s. It was during that brief time that what some
people think of as the “traditional American family” reached its pinna-
cle. In fact, as Coontz points out, the family of that decade was neither
traditional nor idyllic.

Though many people found satisfaction in family life during that pe-
riod, we now know the experiences of many groups and individuals
were denied. Problems such as alcoholism, physical abuse, and incest
were swept under the rug. So was discrimination against ethnic groups,
political dissidents, women, elders, gays, lesbians, religious minorities,
and the handicapped. Rates of divorce and unwed motherhood were
low, but that did not prevent 30% of American children from living in
poverty, a higher figure than at present (Coontz, 2000, p. 17).

During the 1960s and 1970s, more people began questioning the val-
ues and functions of all social institutions, including the corporate
workplace. Many workers concluded that their dependence on the cor-
poration was akin to “selling their souls to the company store” in ex-
change for security. Not surprisingly, the recognition of this reality
brought with it a new degree of conflict between management and labor
in the 1970s and early 1980s.

In the mid-1980s, a wave of corporate takeovers and downsizing es-
sentially broke whatever “psychological contract” had been perceived. If
worker loyalty had previously been rewarded by corporate security, that
situation no longer existed. The loss of corporate security brought with
it the demise of the “organization man” (Bennett, 1990). The corporate
world seemed cold and calculating as mergers, acquisitions, and down-
sizing escalated. Both workers and executives with decades of seniority
were fired or forced into early retirement. Not surprisingly, the inci-
dences of stress-related medical disorders, alcohol and substance abuse
problems, and other effects of occupational stress increased dramati-
cally. The seemingly secure organizational and family-like cultures of
the manufacturing and service corporations disappeared almost
overnight. The purges seemed to be convincing proof that if corpora-
tions were workers’ second families, they were hostile and dysfunctional
families.
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Baby boomers now constitute the largest segment of the workplace.
Their values of personal development and balance among family, self,
and job reflect the need for a flexibility in work schedules, family leaves,
and dependent care along with adequate remuneration, benefits, and an
enriched work environment. Although a few corporations have tried to
rise to this challenge, family concerns generally remain unmet. Women
are employed in great numbers, but are forced to balance work and fam-
ily life without support from the workplace or the community. The gap
between rich and poor has radically increased and, at this point in time,
unemployment and underemployment are increasing as well. Families
have become more aware of what they need, but their desires remain
largely unmet.

COMMON WORK—FAMILY CONFLICTS
AND THEIR CONSEQUENCES

With few exceptions, most U.S. corporations function as if the signifi-
cant changes of the late 20th and early 21st centuries had never oc-
curred. Despite the increasing number of women in the workplace,
many government, school, and corporate leaders seem to harbor a delu-
sional belief that mothers are indeed not in the workplace but rather at
home where they can attend to the needs of their spouses, children, and
elderly relatives. As a result of this institutional blindness, families are
expected to adapt, adjust, and singly manage the stresses and strains of
ever increasing social, economic, political, and cultural changes. It is be-
coming increasingly apparent that government’s hands-off-the-family
policy and the corporate world’s reluctance to establish realistic family
policies are shortsighted and counterproductive.

As work—family conflicts increase and the balancing of work and
family responsibilities becomes more complex, the need for better sup-
port systems increases. The alternative is to continue with the in-
equitable and dysfunctional systems currently in place. A major
challenge of the new millennium is to reshape work—family relations,
increase productivity, and create new opportunities for intimacy. This
challenge will require an increased awareness of and honesty about the
complexity of the issues and their ownership beyond the family. No
longer can government shrink from responsibility with moral claims
about the sanctity of family privacy. Other social institutions that have
been resistant to change must begin the process of reconfiguration and
accommodation. Schools and corporations will have to change their
hours and their leave policies, providing the social services they previ-
ously resisted.
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A majority of current work—family conflicts arise because major so-
cial institutions, such as the school system and government, have or-
ganized their resources and structure around obsolete concepts of
family and society. These institutions seem complacently blind to the
plight of the contemporary family. The lack of external social support
for families often generates stress and conflict within family systems. It
remains difficult for families to maintain both togetherness and eco-
nomic stability. Although two-parent families are now two-paycheck
households, real family earnings have dropped. The two-adult family
now works an average of 80 hours a week outside the home compared
with 40 hours a generation ago (Googins, 1991).

These pressures have brought with them increases in the type and
frequency of work—family conflicts. A variety of such conflicts exist.
They include role strain, role overload, and role conflicts, as well as
problems involving child care, elder care, and issues of balance among
career, family, and personal needs.

Work—family conflicts exist when role pressures from work and fam-
ily demands are mutually incompatible, as when participation in one
role precludes participation in another. Three general classes of work—
family conflict have been articulated: time-based conflicts, strain-based
conflicts, and behavior-based conflicts (Greenhaus, 1987; Greenhaus &
Beutell, 1985). Time-based conflict refers to how time devoted to one
role detracts from another, as when late-night meetings conflict with a
child’s school conference. Strain-based conflict refers to the intrusion of
strain symptoms such as fatigue and irritability from one role to the
other. Behavior-based conflict refers to the incompatibility of behavior
in one role with behavior expected in another, as when a worker is ex-
pected to be detached and objective on the job but warm, nurturing,
and emotional in the family.

Greenhaus, Parasuraman, Granrose, Rabinowitz, and Beutell (1989)
studied strain-based and time-based conflicts. They found that men
and women experienced similar levels of strain-based conflict, but in
different ways. Work scheduling was associated with strain-based con-
flict for men but not for women. Women experienced high levels of
work—family conflict because of their work, and they did not experience
as much stress when their partners exhibited high work salience, but the
pattern was reversed for men. Men’s work—family conflicts were unre-
lated to their job involvement, whereas women’s job involvement was
clearly related to work—family conflicts.

Several types of role strain are particularly noticeable in dual-career
relationships. These problems include career versus personal and fam-
ily demands, competition between spouses, division of labor, child care
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arrangements, time allocation, job-related geographic mobility, social
networks, and identity maintenance versus identity diffusion.

Shaevitz and Shaevitz (1980) listed a number of questions that must
be addressed regarding role strain. How will household tasks be as-
signed? Who will do what and according to what standards? Who con-
trols the money? Separate or joint accounts? What are the rights of each
in spending money? How should partners deal with job relocation? Is
one spouse’s commuting a realistic solution? What if one spouse is more
successful in his or her career than the other? How can partners recog-
nize and deal with overload and burnout? Who will be responsible for
child care? Who will be available in emergencies? Are child care facilities
available in emergencies? Are child care facilities available at all? What
special things must the partners do to enhance their relationship?

Work—family conflicts have been present throughout history, but the
challenges in this new millennium are especially severe. One serious
issue involves the increasing isolation of family members. Overworked
parents may have little time to invest in their children, in their spouses,
or in themselves. When friendships arise in the workplace rather than in
the community, spouses may not share the same social contacts.

Another pressing issue has to do with conflicts over priorities. If the
time spent at work compromises family life, the employer’s values and
expectations may pervade the person’s thinking and decision making.
At some level the worker thinks, “If I only could find better child care, I
could pay more attention to the real priority, which is my work.” Should
adults have to choose between work and family or feel guilty and apolo-
getic about rescheduling a meeting or arriving late because a child or
elder is sick? For many individuals, the workplace has come to replace
the home as the haven of safety, the center of life’s meaning, and the
source of self-worth. Previously, work provided the financial means to
keep the home secure.

Finally, economic stress is a primary factor in marital discord.
Economically stressed couples struggle with a wide variety of issues.
These stressors may precipitate marital conflict or exacerbate existing
marital problems. During times of financial stress, a couple’s commu-
nication may be considerably affected. The couples may engage in fewer
rewarding exchanges, and negative communication may increase.
Spouses may covertly or overtly attempt to control the other. Conse-
quently, ample opportunity exists for disappointment and disillusion as
one spouse blames the other for their financial difficulties. Both spouses
may become psychologically absorbed with the family’s financial con-
cerns. They may lack the energy needed to devote time to marital issues,
because they work longer hours, attempting to deal with overdue bills.
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The result is a diminished amount of both time and energy to devote to
family matters.

Recently, researchers have begun focusing on the family dynamics af-
fected by economic hardship. Conger, Elder, Lorenz, and Conger (1990)
described a process model of marital dysfunction involving economic
hardship. They noted that economic hardship leads initially to a subjec-
tive sense of “economic strain.” This strain engenders cognitive, affec-
tive, and behavioral changes, which then leads to an increase in spousal
hostility. As hostility continues to increase, warmth decreases, marital
quality decreases, and the relationship becomes unstable. A second
study (Lorenz, Conger, Simon, Whitbeck, & Elder, 1991) confirmed this
model and concluded that efforts to increase warmth and decrease hos-
tility improved the relationship stability even amid financial stressors.

Although financial stress clearly affects the lives of working couples,
it tends to be even more severe in single-parent families. Gladding
(1998) pointed out that single-parent families are six times as likely to
be poor when compared with nuclear families. This disparity in income
is due to the fact that women, who still tend to receive lower wages than
their male counterparts, head many single-parent families. The high
cost of day care adds even further to the financial strain.

That the portrait of the American family is changing is indisputable.
That clinicians and counselors working with couples and families will
be sensitive and effective regarding this changing reality is another mat-
ter. A central theme of this book is that treatment efficacy can be greatly
enhanced by tailoring treatment to the unique needs, circumstances,
and expectations of couples and families. Tailoring treatment requires a
comprehensive, integrative assessment of the unique needs, circum-
stances, and expectations of the client system.

TAILORING TREATMENT

The family therapist wanting to tailor treatment must attend both to
family types and to differences within family types. In the following sec-
tions, we will present as examples ways to tailor treatment for two fam-
ily types: dual-career couples and single-parent families.

Overcoming Therapist Bias

Providing effective family therapy around issues of work and family is
impossible if the therapist holds negative or unrealistic attitudes about
the relational pattern of the family. Clinicians need to make sure
their own biases do not intrude into the treatment process. They must
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examine whether their own value system is incompatible with the
assumptions underlying the work–family lifestyle of their clients.
Therapists who are ambivalent or opposed to women pursuing careers,
to men engaging in family chores, or to changes in traditional gender
roles may find it difficult to understand and effectively counsel individ-
uals or couples whose families reflect these values. The dual-career
spouse who detects a therapist’s bias about role stereotypes, for in-
stance, is likely to withdraw, feel threatened, or be pessimistic about
being understood (Goldenberg & Goldenberg, 1984).

