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CLIENTS HELPING THERAPISTS FIND
SOLUTIONS TO THEIR THERAPY
Lee Shilts
Anne Rambo
Laurie Hernandez

ABSTRACT: This paper is offered as a beginning toward including
client perspectives on treatment and client participation in supervision. Rather than see therapists as "technical experts who do things
to people," many of us now see therapists as nonexperts "who create
conversations with people" (Goolishian & Anderson, 1992). This new
shift challenges the traditional training positions of supervisor and
supervisee, respectively. Including clients' voices the supervisor participate from a "nonexpert" position.
KEY WORDS: Solution-Focused Brief Therapy; client feedback; therapy training.

Therapist: And I guess kind of the finale, and this will come right off
the top of your head—we're coming up with these ideas
and how we can understand. How we can, are interacting
with people—if you can think of three words—or two or
three that you would just describe this. . .
Mother: Well for me if would be relief, comforting. Because some
one was helping out with my situation.
Therapist: Yeah, it was a relief, comfort (long pause) and there one
more way to describe it.
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This paper describes a study on including client perspectives on
treatment. The two case studies that will be reported describe the use
of solution-focused brief therapy with client informed feedback. The
conceptual and pragmatic information learned from the opportunity
to interviews offer the clients and therapists an opportunity to become co-creators in the therapeutic process. This paper will report
these experiences from the perspectives of the supervisor as well as
the trainees.
It has been our experience that not all families report positive
information on all aspects of the model. For example, we worked with
a family who reported feeling uncomfortable with the idea of the miracle question. A second family asked the therapists not to be brief
with the therapy process. It is also important to note that although
our use of solution-focused therapy is reported, other therapists employing other models of therapy may also benefit from seeking client
feedback.

THE DEBATE
The family therapy literature has a history of debate regarding
the role of strategy, power, and control verses nonintervention within
the therapeutic context. In 1982, Keeney and Sprenkle's paper entitled "Ecosystemic Epistemology: Critical Implications for the Aesthetics of Family Therapy" called for a recognition of the "aesthetics"
of family therapy. These authors suggested that some therapists in
the field tried to reduce the therapeutic artistry to a series of packageable strategies. This seminal paper produced several rebuttals
from leading proponents of the strategic position in the field (Coyne,
Denner, & Ranson, 1982; Watzlawick, 1982; Wilder, 1982) who chided
Keeney and Sprenkle for not recognizing the appropriate role of therapists to and referred to them as advocating "romantic therapy."
The debate continued on in the late 1980s and early 1990s. Constantine (1989) derided Gerald Erickson's (1988) article suggesting
that the current systemic theories in the field may be too limiting an
approach to deal with human problems. Hoffman (1987, 1990) has
recently stated a preference for nonintervention. Atkinson and Heath
(1990) also described their shift to a position with no preplanned outcome. Anderson and Goolishian (1990) suggested a similar position
informed by narrative and social interaction. Golann (1987) described
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therapists as blind when they do not recognize that they exercise
power and control in their interventions.
Thus, the debate regarding therapist initiated strategies verses
noninterventive dialogue continues to flourish in the family therapy
field. Both groups of therapists advocate a position for therapists to
exercise when working with client families. It is possible that both
positions may be of value to the field of family therapy. This paper
will describe a model of therapy which integrates instrumental and
noninstrumental aspects of therapy within an encompassing framework of collaboration.
EVOLUTION OF CONVERSATION
Our project started with our work in therapy. We were working
as part of a clinical practicum in a family therapy doctoral program.
We were creating new variations on the solution-focused brief therapy
perspective originally developed by Steve de Shazer, Insoo Kim Berg,
and their team at the Brief Family Therapy Center in Milwaukee
(de Shazer, 1988; de Shazer & Berg, 1992). We spent considerable
amounts of time discussing the evolution of the model and attending
to improving our skills with their approach "in the room."
As the semester progressed, we began to discuss a growing curiosity we had regarding client perceptions of the various techniques
and practices the therapy team had used. For instance, how did people like being asked the miracle question (described by De Shazer
[1988] in the following manner; "Suppose that one night, while you
were asleep, there was a miracle and this problem was solved. How
would you know? What would be different?" The goal of the miracle
question is for clients to establish small, concrete, specific behaviors
that will signal to them that the problem is solved.)? Or did they
think that was a strange way for therapists to talk about problems?
Did the clients find looking for exceptions interesting, helpful, silly,
and/or harmful?
We also began to wonder how the process affected therapists. Did
they learn more about their therapy skills? What effect did the family's feedback have on the therapist's behavior? How did the therapist
make sense of what the family said? We began to explore some of
these questions with trainees who had been exposed to the project,
including one of the authors (LLH, the details of whose experience
with the project will be noted throughout the paper along with the