Particularly crucial to an effective therapeutic interventions is the
recognition that the experiences of men in dual-career or single-parent
systems are different from those of women. Because the gender-role so-
cializations of men and women differ dramatically, the areas they expe-
rience as problematic and the factors contributing to the problem areas
can be markedly different. For example, the traditional structuring of
professional careers has presented an obstacle for men’s full involvement
in family life, whereas the traditional division of labor in the home has
presented obstacles to women who want to become more involved in
professional careers. These differences surface in the day-to-day con-
flicts of dual-career couples and in the pressures faced by single parents.
Thus, while men may struggle with esteem issues such as a perceived loss
of power, a loss of prestige, and involvement with “women’s work”
within the family, women may struggle with esteem issues regarding role
conflict, redefinition, the roles of wife and mother, and expectations of
a spouse’s involvement in family work (Gilbert & Rachlin, 1987).

Common Issues

From her comparative review of marital therapy literature, Stoltz—Loike
(1992) noted six underlying themes related to effective dual-career cou-
ple functioning: (a) couples must establish boundaries between them-
selves and others; (b) spouses must be able to express supportiveness,
both emotional and physical, to each other; (c) effective couple relations
depend on mastering and using basic communication skills; (d) effec-
tive couple relations depend on mastering and using conflict-resolution
skills; (e) dysfunctional couple patterns can be framed as problems in
need of solutions; and (f) effective couple relations involve the process
of change that couples tend to fear and resist. The obvious implication
is that therapist-guided change can greatly enhance the functioning of
dual-career couples.

The therapeutic issues identified by Gladding (1998) as being im-
portant for work with single-parent families show some commonality
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with the ideas expressed by Stoltz—Loike. Gladding suggested that ap-
proaches to working with single-parent families should include helping
family members communicate clearly and frequently with one another.
Clearly, an emphasis on developing communication skills cuts across
both family forms. Gladding went on to suggest, however, two addi-
tional areas of emphasis: (a) linking family members and the family as
a whole to sources of social support and (b) assisting families in getting
their financial matters resolved. This accent on the social–economic–
political environment may well be a key factor in both family types.

An ecological perspective reminds counselors that person—environ-
ment interactions can be changed in numerous ways for any given
client. This can be achieved, for example, by changing the environment
through the counselor’s or client’s initiative, thereby making systems
more helpful or affirming; helping clients identify and practice skills to
cope with the environment more effectively; or addressing the client’s
cognitive processes that shape his or her transactions with the environ-
ment (Cook, Heppner, & O’Brien, 2002, p. 297).

Cook et al. suggested, for instance, that “many women who work out-
side the home continue to be primarily responsible for the care of the
home and children” (p. 299). They say that a key to helping women
manage multiple roles is to change societal norms and values regarding
flexible work hours. This concept may be as important to couples as it
is to people in single-parent families.

Psychoeducational Strategies

Therapeutic interventions can take two forms: prevention or treatment.
The preventive form involves educating individuals regarding potential
problems and challenges they might face. The purpose of this type of
intervention is consciousness raising and skill acquisition. Individuals
are provided the opportunity to learn about day-to-day realities of their
career; to examine their personal values, attitudes, and life goals, partic-
ularly in terms of the concept of equity; and to assess their receptivity to
making the attitude and behavior changes needed to accommodate the
dual-career or single-parent lifestyle. Such psychoeducational strategies
remain important for working with families already experiencing work-
related difficulties.

Generally speaking, family therapists should be able to provide dual-
career couples with accurate information, link them with appropriate
social supports, and intervene with strategies and techniques appropri-
ate to the dual-career couple’s unique needs. A generic five-step inter-
vention protocol has been described by Jordan, Cobb, and McCully
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(1989) that is representative of the psychoeducational approach. The
steps include (a) the clarification of goals and values; (b) communica-
tion training, (c) negotiation and contracting skills training, (d) time-
management techniques, and (e) stress-management techniques.

First, the couple’s role expectations are assessed with regard to career,
marriage, parenting, and personal life. The therapist assists the couple
in identifying the discrepancies between expectations and reality so that
mutually satisfying goals can be established.

Second, because successful communication patterns at the work-
place may not generalize to parental and marital relationships, deficits
in communication skills are assessed. Particular attention is given to
communication issues of power and control. The couple is assisted in
practicing such skills as active listening, clarification, “I” statements,
feedback, request-making, self-expression, and positive aspects of non-
verbal communication.

Third, when the couple can communicate their needs directly and
positively, they have the prerequisite for negotiating areas of conflict
through formal and informal contracts. Contracting can help spouses
overcome resentments caused by unmet needs or an inequitable divi-
sion of household duties. The issue of equity is, of course, a cornerstone
of treatment for dual-career couples.

Fourth, time management involves setting priorities and scheduling
tasks. The couple is assisted in establishing their career, family, and per-
sonal priorities so that realistic decisions about scheduling can be made.

The final step of the protocol is stress management. Even though re-
alistic goals; priorities; and effective time management, communica-
tion, and conflict-resolution skills can greatly reduce stressors for the
dual-career couple, additional stress reduction skills are needed. The
couple is counseled on rules for low-stress living that include deep re-
laxation, breath control, exercise, sensible eating, hobbies, guarding per-
sonal freedom, and so on.

These five areas represent the traditional relational skills that most
psychoeducational and behavioral marital therapists deem essential for
effective and satisfying marital functioning. In addressing work–family
concerns, the therapist might want to add negotiation to the skill set.
Cook et al. (2002) stated that women with extensive parenting respon-
sibilities often find they need negotiation skills in order to ask for what
they need in the workplace. These same negotiation skills are impor-
tant not just for heads of single-parent households but also for mem-
bers of dual-career families, as “many women may also benefit from
assistance in negotiating the sharing of responsibilities with their part-
ners” (2002, p. 299).
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Interpersonal-Systems Strategies

Goldenberg and Goldenberg (1984) believed that effective therapy with
dual-career couples can best be achieved within an interpersonal sys-
tems perspective. They noted that the relationship between dual-career
spouses is too complex and interdependent for individual psychothera-
peutic interventions to succeed. Goldenberg (1986) maintained that
successful treatment needs to involve the spouses conjointly and be
highly focused. Frequently, the conjoint sessions are the first time one
spouse has had to attend to the other spouse’s agenda. They may see that
their relationship system needs reorganizing. Sometimes a first session
will create dramatic changes from this new vision of the relationship.

From his relationship-systems perspective, Goldenberg (1986) em-
phasized the importance of social and professional networks. He con-
tended that dual-career couples function better if they are not in social
isolation. Thus, it is important for them to develop a network of friends
and professional colleagues with whom they can share experiences.
Feedback provided from being with other couples is useful because it
highlights how couples can work out their differences. Similarly, a pro-
fessional support network of individuals or a group of colleagues is
most helpful for discussing and venting workplace problems and frus-
trations. Without a professional support network, the temptation is to
dump the day’s accumulated stresses and complaints on one’s spouse.

Goldenberg also believed that the clinician must continuously main-
tain a systems perspective and view issues, stress, and problems in light
of a flexible view of marriage. The therapist must understand that each
developmental lifestyle is important and also must not identify with the
person whose life stage is closest to the therapist’s own. For example, if
the husband has had an ongoing career, the therapist needs to be re-
minded that the wife also deserves a turn to have a career, even if it
comes later in life. The wife has just been periodically interrupted and
has made achievements in a less orderly or orthodox manner.

Like most other writers on treating dual-career couples, Goldenberg
believed that the essential goal of therapy is to achieve or restore a sense
of relationship equity and assist the couple in nourishing their relation-
ship. Because therapeutic impasses are common in conjoint therapy of
dual-career couples, Goldenberg used the following two therapeutic ex-
ercises. In the first, the couple is encouraged to reverse positions emo-
tionally and honestly attempt to offer arguments as though they were the
other partner. In the second, the couple is asked to imagine themselves
as 15 to 20 years older and construct an autobiography noting what has
happened to their relationship, their careers, and their children. This

Work and Family Concerns • 177

RT3602_C008.qxd  12/8/04  11:48 AM  Page 177



exercise helps couples foresee the balance of family and career. The ther-
apist’s role is to focus each spouse on the other’s agenda. As a result, each
spouse can become more sensitive to the fact that more is happening in
their relationship than his or her own individual unhappiness.

Interpersonal-systems strategies take a different approach in the case
of single-parent families. Gladding (1998) pointed out that single-par-
ent families are often more democratic than other family types, with
parents and children relating to one another through collaboration.
“When decisions have to be made, the needs of all parties, parents and
children, are usually taken into consideration” (p. 294). Although this
equity in decision-making represents a strength among families, it also
has limitations.

Within single-parent families, the democratic nature may blur needed
boundary distinctions between a parent and child. If boundaries are not
clear, chaotic and confusing interactions may result and children may get
out of control (Gladding, 1998, p. 295). Across family forms, systemic is-
sues differ while the need to attend to systems remains the same.

Psychodynamic Strategies

Although psychoeducational and systemic strategies aim to teach rela-
tional and coping skills or adaptive solutions, these approaches tend to
be of limited use in helping dual-career couples work through a resist-
ance to change or the obstacles that prevent relational and therapeutic
progress. Therapeutically confronting these resistances and impasses
may require exploring issues from early in each spouse’s development.
Confronting and resolving the unfinished developmental business of
one or both spouses is often part of the process of working with couples.
Glickhauf—Hughes, Hughes, & Wells (1986) considered the develop-
mental issues that underlie six common conflict areas for dual-career
couples. Three of these will be briefly considered here: power conflicts,
competition, and commitment.

Glickhauf—Hughes et al. contended that power conflicts often reflect
each spouse’s childhood experience that others cannot be counted on to
meet their needs. As adults, they are likely to develop a “look out for
number one” attitude. In addition, when parents are insensitive to their
children’s needs and frustration level, these children will likely become
adults who have difficulty tolerating the frustration of unmet needs.
Thus, compromises with a spouse may be both difficult and painful be-
cause they are associated with loss rather than mutual gain. Equity is
often proposed as the corrective solution for resolving power conflicts
or struggles, but this solution requires several things.
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First, each spouse must keep one’s needs in mind; second, each must
develop the ability to tolerate the frustration of not getting one’s needs
met immediately; and third, each spouse must view the other’s requests
as legitimate and not as attempts at control or domination. In terms of
Erikson’s stages of psychosocial development, the resolution of power
conflicts by equity is difficult if either or both spouses have insuffi-
ciently mastered the developmental tasks of trust and autonomy.

Another common conflict of dual-career couples is competition. The
opposite of competition is cooperation or collaboration. Collaboration
requires the capacity to separate one’s own feelings from the spouse’s
feelings and behavior, the ability to sustain and augment self-esteem via
encouragement, and an acceptance of competitive feelings, both within
oneself and in one’s spouse. The developmental obstacle that can im-
pede a couple from resolving conflicts about competition results from
an insufficient mastery of autonomy and initiative by one or both
spouses.

A third common conflict involves commitment. Because many dual-
career spouses value success, achievement, and independence, and be-
cause individuals in dual-career relationships are usually intelligent,
verbal, and successful individuals used to solving problems with cogni-
tive analysis, they frequently resort to the defenses of intellectualization,
rationalization, and isolation of affect when faced with conflict. So it is
not surprising that both spouses view strong feelings as obstacles to
problem solving. Often such couples are undeveloped when it comes to
identifying and sharing feelings. Rice (1979) noted three common
problem areas that dual-career couples contend with in marital therapy:
issues about children, time management, and relationships with others.
These three problem areas often involve manifestations of underlying
power struggles between the spouses.