120
CONTEMPORARY FAMILY THERAPY

responses and observations of other students who were involved in
the project).
In the normal course of affairs for therapy teams, questions of
this nature would have been discussed during the pre- and post-sessions, intersession breaks, and/or classroom seminars. In all of these
conversations the basic pattern of communication would have remained the same: therapists talking about what they thought therapy
was and what they thought was therapeutic for their understandings,
but the loop remaining closed to feedback from outside of the therapist's own world. Noticeably absent in all of these discussions was the
voice of the clients who had participated in the therapy.
To address this lack of client-voiced evaluations in therapy, the
group decided to change the usual pattern of clinical conversation.
(The therapeutic relationship is a negotiated, consensual, and cooperative endeavor in which the solution focused therapist and client
jointly produce various language games focused on (a) exceptions, (b)
goals, and (c) solutions [de Shazer, 1985, 1988].) After completion of
the conversation between therapist and family members, one of the
therapy team members would go into the room from behind the oneway mirror and engage the family in discussion of what they thought
went on during the therapy session. This discussion was facilitated by
using a set of standard questions, which we considered our "research"
questions.
Trainees often reported that the questions provided valuable information about how the therapy process was unfolding for the family. The research process allowed the therapist a way to gauge what
the family saw as helpful and what they did not. The therapist then
could use this information as a way to calibrate the therapy process.
The information could be directly incorporated in sessions. For instance, I (LLH) found that one family sincerely enjoyed the fact that a
team was present and "cared enough" to call in and ask questions
during the sessions. This feedback resulted in regular walk-ins and
call-ins from team members. The family stated they were comfortable
with this approach, and looked forward to talking with team members.
The team developed a general interview guide consisting of a list
of questions or issues to be explored in the course of the interview
session. This type of format has two distinct advantages. First, the
development of a general guide helps the interviewers to decide how
best to use the limited time available. Second, the guide provided a
framework in which the therapy team could develop questions, plan a
sequence for the questions, and make decisions about which informa-
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tion to further pursue in depth as the conversation unfolded. Although there were possible disadvantages to this general interview in
that these preconversational questions were potential constraints on
the clients and their telling of their story, the team felt that adherence to an open ended approach in interviewing would help keep the
interviews as informal as possible. In this way, the interviewers attempt to maintain maximum flexibility in pursuing information and
to remain sensitive to what might emerge from a particular interview.
Another characteristic of this interview approach is that the people
being interviewed are able to respond in their own words and to reflect their own personal perspectives. Patton (1990) states the main
purpose of open-ended interviewing is to understand participants'
views, to learn individual perceptions and experiences. The team was
careful to avoid asking jargon-laden questions. Instead, they asked
questions about the therapy session in general and also about specific
parts of the preceding therapy session, to find out how families made
sense of what happened to them in therapy.
Initially, I (LLH) found it uncomfortable with asking "research"
questions of a family whom I was also seeing for therapy. Other
trainees noted a similar difficulty. However, each of them found a way
to integrate the "research" with the "therapy." The research questions
were no longer seen as merely "research questions," but became a tool
which provided useful information for the therapy. The "data" (the
family's feedback) were provided immediately. Viewed in this way, the
questions became therapeutically significant. The questions elicited
how the family saw therapy and accessed the family's expertise about
their own experience with therapy. This information was overt; the
family could put words to a previously unexplored topic. The therapist became clearer about what the family was getting and was given
a way to tailor the therapy for the family. There seemed to be less
guessing on the part of the therapist about what was working in therapy and what was not. As a result, goals appeared to be more clearly
defined and more easily attained. Trainees reported this to be a valuable experience for in their development as a therapist.
In the course of our work, we chose to combine both instrumental
and non-instrumental aspects to create an interesting and informative pattern. The solution-focused therapists' work was informed by
the results of the client-driven interviews. In return, the client information was shaped by the techniques we were borrowing from the
model of solution-focused brief therapy. In other words, the team had
created a flow of information which took us from solution-focused
brief therapy to client informed responses and back again, throughout
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which the team would remain respectful of and informed by the clients' world view of the therapy process.