In therapy with single-parent families, human development is ap-
proached in a different way. Gladding (1998) pointed out that children
in single-parent families often go through developmental stages at a
more rapid pace than children in two-parent families. In the context of
the democratic style, children take responsibilities quite early and have
an aura of maturity in relating to adults. The parentification of the child
may be an issue that needs to be addressed over time.

Integrative Strategies

Stoltz—Loike (1992) described what she calls an integrated approach to
counseling dual-career couples. She believes that dual-career couples do
not represent a variant of traditional couples in which the career
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responsibilities of the woman are simply attached to her family role and
the man’s family commitment is formed by his career role. She advo-
cates that an integrated approach is essential to effectively address the
unique demands of dual-career couples who present for consultation.

This integrated approach is based on several assumptions:

• A family has a variety of responsibilities that must be performed
and comfortably divided depending on the skills, talents, and pref-
erences of the family members.

• Attitudes toward responsibilities need to be communicated, and
conflicts need to be discussed and resolved.

• Since dual-career couples typically have few role models for bal-
ancing career and family roles, therapists must provide such in-
formation. This may include dual-career couples and groups that
can facilitate functional modeling in being an effective dual-career
couple.

• Because conflicts and ways of resolving them change throughout
the couple’s life span, communication, negotiation, and problem
solving need to be viewed as ongoing processes.

• Because of individual differences, gender concerns, and personal
needs, effective solutions to a couple’s family and career conflicts
will vary, and the therapist must be cognizant of tailored inter-
ventions.

• A spouse must balance his or her own family and work responsi-
bilities with those of the other spouse.

• Solutions to dual-career issues must be made within the larger
context of each spouse’s life within a specific corporate and com-
munity setting. Thus, the therapist must comprehensively assess
the couple’s life space and circumstances.

The goal of the integrated approach is to achieve balance and nego-
tiate family and career equity. The focus is on helping couples recognize
how family and career concerns and role conflicts evolve and how both
rewards and challenges differ over time. Strategies are drawn from life-
span development counseling, marital and family therapy, career coun-
seling, and gender counseling to deal with the unique problems.

Because dual-career couples have overlapping roles and responsibil-
ities, reducing the overlap and balancing the responsibilities in order to
achieve equity is only possible when a couple has mastered communi-
cation, negotiation, conflict resolution, and life-span success. Stoltz—
Loike believes that the therapist’s primary responsibility is to help
spouses develop these skills and reinforce their acquisition. She notes
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that successful dual-career couples are characterized by a mutual re-
spect for achievement at home and performance in the workplace, as
well as a deep commitment to personal and spousal accomplishments.
Furthermore, the sense of equity associated with both spouses’ achieve-
ments enriches their relationship while enhancing career productivity.

Stoltz—Loike’s book (1992) Dual Career Couples offered a wide range
of assessment devices for many areas. These included family–career sta-
tus and priorities, the perceived balance between family and career, cou-
ple communication, gender sensitivity, conflict-resolution style, the
definitions of career and family success, couple goals, and career step-
ladders. The second section of Stolz—Loike’s book illustrates a variety of
strategies for skill training and therapeutic interventions regarding
communication and negotiation, conflict resolution, gender sensitivity,
and life-span success. Stoltz—Loike notes that developing success goals
as a couple depends on the commitment of each spouse to his or her
own achievement, as well as that of his or her partner. Life-span success
is achieved when both can benefit according to their own standards,
rather than when one spouse’s self-defined success overshadows or ob-
viates the other’s ability to achieve. Basically, life-span success is reached
by pursuing a series of short-term goals that represent distinct achieve-
ments and lead to long-term objectives. Each of these goals can be
achieved in various ways, even amid the timeouts or workloads that
occur for any number of reasons.

The integrated approach has been used in a variety of settings: in the
clinical setting with one or both spouses in a dual-career relationship;
in groups of dual-career couples in a clinical setting; in groups of dual-
career couples in a corporate setting; or in a seminar or series in a
corporate setting. The comprehensiveness of this approach allows psy-
choeducational approaches to be used concurrently with structural,
strategic, cognitive, and dynamic intervention methods.

Group Strategies

Group treatments, which involve either homogeneous or heteroge-
neous formats, have become increasingly available and useful in work-
ing with couples. Traditional group therapy is heterogeneous, including
individuals or couples with a wide variety of presentations and con-
cerns, and it tends to be ongoing and long term. Homogeneous groups,
in contrast, provide a structural social network for individuals or cou-
ples with a common presentation or concern. These groups tend to be
shorter and time-limited, and can have either a dynamic–interpersonal
or psychoeducational focus. Furthermore, these groups vary in their use
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of different therapeutic group factors, yet they rely heavily on cohesive-
ness and universality, as well as imparting information. Groups specifi-
cally for dual-career couples are, of course, homogeneous groups and
tend to have a psychoeducational format.

The following description by Prochaska and Prochaska (1982) illus-
trates a typical group format. A six-session format with 90-minute ses-
sions is advertised. Prospective couples are told they can share their
experiences and learn a variety of new coping skills to help each other
with the typical conflicts arising in balancing a career, marriage, and
family. Usually, the group comprises five to six couples at differing
stages, which is important for providing role modeling and anticipatory
experiences for couples who have not faced certain dilemmas. Because
of the therapy’s psychoeducational focus, a variety of methods, includ-
ing group discussion, minilectures, handouts, role playing, and exer-
cises, are used.

The first session focuses on eliciting the issues and concerns of each
couple and their learning needs. The goal is to create a relaxed atmos-
phere that will foster therapeutic group factors of cohesiveness and uni-
versality. The second session introduces the concept of equity in
dual-career relationships, and equity is distinguished from equality.
Problem-solving skills oriented toward equitable alternatives to the de-
mands facing dual-career couples are described and discussed.

The third session centers on children, the effect dual-career relation-
ships have on them and vice versa. Usually one or more of the couples
are in various stages of deciding whether or when to have children, and
they are trying to anticipate the ways in which their lives will change.
Usually in this session skills are taught for implementing weekly family
meetings in which equitable rules and decisions are arrived at by a
process of consensus. This forum provides an opportunity for families
to change and grow as the needs of the family group and individuals
change.

The fourth session focuses on time issues. Time-management con-
cepts and skills are presented, including “time borrowing” whereby
someone outside the family is hired to perform time-consuming tasks.
Empathy training exercises in dyads and triads also occur in this session.
The fifth session focuses on styles and methods of conflict resolution.
Role playing with prompt cards is also used to address typical dual-ca-
reer conflict issues.

The sixth and last session emphasizes role flexibility. A group dinner
is planned the session before so that each member can contribute in a
unique and novel way. Typically, one or more of the men who usually
never cook prepare the meal, while the woman or women who usually
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take total responsibility for the meal relax. The dinner discussion cen-
ters on being out of the usual roles, the advantages of increasing their
flexibility, and termination issues. It is not unusual for groups to decide
to continue to meet monthly as a support group to further discuss is-
sues of mutual concern.

That these seminars and workshops are beneficial is beyond ques-
tion. That they may not be reaching those most at risk is another mat-
ter. King and Winnett (1986) reported data suggesting that clerical and
other hourly workers have as great a need or greater than professional
workers for stress management and conflict resolution training.
Typically, however, it is the professional worker who is targeted for such
programs. These researchers further noted that men in dual-earner
marriages appear to be less interested in attending such training pro-
grams than men in dual-career marriages.

Many excellent resources are available for training seminars and
workshops. Stoltz—Loike (1992) provided a number of simple invento-
ries that are useful in group formats involving individuals or couples.
Michaels and McCarty’s book (1992) is one of a number of recent
trade publications that can be suggested or assigned as reading for
participants.

Consulting on Work—Family Issues

Marital and family therapists/consultants also can have a significant ef-
fect on work—family functioning through consulting on policy and pro-
gramming matters, including hiring practices, parental leave, flexible
work scheduling, and child care. Vanderkolk and Young (1991) focused
most of their efforts regarding policy and programming changes on
work—family matters that corporations have already successfully imple-
mented. They also provided a number of worksheets, surveys, and
strategies to aid in overcoming management’s resistance to such
changes. They pointed out that these changes not only result in in-
creased worker satisfaction and productivity but are also cost-effective
and necessary for a corporation to maintain its competitive edge in a
changing world economy.

An extended section of the Stoltz—Loike (1992) book is entitled
“Corporate Response to Dual-Career Couples” in which she describes
the needed policy changes that corporations must make to become more
family friendly. She describes policies and programming for child care
and elder care, flexible scheduling, leave policies, recruitment and reten-
tion, relocation, and the type of corporate culture that is consistent with
such family-friendly policies. A professional therapist and consultant,
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Stoltz—Loike believes that clinicians have a unique opportunity to con-
sult on the development and implementation of various family-friendly
programs. She states that both internal relational dynamics and external
sources of corporate stress must be addressed for the concerns of dual-
career couples to be effectively resolved.

Sekaran (1986) also argued that both internal and external sources of
work—family stress must be addressed. Sperry (1993) contended that
clinically trained individuals with knowledge and experience in family
systems theory are much better suited to consult with organizations on
work—family issues than nonclinically trained management consult-
ants. Cole (1992) also indicated that business and management con-
sultants are trained to approach organizational issues from a linear and
rational perspective, whereas family therapists are trained to think sys-
temically and circularly. Cole further noted that an increasing number
of marital and family therapists are being called on to serve as consult-
ants on work and family interactions.

A SAMPLE PROTOCOL: MATCHING/TAILORING
TREATMENT WITH DUAL-CAREER COUPLES

The protocol proposed here is simple, perhaps deceptively simple. It in-
volves four steps: (a) a comprehensive assessment, (b) matching to a
therapeutic strategy and treatment format, (c) tailoring the chosen
strategy, and (d) implementation, review, and revision of the matching/
tailoring efforts.

Assessment

The assessment format includes the situation, severity, system, skill,
style, and suitability for treatment, as well as the dimensions of support
network and synchronism/asynchronism. As described by Sekaran and
Hall (1989), synchronism is a condition under which an individual’s or
a couple’s experience is “on” schedule with some “timetable” of devel-
opment, while asynchronism refers to being “off” schedule. The family,
the couple, and the work organization define these timetables.

For instance, couples who marry and have children late are usually
considered out of sync with social norms, also called family asynchro-
nism. If one spouse’s career started later than the other, or if the progress
of one was slower than the other, this would illustrate couple asynchro-
nism. But when an individual is not promoted to a managerial level by
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the age of 40, that individual is considered behind schedule and subse-
quently may never receive such a promotion. This is called organiza-
tional asynchronism.

Among dual-career couples, the more types of asynchronism, the
more stress the couple is likely to experience (Sekaran & Hall, 1989).
Assessing the dual-career couple’s career timing, family timing, and
synchronism/asynchronism is thus useful in formulating a
matched/tailored treatment plan.

Matching a Therapeutic Strategy and Treatment Format to the Couple

Clinical experience with dual-career couples suggests that matching a
couple with a therapeutic strategy should be based on the dimensions
of situation/severity, system, support network, and skills. As noted in
chapter 4, the situation/severity can be operationalized by the level of
marital discord (Guerin, Fay, Burden, & Kuetto, 1987), the level of func-
tioning (Weltner, 1985), or the level of distress (Worthington, 1989).

Using the level of marital conflict is particularly helpful. The first
level of marital conflict involves couples who demonstrate a preclinical
or minimal degree of marital conflict. Such conflict has lasted for less
than 6 months, and most often the couples are newlyweds. Level two
consists of couples who are experiencing significant marital conflict
lasting longer than 6 months. Although their communication patterns
remain open and adequate, criticism and projection have increased.
Level-three couples present with severe marital conflict. Often this con-
flict has lasted longer than 6 months, and projection is intense. The lev-
els of anxiety and emotional arousal are high, as are the intensity and
polarization of surrounding triangles. Communication is closed with
marked conflict, the level of criticism is high, and blaming is common.
Finally, couples at level four are characterized by communication that is
closed, poor or nonexistent information exchange, high levels of criti-
cism and blaming, and an absence of self-disclosure activity. In the vast
majority of level-four cases, attempts to keep the marriage from disso-
lution appeared doomed.

For instance, if the dual-career couple is recently married with a
level-one conflict, a psychoeducational intervention strategy would
likely be necessary, particularly if the couple also displays skill deficits in
one or more areas such as communication, negotiation, conflict resolu-
tion, time and stress management, or goal clarification. A consultative
intervention might also be a good match. In contrast, with a couple
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presenting with a level-two or level-three conflict, an interpersonal or
psychodynamic intervention might be a better match than a psychoed-
ucational one. However, psychoeducational input might be selectively
used at some point in the course of treatment.

A second consideration at the matching stage of the protocol is treat-
ment format. Whether an individual, conjoint couple, or couples group
therapy format is indicated depends on a number of factors, including
the nature of the presenting problem situation and systemic factors. The
situation/severity and systems dimensions can provide useful informa-
tion with regard to matching. Generally speaking, the individual format
is indicated if a single spouse is experiencing difficulty adjusting to or
coping with stress within his or her career and relationship. In contrast,
the conjoint format tends to be more appropriate if the issue affects the
dynamic within the relationship, particularly when issues of equality,
power, boundaries, and intimacy are prominent. The couples group
format is helpful if the stressors are largely external to the couple, that
is, from the workplace, or the couple’s concerns reflect level-one mari-
tal conflict (Guerin et al., 1987).

Usually, decisions about matching treatment are made before, dur-
ing, or after the first session. However, tailoring decisions tend to be
made at various points throughout the course of treatment. This is be-
cause tailoring involves a fine-tuning or fitting of the matched treat-
ment strategy to the couple’s unique needs, expectations, and treatment
readiness.

Tailoring the Chosen Therapeutic Strategy

Once a therapeutic strategy and treatment format match has been
made, the therapist can focus on tailoring treatment to the couple’s
unique needs and expectations. Clinical experience suggests that tailor-
ing be based on the dimensions of style, synchronism, and suitability for
treatment.

The style dimension reflects the intrapsychic dynamic of each
spouse. As Rice (1979) observed, narcissistic features are often promi-
nent in both spouses in dual-career marriages. Obsessive-compulsive
features may be noted in the achievement focus, along with the worka-
holic patterns of one or both spouses. Irrespective of the therapeutic
strategy used, an effective therapist will reconfigure the treatment keep-
ing these individual dynamics in mind. In other words, the therapist’s
questions, clarifications, confrontations, reframes, interpretations, or
any combination will be tailored to “fit” that couple or spouse. Lazarus’s
BASIC ID model (1981) is likewise valuable in tailoring interventions to
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dual-career couples, particularly because of its emphasis on specifying
specific interventions with specific treatment methods.

The therapist must also consider the dimension of synchronism/
asynchronism in tailoring a strategy. A therapist’s sensitivity to family,
couple, workplace asynchronism, or any combination can aid in both
reducing stress and empowering one or both spouses.

Finally, the dimension of suitability for treatment is valuable in deci-
sions regarding tailoring. Spousal expectations for treatment and their
treatment readiness are the major considerations. If one or both
spouse’s treatment expectations are unrealistic or conflicting, the ther-
apist must address them in the initial sessions. Not to do so is to risk
premature termination, which is not uncommon with dual-career cou-
ples. Similarly, the couple’s level of readiness (Myers, 1992) is an im-
portant consideration in tailoring a particular treatment strategy. To
maximize the treatment efficacy, the therapist needs to adapt how much
direction and support he or she provides the couple. For the couple with
low task readiness, the therapist who responds in a highly supportive or
delegating style will be out of sync, while being quite in sync with a cou-
ple high in task readiness.

Implementation, Review, and Revision of Matching/Tailoring

In this last step of this protocol, the therapist continues the therapeutic
intervention(s) while monitoring response and outcomes. Usually, the
therapeutic strategy remains the same, whereas the treatment goals may
need to be modified and the tailoring of the chosen therapeutic strate-
gies continues. However, it may be necessary to change the strategy or
even the treatment format. For instance, although treatment may begin
in a conjoint format, it may be useful or necessary to switch or to add
individual sessions for one or both spouses.

CASE EXAMPLE OF MATCHING/TAILORING
WITH A DUAL-CAREER COUPLE

The following case illustrates the matching/tailoring process with a
dual-career couple experiencing moderately severe marital discord.
Given the chronicity of the couple’s discord, a successful outcome fol-
lowing 21 sessions is likely, due to the tailored nature of the treatment.
By the careful blending and sequencing of interpersonal, psychoeduca-
tional, and dynamic strategies with a conjoint treatment format, the
couple was aided in redirecting and reclarifying their relationship.
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Dale and Claire Justen have been married 6 years and have a 3-year-old
son. They presented for therapy after a particularly vitriolic disagree-
ment in which Dale pushed Claire into a wall. Although this was the first
such incident, both were shaken sufficiently to seek professional help.

Dale, 43, is chief financial officer for a national fast-food chain. Claire
is 40 and a junior partner in a high-visibility corporate law firm. She
had worked full-time for 6 years in her firm before her son was born.
She then took a 3-month maternity leave and returned to her job on a
20-hour-a-week basis. She hoped to be made a full partner 6 months
ago but was told she would not even be considered until she returned to
full-time status. This greatly distressed her because she felt strongly
about spending “enough” time with her son, at least until he began first
grade. She felt some guilt about working at all during her son’s “most
formative years,” as her mother continued to remind her.

Both Claire and Dale come from traditional families in which their
mothers were full-time homemakers and their fathers were the sole
breadwinners. Claire and Dale were also the first generation of their re-
spective families to attend college. Both began careers immediately and
were quite successful. They met about 2 years before their marriage and
discussed their desire to balance a family while continuing their careers.
Things never quite worked out that way after the baby was born. Claire
ended up assuming nearly total responsibility for child care. When the
child was 2 1/2 , Claire and Dale decided they would change from half-
time to full-time day care so that Claire could return to her career full
time. But Dale never seemed to be free to drop off or pick up the child
from daycare, and he was always too tired to help with household chores
or spend time alone with Claire. For 3 weeks she attempted to juggle her
work and home responsibilities before dropping back to 20 hours a
week, much to the consternation of the senior partners and Dale, but to
the delight of her mother. Dale insisted that they needed a full-time in-
come from her to meet their increasing expenses since they had recently
purchased a ski lodge condo.

These events served to fuel an already chronic, incendiary relation-
ship marked by periods of sharp verbal exchange followed by the same
“cold shoulder” treatment or “stonewalling” (Gottman, 1994) they had
noted in their parents’ relationships. Although they have never seriously
considered separation or divorce—“our religion doesn’t permit it”—
they noted a decline in sexual relations since the baby was born. Last
year Dale complained he had “lost all interest, because I’m too tired and
stressed out.”

Dale’s corporation was recently involved in a hostile takeover, and he
has spent considerable time and effort making the merger work. It has
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been considerably stressful for him because of the increasing travel de-
mands and the fact that he has much less time to play golf and ski with
his buddies.

When Dale was transferred after they were married, Claire had to
leave behind the support network of friends she had been a part of since
college. Except for one unmarried woman in the firm, Claire has not
had or taken the time to develop other friendships.

After two sessions of comprehensive assessments had been com-
pleted, issues of power inequality, gender stereotyping, and inhibited
sexual desire were prominent. The results of FACES-III (Olson, Portner,
& Labee, 1985) confirmed the therapist’s impression of low marital
cohesion and adaptability with unclear boundaries. The negative effect
of Claire’s mother was obvious to the couple. The Millon Clinical
Multiaxial Inventory-II (MCMI-II) showed elevations on the narcissis-
tic and obsessive-compulsive scales for Dale and histrionic elevations
for Claire. Although both were quite successful in their careers, skills of
communication, negotiation, encouragement, conflict resolution, and
empathy were not evident in their relationship, although the time man-
agement skills seemed adequate. Although Dale’s support network was
adequate, Claire’s was not. Also, Claire experienced considerable couple
and career asynchronism, which she experienced as a moderate stressor.

Because of the chronicity of their presenting concerns, the couple met
criteria for level-three marital discord (Guerin et al., 1987). Blaming
and projection were common and reflected both their hostility and in-
creasing hopelessness (Gottman, 1994). Their different personality
styles, lack of relational skills, and issues regarding power, boundary,
and intimacy led to their ongoing conflict and inability to resolve their
differences. Given their relatively strong motivation to make changes
and a commitment to stay together, their prognosis appeared favorable.
The relevant goals were mutually negotiated to increase the likelihood
that the couple would assume ownership and be more motivated and
adherent to the treatment process. The treatment goals were as follows:

• Reduce the present level of conflict and distress
• Establish clearer boundaries regarding careers and families of

origin
• Establish a more equitable relationship and increased gender sen-

sitivity
• Develop more effective relationship skills regarding communica-

tion, conflict resolution, negotiation, empathy, encouragement,
and time management

• Increase the understanding of individual and couple dynamics
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• Assist Claire in better understanding and resolving her career and
family asynchronism

These six goals were stated in the developmental order in which they
would be addressed therapeutically; that is, symptom relief and bound-
ary restructuring would be a prerequisite for working on equity and
gender sensitivity along with skill building, which would be followed by
insight and awareness. (L’ Abate [1986] advocates such a sequential
process of marital and family interventions.) Based on the assessment
dimensions of situation/severity, systems, skills, and support networks,
three therapeutic strategies were matched. The interpersonal-systems
strategy would be employed to achieve the first three goals. A psychoe-
ducational strategy was planned for the fourth goal, while a psychody-
namic strategy was envisioned for the fifth and sixth goals. Tailoring
treatment was based on the dimensions of style, synchronism, and suit-
ability for treatment. Because the couple had high levels of task readi-
ness, a commitment to the marriage, and motivation for treatment, it
was assumed that the therapist would easily form a therapeutic alliance.
Anticipating that the alliance would be collaborative and that the ther-
apist would probably encounter minimal resistance to symptom reduc-
tion, boundary issues, and skill training, an active, albeit supportive,
therapist style would be well tolerated.

Tailoring with regard to the psychoeducational strategy was mani-
fested by considerable in-session modeling of effective communication,
conflict resolution, and negotiation skills, given the couple’s incendiary
style, family history, and limited success in this area. It would have been
inappropriate to simply prescribe workbook exercises to learn these
skills, which would have been possible with some other couples. For this
reason, the use of a co-therapist was necessary in this case. Both thera-
pists could model and enact potentially conflictual situations for the
couple to observe, discuss, and then role play. Similarly, because both
spouses reflected cultural gender stereotyping in which histrionic be-
havior in females has been considered feminine and obsessive-compul-
sive behavior in males tends to be rewarded professionally, more
androgynous co-therapist interaction could greatly enhance the efforts
to increase gender sensitivity.

Because of Dale’s empathic deficits, reflective of his narcissistic per-
sonality style, the therapist used mirroring as well as empathy training.
However, the therapist’s use of encouragement through reframing and
stroking was necessary for both spouses, given their narcissistic and
histrionic styles.

As anticipated, the treatment process eventually became a collabora-
tive endeavor, but not until they were able to reduce their hurtful,
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incendiary communication and establish reasonable boundaries in-
volving their job and family demands. Surprisingly, they responded
quickly to skill-building tasks and other psychoeducational interven-
tions. By the eighth session, they met the first four treatment goals and
stabilized their relational system.

The next 12 sessions primarily focused on individual and family-of-
origin dynamics that Claire and Dale brought to their marriage. During
this time, relapse prevention strategies were introduced. The last session
reviewed their progress and current level of functioning. Both agreed
they were less stressed and much happier about their relationship and
career. Dale recognized the need for additional work on issues of enti-
tlement and blame. Subsequently, he continued for six additional indi-
vidual sessions with the therapist.

THERAPEUTIC INTERVENTION WITH THE
SINGLE, WORKING PARENT

Therapeutic work with the working, single parent who has child cus-
tody can be considerably challenging. In addition to the unique system
stressors of the single-parent family, the therapist must account for the
job component and its unique stresses and challenges. This section
briefly describes some treatment strategies and resources.

Initially, the therapist must remain mindful of the psychological
presence of the absent parent, as this individual probably exerts consid-
erable influence on the therapist—family dynamics. The therapist must
assess the manner in which single parenthood occurred, including the
ages of children and the stage of the marriage in which the death, di-
vorce, or desertion occurred.

Second, the therapist must assess the family structure, including
boundaries and coalitions, particularly observing for the presence of a
parentified child. An assessment also includes the type of work, stres-
sors, child care plan, and the type and quality of the support network
the working parent has both on and off the job. Particularly, attention
should be focused on the relationship the working parent has with job
supervisors and on work—family policies at the place of employment,
such as schedule flexibility, child care, leave, absenteeism, and personal
time.

Third, the therapist begins to assist the family in thinking of them-
selves in systems terms, as this can facilitate a later intervention aimed
at changes in both family structure and work relations. Generally, the
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therapist begins with strengthening the executive function of the parent
and restructuring the system so that the child or children assume some
responsibility for supportive tasks. Because support systems are critical
to the single-parent family, the therapist encourages the parent to de-
velop and/or strengthen support on the job, in the community, and
from relatives if possible.

Fourth, often single parents will need to develop parenting skills to
remediate specific family concerns. The single parent may also need to
develop a number of additional self-management and self-care skills to
better cope with day-to-day realities.

Fifth, the “fit” between the single parent and her or his job may need
attention. A poor fit may be the source of considerable stress because of
role ambiguity, role conflict, role overload, or spillover into the family.
The therapist’s knowledge of career-counseling methods and strategies
can be quite useful in such situations. Although Burden (1986) ruled
that single, female parent employees functioned at high levels, she be-
lieved they do so at great expense to their physical and psychological
well-being. Thus, the therapist must assist the working parent in inven-
torying her work—family stressors along with her personal and corpo-
rate coping resources. They must also decide on whether more
self-management or self-care skills must be acquired or if a job change
might be necessary.

Although few resources focus on working with single parents, what
is available is excellent. Michaels and McCarty (1992), for instance, fo-
cused specifically on the working, single parent. They suggested eight
critical areas that should be considered: (a) evaluating and reevaluating
one’s job and career, (b) building effective support networks, (c) deal-
ing with depression, (d) acquiring needed life-management skills (that
is, delegating, planning, priorities, and so on), (e) developing self-care
skills, (f) finding and keeping appropriate child care, (g) getting suffi-
cient sleep, and (h) financial planning.

SUMMARY

This chapter has reviewed a wide variety of treatment strategies ger-
mane to work—family problems and concerns, particularly those of the
dual-career couple and the working, single-parent family. The detailed
case example illustrated a method of matching and tailoring treatment
based on a comprehensive, integrative assessment. The reader should
note that the published literature on counseling and consulting with
families and couples on work—family issues is steadily increasing, but it
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is relatively small in comparison with general marital and family ther-
apy literature. As those who teach, supervise, research, and practice
family therapy continue to respond to the changing portrait of the
American family, particularly regarding the work—family connection,
our therapeutic expertise should correspondingly increase.
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195

9
TREATMENT ADHERENCE

AND RELAPSE PREVENTION
Ensuring Therapeutic Results

Therapists are traditionally trained to identify, diagnose, and remediate
the full spectrum of psychopathology (Sperry & Carlson, 1996).
Although therapists are initially successful in helping couples and fam-
ilies improve their status, follow-up research shows that these gains sel-
dom maintain themselves (Gottman, 1994b; Jacobson, 1989; Jacobson,
Schmaling, & Holtzworth—Munroe, 1987; Snyder, 1999). The degree to
which a couple or family follows through with (or adheres to) the
planned treatment change process is very low. Failure to adhere is a
major obstacle to a successful change, although therapists often deny or
are very surprised that it is so common.

Therapists have extensive training in frontloading the helping
process by putting all their resources into identification, diagnosis, and
remediation, and very little into treatment adherence and relapse pre-
vention (RP). Thus, it is necessary for therapists to have a clear concep-
tion not only of how to help distressed couples and families learn to
function more effectively but also of how to maintain those gains once
they are reached. It is becoming increasingly obvious that termination
should not imply an end to treatment as much as it should a change in
treatment intensity.

A great challenge for therapists is to gain the ability to predict thera-
peutic success and maintenance. Some treatments are likely to have
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long-term effectiveness, whereas others are probably temporary at best.
What can therapists do to change the therapeutic conditions in order to
increase long-term treatment success and prevent a return or relapse to
previous levels of dysfunction? How long do effects last after a success-
ful intervention? What percentage of couples/families relapse after a
successful intervention? What distinguishes those who maintain treat-
ment gains from those who relapse? What causes or creates a relapse?
Can a relapse be prevented or minimized? This chapter will answer
these and other questions in describing how treatment adherence and
RP principles can be used with couples and families. It is hoped that the
professional community will begin to understand the importance of
these concepts as both research and clinical issues.

TREATMENT ADHERENCE

No one set of adherence-enhancement procedures will be successful
across populations. More than 20 years ago, Epstein and Masek (1978)
catalogued more than 30 different techniques designed to increase
medical patient adherence. Some examples of the techniques that we
have found helpful are as follows:

• Provide specific appointment times.
• Use reminders (mail or telephone).
• Elicit and discuss reasons for previously missed appointments.
• Involve family/couple in planning and implementing the treat-

ment program.
• Tailor treatment plan.
• Simplify treatment directives.
• Use psychoeducation and check for comprehension.
• Anticipate side effects.
• Process any negative feedback.
• Teach self-management skills.
• Use a graduated regimen implementation.
• Involve significant others.
• Use role-playing and paradoxical techniques when appropriate.
• Use a combination of approaches rather than single strategies.

We have found that it is essential to diagnose and assess each instance
of nonadherence, be flexible, and tailor procedures to the specific cir-
cumstances and characteristics of the family/couple. For example, a
couple came back after 1 week, indicating that the assigned homework
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of conducting a daily 10-minute dialogue was completed on only 1 day.
The couple was asked to discuss why the assignment had not been com-
pleted, and after each person gave his or her explanation a more detailed
assignment was developed. A specific time was established, and a mod-
ified plan to meet every other day was agreed to. The couple was willing
to conduct the activity, but they needed assistance in changing present
behavioral patterns.

TREATMENT ADHERENCE GUIDELINES

As we have previously discussed, the therapist needs to begin the treat-
ment process with a comprehensive assessment. He or she not only
needs to diagnose the family/couple’s clinical condition but also to di-
agnose or assess the chances and reasons for nonadherence. The thera-
pist must assess the family’s adherence history, relationship beliefs,
expectations, and possible obstacles to adherence. Once this has taken
place, the following guidelines (adapted from Meichenbaum & Turk,
1987) will be useful.

Anticipate Nonadherence

Therapists must think about adherence at the beginning of treatment,
often when information is provided by the referral source. The therapist
must carefully weigh all data provided, especially those about treat-
ment, the duration of the problem, the locus of responsibility, and the
extent of the problem. Many clients are confused and misinformed
about the process of marriage and family therapy (that is, who does
what). It is usually helpful to begin therapy by asking the following
questions:

• Why have they come to treatment?
• What have they heard or been told about treatment?
• What do they expect to happen during treatment?
• What will be different after treatment?

The therapist also needs to assess factors that may facilitate or im-
pede treatment, such as rapport, the readiness to learn or change, and
the willingness to accept responsibility.

Specifically, therapists need to assess factors such as

• The family’s expectation for treatment (If treatment is successful,
how will you know? What will be different?)

Treatment Adherence and Relapse Prevention • 197

RT3602_C009.qxd  12/13/04  2:09 PM  Page 197



• The beliefs and misconceptions about the cause, severity, and
symptoms of the problem (Would you each give your explanation
of the problem and describe how your believe it can be changed?)

• The goals of treatment (What do you want to accomplish in
therapy?)

• The family’s commitment to treatment, or how badly they want to
change (On a scale of 1 to 10, with 1 being low and 10 high, how
important is it to you that change occurs?)

• The present level of skills
• The sense of helplessness and hopelessness versus resourcefulness

and self-efficacy (How optimistic are you that the situation can be
changed? Give a ranking on the 1 to 10 scale; have you ever brought
about change in other aspects of your or your family’s live?)

• Educational or physical limitations
• The life circumstances that may affect adherence, that is, limited

time and limited financial resources (What are some things that
might get in the way of successful change?)

The preceding information is usually gathered directly using ques-
tions similar to the examples or indirectly in the initial interview. The
information is used in tailoring the approach to deal with possible adher-
ence problems. The therapist who anticipates nonadherence can usually
make the corrections necessary to maximize treatment adherence.

Consider Treatment from the Family’s Perspective

The therapist should not assume that his or her perceptions of events
are the same as the family’s. Families come into treatment with certain
attitudes, beliefs, expectations, and resources. The therapist should es-
sentially join the family (Minuchin, 1974). In this process, the therapist
adjusts to the communication style and perceptions of the family.

Certain aspects of personality style conviction guide a family or cou-
ple’s behaviors and habits. These beliefs form an explanatory model that
aids the family in making sense of problems and events: how they re-
spond, how they describe events, and how they cope with situations.
This model also gives an insight into the family’s expectations for treat-
ment, the outcome, and the level of participation. The therapist must
understand the family’s explanatory model in order to develop a lasting
intervention.

Additionally, the therapist must realize that families have other com-
mitments, demands, and life circumstances that may make the problem
easier to maintain or support than its solutions. Families live and have

198 • Family Therapy Techniques

RT3602_C009.qxd  12/13/04  2:09 PM  Page 198



their problems supported within a social network. It cannot be assumed
that just because someone has a problem and brings it to a therapist that
they will adhere to the change.

Facilitate a Collaborative Relationship Based on Negotiation

A wise therapist knows how to avoid resistance by involving the family
in the decisional process regarding their treatment: “An acceptable
treatment plan that is carried out appropriately is much better than an
ideal one that is ignored.” The therapist must be willing to negotiate
within reason.

The therapist must use the family’s words, ideas, and explanatory
model in developing a treatment plan. The plan should flow from the
family, and the therapist should use statements such as “It sounds like
you all want to . . . ” or “It looks like you want this to happen in this way
. . . ” or “All of you seem to be in touch with the need to . . . .”

Be Family-Oriented (Understand the Family’s
Views/Explanatory Model)

What are the family’s views, expectations, and knowledge concerning
the problem? Do they believe they can successfully adhere to the treat-
ment? Do they think the treatment will actually work? How important
do they feel the treatment is? What barriers does the family envision will
prevent or impede a successful treatment? What does the family believe
can be done to make adherence easier?

It is important to listen not only to what the family says but also to
what they fail to say. The failure of the family to answer certain ques-
tions usually indicates they are not collaborating and will not follow the
treatment plan.

Tailor Treatment

As we have discussed throughout this book, no standard treatment ex-
ists for any couple or family. In considering a set of treatment recom-
mendations, the therapist must consider, adjust, and modify treatment
to fit each family.

As a general rule, treatment plans should be effective, simple, and
convenient. They produce the fewest side effects and require the least in-
terference with normal daily activities. Whenever possible, connect ad-
herence behavior to normal daily routines such as meals, bedtime, time
of awakening, and so on. Families will need assistance when integrating
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new demands into their daily routine. For example, a suggestion of talk-
ing for 10 minutes each night at bedtime is more likely to be adhered to
than talking during the day.

Enlist Family Support

Generally, it is useful to make sure that family and other significant peo-
ple understand the treatment plan and goals in order to be allies.
Therapists need to keep making statements such as “Tell me again what
you believe needs to be done and what exactly you are working on.”

Provide a System of Continuity and Accessibility

Families need to know that the therapist views the treatment process as
lifelong and is therefore accessible at various stages in the family or cou-
ple’s life cycle. The therapist needs to be an ally who is accessible, non-
judgmental, respectful, and sincere in the willingness to cooperate with
the family or couple. The open-ended therapy model (Lebow, 1995)
sees the clients making use of treatment at various times in the cycle.

Don’t Give up

Many therapists write off nonadherence to system resistance. This
allows them to blame the family or couple and excuse themselves of any
responsibility. However, skilled therapists must navigate the waters of
resistance and develop tailored treatment plans. A well-designed plan
will create cooperation and treatment adherence. It is this challenge that
makes working with couples and families so rewarding.

WHAT IS RELAPSE PREVENTION (RP)?

RP is a self-control program designed to teach couples and families that
are trying to change their behavior how to anticipate and cope with the
problem of relapse. In a very real sense, relapse refers to a breakdown or
failure in a system’s attempt to change or modify behaviors and adhere
to treatment. Traditionally based on the principles of social-learning
theory (Bandura, 1977), RP is a psychoeducational program that com-
bines behavioral skill-training procedures and cognitive intervention
techniques with systems thinking.

The RP model was initially developed as a behavioral maintenance
program for use in the treatment of addictive behaviors (Marlatt &
Gordon, 1985). In the case of addiction, the typical goals of treatment

200 • Family Therapy Techniques

RT3602_C009.qxd  12/13/04  2:09 PM  Page 200



are either to refrain totally from performing a target behavior (for ex-
ample, to abstain from drug use) or to impose regulatory limits or con-
trols over the occurrence of a behavior (for instance, to use diet as a
means of controlling food intake).

The concept of RP has become a central focus of research and prac-
tice in health psychology and behavioral medicine. Because nonadher-
ence, previously called noncompliance, with treatment is so high,
ranging from 30% to 80% (Sperry, 1986), clinicians have sought ways to
reverse this phenomenon. At the most general level, relapse is the return
of a problem behavior following a problem-free period.

The recent Webster’s New Collegiate Dictionary refers to relapse as
both an outcome and a process. The outcome is reflected in the use of
the term “relapse” to denote “a recurrence of symptoms of a disease after
a period of improvement,” and the process is captured in the phrase “the
act or instance of backsliding, worsening, or subsiding.” The process im-
plies that something has occurred that may or may not lead to a full
relapse.

Whether the process or outcome definition of relapse is chosen has
obvious implications for the conceptualization, prevention, and treat-
ment of a relapse. Viewing a relapse as a process and not an outcome
implies that the therapist and family can intervene at choice points in
the process (Ludgate, 1995). Marlatt and Gordon (1985) distinguished
between “lapse” and “relapse,” arguing that a lapse implies a temporary
state of affairs that might, under some circumstances, lead to a relapse.
How a family responds to an initial lapse will determine whether a full
relapse will occur. It is generally conceded that the prediction and pre-
vention of relapses is desirable because the continuation of behavioral
problems may reduce a family’s quality of life and place limitations on
their successful pursuit of goals. The understanding of a relapse and the
RP program can be used to ensure treatment adherence.

RP Research

Unfortunately, most research studies have been designed to measure the
outcome of treatment rather than long-term maintenance or effective-
ness. The identification of RP properties in treatment is usually post hoc
rather than a part of the original research plans. However, some re-
search can be useful in helping to understand the importance of RP.
Research by Bogner and Zielenbach—Coenen (1984) demonstrated that
lengthening the intervals between the final therapy sessions facilitates a
couple’s ability to benefit from marital therapy initially and in the long
term.
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Whisman (1991) investigated the effectiveness of booster sessions on
RP. This research used two mandatory booster sessions at 3 and 6
months after therapy and three optional sessions during the same
6-month period. The results were not statistically significant. However,
these findings seem to suggest that booster sessions deserve further at-
tention and refinement; however, they do not unequivocally support
booster sessions’ efficacy. Whisman, however, outlined several ways the
efficacy of booster sessions could have been improved, including using
an experienced therapist, improving the booster session content, sched-
uling additional booster sessions during the first three post-therapy
months, and extending the length of the maintenance component.

Truax and Jacobson (1992) felt that, although no treatment differ-
ences can be supported at this time by research, some treatment char-
acteristics appear to emerge. These characteristics seem to support the
use of matched and tailored treatment. The use of the traditional one-
size-fits-all therapy does not seem to be supported by long-term main-
tenance assessments. The following are the treatment characteristics
that emerged in their research.

Flexibility in Treatment Content Despite many common themes
among couples and families, each is unique. The treatment must there-
fore be carefully tailored. The content of therapy may focus on
thoughts, behavior, feelings, the past, the present, the future, and so
forth.

Flexibility in Treatment Format Therapists need to structure the
length and spacing of sessions according to the interaction and purpose
of the therapy. For example, traditional 1-hour weekly sessions seldom
work during the initial sessions of family therapy or when skill training
is needed.

Identifying and Modifying Salient Behaviors (Overt, Emotional,
Cognitive) It is important to gather a complete picture of the couple’s
functioning. Often therapists and families stop treatment after the pre-
senting problem disappears only to resume treatment after a short pas-
sage of time.

Focusing on Reasonably Changeable Behaviors Many behavioral
changes may temporarily improve couple or family satisfaction, but it is
unlikely that they all can be maintained. It is important, however, to
focus on the ones that can be. For example, if a couple is guided to an
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interaction that leads to an increased understanding and a spontaneous
hug, this interaction is most likely to be repeated.

Effectively Generalizing from Therapy to the Client’s World This is
perhaps the greatest challenge to RP. In addition to the tailoring ideas
discussed in this book, the therapist must be able to design interven-
tions that facilitate generalization from the therapeutic environment to
the daily life of the couple or family. Several steps have been recom-
mended by Truax and Jacobson (1992) to improve generalization:

• Maximizing the couple’s natural reinforcement potential
• Assigning homework throughout therapy
• Lengthening intervals between final sessions
• Including booster sessions
• Predicting stressful life events (1992, p. 315)

WHY COUPLES OR FAMILIES RELAPSE

Essentially, couples and families relapse because they are supposed to.
Seldom does behavior permanently change so that former behaviors
never occur. However, a relapse has often been seen as synonymous with
treatment failure, a return to a previous behavior after a period of gain
or change, and it is often viewed as an end state. This all-or-nothing per-
ception fails to take into account that a relapse is a common component
of an effective change. Mistakes and lapses are “human” and common in
the change process. By allowing room in the treatment process for mis-
takes (relapses) to occur, it is possible to avoid what has been called the
oscillation effect, whereby a system is either in control or out of control.
When a relapse is expected and planned for, the affective and cognitive
reactions to a slip become significantly less intense, and the treatment
program can be quickly reinstated. The length of the relapse period
often depends on the personal expectations of the people involved. So
rather than a relapse being a dead end, it becomes a fork in the road with
one path moving toward the old patterns and the other to new ones.

Many people believe that quitting a pattern of behavior has to be all
or nothing. Once a mistake has occurred, they believe it is for all time
and that the intervention did not work. Many attribute the cause of a re-
lapse to a personal or family weakness or failure, such as the lack of will
power, a weakness of character, or a problematic family composition,
rather than to the difficulty of the task and the predictability of slips oc-
curring during the course of change. The belief that “total control is the
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only control” needs to be challenged. People need to be taught how to
view change on a continuum that includes where they are and where
they hope to be.

The therapist must be aware that the combination of high-risk situ-
ations with no coping responses and negative expectancies increases the
likelihood that a relapse will occur. High-risk situations pose a threat to
the system’s sense of self-control and increase the risk of a potential re-
lapse. The three most common high-risk categories associated with a
high relapse rate (Marlatt & Gordon, 1985) are (a) a negative emotional
state, (b) interpersonal conflict, and (c) social pressure. To this list we
might add (d) highly charged anniversary dates. It is often helpful to
work with couples and families to plan responses to these challenging
situations. A simple discussion and the ability to be aware of high-risk
situations are simple yet effective procedures.

If couples and families are taught a coping response in these high-
risk situations, the likelihood of a relapse can be decreased. This results
in developing a feeling of control or mastery similar to the concept of
self-efficacy (Bandura, 1977). The couple or family thereby develops
feelings of confidence and knowledge that they can handle life’s prob-
lems. Bandura’s research indicates that if someone is successful in cop-
ing in one situation, this increases the likelihood that he or she will be
successful in another.

The family’s belief or expectation that a relapse will occur seems to
be a powerful predictor of relapse. Thus, successful RP needs to address
the belief structure of the family. Negative expectancies must be re-
placed with positive ones that serve as compelling goals. It is important
to offer a new story or metaphor for the family that will prevent relapses
(O’Hanlon, 1994).

Relapse Prevention (RP)

RP is an intervention consisting of specific skills and cognitive strategies
that prepare clients in advance to cope with inevitable slips or relapses in
compliance with a change program (Marlatt & Gordon, 1985). Although
the early work on RP was developed in alcohol and drug treatment pro-
grams in which relapses and returns to addictive substances were very
high, RP principles have been applied to smoking cessation, pain control,
weight management, sleep disorders, exercise adherence, and other
health-promotion areas (Lewis, Sperry, Carlson, & Englar—Carlson,
2005.) With the possible exceptions of Jacobson and Holtzworth—
Munroe (1986) and Truax and Jacobson (1992), RP has not been intro-
duced into the family therapy literature.
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Daley (1989) described five different RP models, of which Marlatt
and Gordon’s (1985) is the most well known and researched. This cog-
nitive—behavioral model emphasizes the following points:

• Identification of individual high-risk situations
• Development of coping skills for high-risk situations
• Practice in coping with potential lapses
• Development of cognitive coping strategies for use immediately

after relapse

Marlatt noted that the majority of relapses in adults occurs in re-
sponse to stressful situations involving conflict or social pressure. He
stressed that reframing the relapse as a mistake rather than a factual
error or moral shortcoming is an important preventive measure that
can help the individual get back on track and learn from the experience.
RP helps the individual apply the brakes so that once a slip occurs it
does not escalate into a full-blown relapse.

Wilson (1992) identified several different types of RP strategies that
have been developed and evaluated to varying degrees with different
types of problem behaviors. The techniques include:

• Booster sessions
• Treatment programs with RP strategies integrated into the initial

treatment
• Procedures that require minimal therapist contact, such as peri-

odic reminder letters (White & Epston, 1990), telephone calls, or
the provision of therapy-related reading materials

Problem behaviors are explained as a series of acquired habit pat-
terns governed by cognitive and experiential processes in which an-
tecedent events, beliefs and expectations, learning history, and
behavioral consequences play important roles. The maintenance stage
of intervention must be considered as a period in which an opportunity
exists for new learning to occur as the family or couple is faced with sit-
uations, events, moods, and beliefs that might increase the risk of re-
turning to previously ineffective behavioral patterns.

According to Wilson (1992), a relapse may occur because of a failure
at any time between initial treatment and maintenance, and an effective
treatment may not necessarily lead to perceived control or enhanced
self-efficacy. Clients may fail to recognize and respond appropriately
to high-risk situations. They may fail to develop adequate coping re-
sponses and may still have negative outcome expectancies about the use
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of effective strategies in future situations. Clients may use ineffective re-
sponses, or they may have positive expectancies about the effects of old
coping strategies that in reality have failed in the past.

A major component of the RP program is the identification of high-
risk situations for self-monitoring, self-efficacy ratings, and a detailed
analysis of past relapse episodes. These activities aim to increase the
therapist’s knowledge of factors that might lead to a relapse and to in-
crease the family’s awareness of how these factors operate.

Throughout family therapy, applying therapy to daily life is facili-
tated through weekly homework assignments and easing out of thera-
pist reinforcement by increasingly drawing attention to natural
reinforces within the family. By tailoring treatment, the therapist can
use homework assignments that are unique to each family. To increase
the likelihood that families will continue active problem solving, the
therapist must find a format that incorporates the family’s natural
problem-solving style. For example, some families can be initially in-
structed to note problems for family meetings by jotting them down on
a list that is kept in an accessible place in the home. Other families, how-
ever, may find it uncomfortable to wait, and they will want to solve
problems on the spot. Thus, it is important for the therapist to identify
procedures a family can easily use. Again, the success of therapy seems
to be related to the careful analysis and tailoring of treatment.

Change in Treatment Focus

Traditional therapy strategies are much more effective at reducing neg-
ative behaviors than at increasing positive ones. Research continues to
show that the differences between distressed and nondistressed families
is that distressed ones engage in more negative behaviors, whereas
nondistressed families exhibit more positive behaviors. Although these
findings are not surprising, they do suggest a simple reduction of nega-
tive behaviors without an increase in positive ones is probably not suf-
ficient to help distressed couples and families be genuinely happy.

Certain researchers (Baucom & Hoffman, 1986; Gottman, 1994a;
Truax & Jacobson, 1992) believe that the identification and creation of
positive intimate experiences can improve therapy’s durability. Unfor-
tunately, most therapy seems to be focused on the elimination of nega-
tive behaviors. This has the effect of making couples or families into
better friends but not necessarily better spouses or family members.

The communication skills that are taught are generally aimed at
problem solving. Thus, a number of destructive forms of communica-
tion that interfere with the process often tend to be emphasized. To have
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meaning, many positive communications must be spontaneous, emerg-
ing from the person’s internal thoughts and feelings about the partner
or the topic at hand (Baucom & Hoffman, 1986, p. 600). Therefore, by
focusing on increasing positive behaviors, families and couples can
learn to define progress based on realistic goals. It may also be wise to
help clients use the problem-solving process to become more intimate
with one another rather than using it to solve problems themselves
(which are often not reasonably solvable).

Determining an operational definition of intimacy and positive com-
munication is difficult. Generally, intimacy and positive communica-
tion refer to knowing and being known by another person. Skinner
(1974) indicated that the extent to which someone is known is synony-
mous with the extent to which his or her behavior can be predicted.
Therefore, a primary goal of intimate interventions is to help clients cre-
ate a context in which they will be likely to get into contact with the re-
inforcing feelings of the mutual knowledge of one another. Therefore,
the goals are to increase the expression of internal experiences and to en-
courage this expression. This involves clients learning how to express as
well as accept emotions. Truax and Jacobson (1992) felt that specific in-
terventions are needed to help couples increase their intimate behaviors:

• Providing directives about how to behave more intimately
• Making suggestions about how to express internal experiences

that may have never been aired
• Reminding the couple of the positive feelings derived from their

behavioral differences
• Emphasizing behavioral sequences that exemplify how the rela-

tionship benefits from their difference
• Pointing out that behavioral differences are a result of different

learning histories rather than something each does to the other
• Educating the couple on how expressing and listening to one an-

other’s internal experiences will be mutually reinforcing
• Helping the couple understand that the interactions that promote

intimacy may have more reinforcement potential than actually
solving the problem (1992, pp. 298—299)

In addition, if marital and family success is based on huge individual
compromises and changes, relapse is much more likely. A focus on mar-
riage and family satisfaction to the exclusion of individual well-being
may also obscure potentially important differences. It is perhaps most
important to help families and couples learn to appreciate differences
than to make large behavioral changes.
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Whisman (1991) conducted research that seems to support the no-
tion that a couple’s or family’s ability to maintain therapeutic gains may
well be affected by the discrepancy between their satisfaction levels.
Thus, one must focus attention on reasonable and maintainable behav-
ioral changes. Unfortunately, therapists often bite off more than they
can chew. When clients attempt to resolve conflicts that are not solvable,
they may become more deeply entrenched in helplessness. It is often
more helpful for the therapist to first focus on helping clients under-
stand one another’s internal experiences without rushing to a conclu-
sion. Therapists also need to pay special attention to behaviors that are
naturally reinforcing both in and out of sessions for families.

A typical response to a relapse is to increase the number of treatment
interventions in order to create a more comprehensive, broad-based
package. This response seems to be based on the belief that “more is bet-
ter:” the more treatment components, the longer the results will last.
However, evidence suggests that the more techniques and procedures
are applied, the more difficult it becomes to maintain compliance. In
addition, it seems that most intervention techniques are aimed at an ini-
tial behavior change and not at the maintenance of the changed behav-
ior. One of the main differences between initial and maintenance
procedures is that the therapist usually administers the initial tech-
niques, whereas the maintenance procedures are mostly self-adminis-
tered. An obvious exception to this distinction is the use of booster
sessions, which will be described later.

Open-Ended Couple–Family Therapy

A useful perspective for therapists is to think in terms of treating cou-
ples and families over a lifetime. The likelihood of one set of meetings
putting a permanent end to problems throughout a life span is not
great. It’s much more helpful to view problems as occurring at different
points in the life span and seeing couple–family therapy as a resource
that can be used to resolve these difficulties. The therapist therefore be-
comes a resource, similar to the family doctor. Regarding therapy in this
way establishes a direct manner of dealing with the deterioration that
seems to occur after successful marital and family therapy.

At the beginning of therapy, the therapist presents the notion of ter-
mination of treatment with an open-ended viewpoint. He or she dis-
cusses the benefits of having a planned termination, but he or she also
discusses the value of ongoing involvement. Working toward termina-
tion occurs throughout the therapeutic meetings.
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Lebow (1995) highlighted 10 tasks that are central to ending most
family therapy:

• Tracking progress in therapy to determine the appropriateness
of ending. This task involves a regular assessment of how the fam-
ily/couple is progressing toward treatment goals.

• Reviewing the course of treatment. The therapist provides time
for the family/couple to review the changes and events that oc-
curred in the treatment process.

• Emphasizing the gains made and the client’s role in these gains.
Often clients do not fully understand the extent of change or their
role in how change occurred. It is important to help the couple or
family realize the sense of competence and confidence that can
occur by understanding one’s role in successful change.

• Abstracting what has been learned from treatment and how it
may be applied later. The therapist helps the family and couple
understand the behavioral, affective, and cognitive skills that have
been developed and how they may be used as future problems
occur.

• Internalizing the therapist. The family/couple needs to learn
how to have the therapist remain with the family, not as an active
member or participant in the family but as an internalized mem-
ber. Family members are often encouraged to develop skills by
imagining what the therapist would say or suggest at a particular
moment.

• Regarding the ending through the lens of other endings in life.
Therapists should develop an understanding of each client’s
unique history of endings. Some families have a difficult time with
endings, whereas others find them comfortable

• Saying goodbye with an opportunity to express gratitude and
exchange feelings.

• Discussing the conditions for returning to treatment. Booster
sessions may be used to promote the durability of change. These
sessions are scheduled at regular intervals to renew skills and in-
sights.

• Referring. Sometimes ending work with one therapist opens the
door to future work with another, such as moving on to a self-help
group or educational class. In some cases, the ending of treatment
with one therapist occurs when a referral is made to another pro-
fessional who has different skills.

• Defining post-treatment availability.
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STEPS TO RP

RP has many potential applications for marital and family therapy. One
of the most obvious involves providing therapy for families in mainte-
nance (that is, open-ended treatment), whereby the therapists will not
only predict relapses but preventively intervene by preparing the family
for them. Five steps can facilitate RP:

1.) Create a treatment alliance.
2.) Tailor treatment.
3.) Learn to manage stress.
4.) Increase and maintain positive-to-negative interaction ratio.
5.) Provide skill training.

Create a Treatment Alliance

An effective intervention involves engaging couples and families in the
therapy process, helping them actively and collaboratively participate
through complying with the homework assignments. Success seems to
be based on the couple’s or family’s level of involvement in and adher-
ence to therapy. Researchers consistently discover that the level of client
involvement is related to the therapy’s outcome (Holtzworth—Munroe,
Jacobson, DeKlyen, & Whisman, 1989). Active collaboration in the tasks
appropriate to the treatment process may be conceptualized as treat-
ment alliance.

Tailor Treatment

It appears that a high level of involvement needs to be sustained in the
family or marriage to produce an effective long-term therapeutic
change. How can this level of involvement be maintained to produce a
permanent change? As we have pointed out, the ability to engage a fam-
ily or couple effectively in the therapeutic process depends largely on
the therapist’s ability to provide highly structured treatments tailored to
the needs of particular clients. In addition, as we also mentioned,
matching intervention strategies to a particular client is an often-
neglected area of treatment. However, it is not surprising that the “one
size fits all” therapies are not as durable as those than can directly ad-
dress each couple’s or family’s specific concerns. The ability to match
and tailor treatment according to how particular clients conceptualize
their distress will greatly increase the maintenance of positive behavior.

Although many therapists advocate the ideas of matching and tailor-
ing in theory, practice shows that therapists tend to treat all clients with
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basically the same methods and approaches. The therapists act as if
their ideas and intervention strategies are good for everyone. However,
Jacobson, Schmaling, and Holtzworth—Munroe (1987) reported that
individual tailoring of treatment plans and the resultant idiographic
flexibility can significantly reduce relapse.

Manage Stress

Another important consideration is the need to predict the external
stressors on the family. These are often related to stages of marriage or
family life and are predictable. Research indicates that booster sessions
and training in stress management (Sperry & Carlson, 1994) can be very
helpful in this area. However, one should remember that just using
booster sessions alone does not appear to be enough to prevent relapse.
The therapist should initiate RP programming in the early stages of
therapy and maintain it throughout treatment, rather than wait for a re-
lapse problem to occur.

Increase and Maintain the Positive-to-Negative Interaction Ratio

Gottman (1994a; 1994b) and Gottman, Driver, and Tabares (2003) con-
cluded after extensive research that the ratio of positive-to-negative
interactions needed to maintain a functioning marriage or family can
be quantified. They found that satisfied couples, no matter how bad
their marriages stacked up against the ideal, were those that maintained
a 5-to-1 ratio of positive-to-negative moments. The good moments of
mutual pleasure, passion, humor, support, kindness, and generosity
outweigh the bad moments of complaint, criticism, anger, disgust, con-
tempt, defensiveness, and coldness.

Skill Training

Perhaps the most important determinants of relapse are whether or not
effective skill training has occurred and whether or not these strategies
were tailored to the family in advance of stressful situations. To have
strong, effective, and healthy marriages, for example, couples must also
have effective marriage skills (Dinkmeyer & Carlson, 2003). The fol-
lowing six skills are among the most important to be acquired. They
form the basis for all relationships within the marriage:

• Making the relationship a priority
• Communicating regularly
• Practicing encouragement
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• Having marriage meetings and choices
• Setting up negotiations, rules, and conflict resolution
• Having regular fun

Couples who learn and practice these skills are able to create and
maintain successful relationships.

Carlson and Dinkmeyer (1991) also identified the following traits
that contribute to emotional and psychological intimacy in satisfying
family relationships:

• Understanding one’s self and being willing to share feelings,
thoughts, and beliefs in a sensitive manner

• Flexibility and responsibility
• Acceptance of self and partner
• Permanence of the relationship
• Trust
• Ability to negotiate
• Sharing positive feelings

Perhaps the greatest challenge in promoting RP involves designing
skills and interventions that facilitate applying the therapy to the fam-
ily’s daily life. Unless each family member becomes self-sufficient and all
members are able to reinforce one another, the therapy is likely to fail
once the session has ended. As mentioned previously, researchers have
established several steps to improve the transition from therapy to home
life: (a) maximize the family’s natural reinforcement potential, (b) as-
sign homework through therapy, (c) lengthen intervals between final
sessions, and (d) predict stressful life events (Truax & Jacobson, 1992).

RP CASE HISTORY
The Shank family presented for treatment after a Thanksgiving celebra-
tion resulted in a family feud. Present at the initial session were the par-
ents, Mary and Al, and the children, Rich, 19, Bill, 17, Susan, 15, and
Tammy, 11. Apparently, the dinner was ruined for all family members
by the constant bickering of the girls and boys. Their battles are de-
scribed as “frequent” and “cruel.”

Session 1

At the initial session, questions were asked to determine the family
dynamics. It appears that the family is divided along gender lines with
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little overlap. This pattern appears long-standing, as both parents report
similar dynamics within their families of origin. All family members
stated that they wanted the fighting and bickering stopped, but they
were not optimistic about whether this could actually occur, because
each person believed he or she was not the locus of the problem and was
therefore powerless to resolve the problem.

Most family members reported half-hearted attempts in the past to
bring about a change. The likelihood of an effective change appeared
low and the likelihood of relapse great. The therapist was careful not to
own the problem and made it clear that they needed to discover their
own resources to change the situation and to learn to help one another.
Further questioning made it clear that effective communication, prob-
lem solving, and encouragement skills were absent. The family seemed
willing to change their responses and agreed to verbally congratulate
each family member for a change response at least once before the nest
session. This activity was practiced within the session, and a simple en-
couragement strategy was taught (Dinkmeyer & Carlson, 2003).

Comment This session began the RP process by empowering the fam-
ily, tailoring the treatment, offering skill training and practice, and pro-
viding a homework assignment. The salient behavior to change was to
increase the number of positive exchanges through encouragement.
This seemed to be behavior that was reasonably changeable.

Session 2

The entire family returned for the second session. They reported no
change in the family dynamics, but they also reported not having done
the homework assignment. The therapist asked the family members if
they expected relationships to change while they themselves could re-
main the same. All laughed at this and recommitted to doing the home-
work in the upcoming week. The therapist asked each family member
to encourage the others in the way he or she would have done the pre-
vious week. This created a positive exchange, especially when done
across the gender line. Considerable joking and anxiety took place as
this occurred. The family was asked what needed to occur to make sure
the assignment was followed. A discussion took place, and the family
agreed to put up a chart for each family member to mark each time she
or he encouraged another family member.

Comment This session involved not overreacting to the homework
noncompliance and the family’s development of their own monitoring
system. Further skill practice also occurred.
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Session 3

Only the parents came to this session. A discussion occurred on the gen-
der dichotomy within their families of origin. The couple indicated that
this seemed familiar to them, although they did not like it. Each person
agreed to write to each of their opposite gender siblings a brief “think-
ing of you” note. Additionally, they agreed to do one couple activity each
week and engage each opposite-gender child in at least 30 minutes of
conversation or shared activity during the next week.

Session 4

This session occurred 2 weeks after session 3. The session began by hav-
ing each family member report what they had done differently during
the previous 2 weeks. All seemed willing to share exactly what they had
done. Comments were also made as to the decreasing feelings of hostil-
ity. The therapist indicated that the family needed to think about what
could be done to ensure that these changes were maintained and what
should happen if they were not. The family wanted to continue the
chart and agreed that any member could call for an unscheduled family
therapy session if problems could not be resolved among themselves.
The next session was set for 3 weeks.

Comment The family took an increasing amount of responsibility for
themselves. The therapist gradually increased the time between sessions
and made the family members more dependent on one another.

Session 5

The family reported a period of “ uneventful” activity. All family mem-
bers had 90% or greater compliance on the chart. There were no pre-
senting problems, and all family members wished to stop treatment;
however, they agreed to return at 2-month intervals for the next 6
months.

Comment The family took responsibility for a change. Each person
was performing at a 90% compliance rate, and the family agreed to stop
treatment. Booster sessions were scheduled.

Overall, this brief intervention was accomplished by creating a treat-
ment alliance, tailoring treatment, managing stress, increasing the per-
centage of positive and negative exchanges, and providing skill training.
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SUMMARY

Once skills are taught and learned, therapists can develop a follow-up
program to monitor families in much the same fashion as automobile
and other service contracts are prepared. Of course, we cannot be so
bold as to say that families need to come in every 10,000 miles, but it is
not unreasonable to think that couples and families can benefit signifi-
cantly from quarter, semi-annual, or yearly checkups. At these sessions,
therapists can make sure that each family is (a) taking time for regular
communication, (b) practicing encouragement, (c) setting aside regu-
lar time to resolve conflicts, (d) having regularly planned leisure activi-
ties, and (e) developing clear plans and methods to ensure the
implementation of future activities and time together. By monitoring
these checkpoints, it is possible for the family and therapist alike to be
able to pinpoint areas that may need further work, just as a mechanic is
able to spot carburation, acceleration, or wheel-alignment problems.
Research on booster sessions (Whisman, 1991) seems to show a num-
ber of advantages to conducting booster sessions, with a gradual de-
crease of treatment from regular weekly to less frequent visits. Although
therapists are not trained to think in this fashion, it may prove to be the
most effective solution to the high levels of relapse in marriage and fam-
ily therapy (Sperry & Carlson, 1991).

Effective marriage and family life is not a privilege but a responsibil-
ity. Families, couples, and their therapists need to understand how to
create and maintain effective relationships. Traditional methods of
helping focus on the front end of change rather than on the mainte-
nance of a successful intervention. We urge therapists who work with
families to be aware of the important strategies to prevent a relapse and
increase treatment adherence. Again, as a recap:

1.) Engage the family/couple and involve them in homework assign-
ments throughout therapy.

2.) Match strategies to the family’s unique needs.
3.) Use booster sessions and planned procedures to handle normal

external stress.
4.) Train families in the essential skills.
5.) Gradually increase the time between visits, allowing the family to

be gradually less dependent on therapy.
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