THE INTERVIEW PROCESS
From this general starting point the team made various decisions
in regard to planning the actual structure of a particular interview:
(a) What would be the sequence of questions? (b) How much detail
would be solicited? (c) What would be the length of the interview? and
(d) What would be the actual wording of questions that had been decided upon by the team? Much thought and planning was given to the
area of how questions may affect the quality of client responses.
Along with pre-planned questions, the therapy team fostered an
element of intuitiveness, creativity, and spontaneity in the questioning
process. The team felt it was important for the interviewers to maintain a degree of flexibility and fluidity (Moon, Dillon, & Sprenkle,
1990) in the interview process. In general the post-session interview
questions were intended to cover the following areas:
1. Clients' comments on the brevity (e.g. three weeks) of the therapy.
2. Clients' comments on the team, mirror, and/or phone-ins.
3. Clients' perceptions on the process and thoughts on ways that
the therapist or team could have been more helpful.
4. Clients' opinions on whether or not the family would return to
this type of therapy in the future.
5. Clients' three words to describe the process.
Although usually the questions were asked in this order it was sometimes necessary to adjust the order. Case examples follow.

Case Study One: A Unique Hand
The family in this case (for whom all names have been changed
in order to protect the participants' confidentiality) included a seven
year-old girl (Kasey), her mother (Diane), and grandmother (Mary).
Kasey, a second grader, was brought to our clinic by her mother who
had complained of Kasey's increased shyness related to her schoolmates' derogatory comments toward her congenitally deformed left
hand. (The medical term for Kasey's deformity is "syndactyly.")
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Kasey's mother, Diane, stated that she came to the clinic for "preventative therapy." Her main focus was on Kasey's increasingly hiding her malformed hand since the beginning of a new school year.
The therapy conversations. Kasey, her mother, and grandmother
attended three therapy sessions. (It should be noted that termination
was agreed upon by all participants at that point. This number of
sessions was not a predetermined limit established before therapy began with this family, nor does it suggest that our model of solutionfocused brief therapy is limited to only three sessions.) During the
initial session, Kasey demonstrated many capabilities with her hand
such as tying her shoes, brushing her hair, and standing on her head.
The therapist referred to her malformed hand as her "unique" hand
and her normal hand as her "different" hand. Kasey was given some
"surprises" to take back to her schoolmates when they spoke or teased
her about her hand.
The second and third sessions were spent on Kasey's "uniqueness" and her capabilities with her unique hand. It was clear by the
second session that Kasey was comfortable speaking about her hand
and her unique capabilities. Kasey unknowingly exhibited her unique
hand as often as her different one. This was quite different from the
initial session, when she predominantly sat on her hand, hid her
hand in her pocket, or kept her hand behind her back.
At the end of the third session, the clients were once again reminded of the project and asked if they were still willing to participate.
Diane and Mary remained in the room when the interviewer was introduced by the therapist. Kasey chose to sit behind the mirror with
the team. The following is a transcript of the questions asked by the
interviewer and the client's responses. Along with the questions and
answers, the team's comments are added to clarify the clients' responses and to demonstrate how the clients' stories about the clinical
sessions helped guide the therapists future work with the family. (LS
was the team member who conducted the interview with the family.)
The interviews.
LS:

... as to how we are as therapists and how we are as a
team?
Mother: Well, I couldn't tell you how you are as therapists basically,
because I never been to a therapy before, and never dealt
with anything like this
LS:
So it's?
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Mother: So it's a whole new experience to me, it's something I really
wanted to do ...
LS:
Great!
Mother: . . . and I like I said, the first initial reaction I thought was
pretty good. I was actually surprised there was one that
quickly. That night, the thing about cleaning the boots and
things, I thought, boy, I wish the team could see this . . .
The clients never commented about the physical arrangement of
the therapy room (i.e., the camera, microphones, and the one-way
mirror). Rather, they found it appropriate to comment on the fact that
this was their experience with therapy. The clients did give the team
some feedback on the process and its' intended brevity. The mother
appeared surprised by the quick changes in her daughter's perception
of her deformed hand.
The overall theme suggested that they sought therapy to help
their daughter feel better about her hand. The idea that change could
occur quickly was a pleasant surprise. The issue of the physical arrangement of the therapy room appeared less important to the clients.
The mother's replies to question one helped inform the team
about their use of a solution-focused brief format. In general, the
mother's positive reaction to the quick change reinforced one of the
assumptions of the model that clients exceptions (solutions) to presented problems (e.g., "That night, the thing about cleaning the boots
and things, I thought, boy, I wish the team could see this . . ."). This
focus on solution often leads to clients finding an alternative to their
problems in a short amount of time.
The second and third questions asked by the investigators were
designed to elicit information from the clients about their perceptions
of the overall therapeutic process as it unfolded:
Excerpt Two
LS:

Was there anything we can say or do that would be more
helpful and you've already answered some of that already
in a sense, is there anything else you can think of?
Mother: Well I want to be, since I am the parent figure, I wanted to
know my answers are going in the right direction?
Grandma: . . . and self-esteem, I thought you wanted to
Mother: ehh, I always thought you know if I was, they asked about
her hand and her fingers kind of thing, it would be great if
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LS:
Mother:
LS:
Mother:
L.S.:
Mother:

they could say, well, a shark got them-like a neat story,
but you can't do something like that. And I think I'm trying to say the answers I'm trying to give are the right
thing, but I wanted that to be a one-on-one.
So that you feel it would have been more helpful without
Kasey here?
Yeah.
... a little more comfortable?
I think there is times, especially being the child the age
she is, at this point because just to be, what's the word,
subtle?
So that's great, meeting each other one-to-one initially and
gradually saying there is a team and other people.
Yeah, yeah! Which is fine.

The information provided from this answer helped clarify the
mother's need to be heard as an individual. She requested that the
team meet and talk to her on an individual basis. This helped to reinforce for the mother that she was doing the appropriate things for her
daughter. In general, this question provided the mother opportunity
to make necessary adjustments as the therapy unfolded.
The clients' feedback from this question further reinforced the
team's use of a solution-focused brief approach to therapy. In essence,
these responses appeared to support the idea that clients possess
abilities and resources to solve their own problems. Further, when
given the opportunity, clients seem to have abilities to help therapists
shape the therapeutic context in a way that is helpful to all participants.

Case Study Two: The Non-rushing Family
The Jones family came for therapy seeking help for their 11-yearold son. After school suggested to seek therapy for their son. The
school was concerned about the son's apparent lack of interest and
motivation in school, which resulted in him failing the majority of his
subjects. Seeking to find out why the older son was "unmotivated in
school," the mother and her two sons, ages 11 and 7, arrived for the
first therapy session. At the end of the first session, the therapist left
the room and went behind the one-way mirror. (We recognize that the
therapist's position behind the mirror could have compromised the
investigation by affecting the responses of the clients. We believe that
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the therapeutic gain was greater than any potential investigation
loss. However, for future research the efficacy of allowing the therapist to view the family during the investigation session will be reviewed.)
The investigator then entered the therapy room to conduct this
part of the session. The following verbatim extracts are from the first
and second sessions. All three family members were present for each
session. These transcripts illustrate the usefulness of including client
perspectives on therapy as a viable and important tool. (Coding includes: the mother (M); her 11-year-old son (S1); her 7-year-old son
(S2); and the investigator (I).)
First Session
Question One
I: OK. I'm going to ask you some questions . . .
M: Uh huh . . .
I: ... whatever you feel you'd like to give 'em. And I have five questions. So however you want to answer them. They basically are
very helpful to us and may be helpful to you. That as we go on
working with you, a couple of things . . . whenever you can be
helpful in helping us, we think we all gain from that. OK? So here
is the first question. What went on here today that you'd like to
continue to see happen? ... In other words, what did we do well
tonight?
M: Just able to allow us to talk about things that are on our minds
that may have bothered us, you know? Things about dad and stuff
like that. And how important—it's just reiterating what I already
say, like when I care about my kids there's someone else saying
your mom cares about you. So they're not only seeing it from of
my God it's mom that is making me crazy . , . but they're also
saying that someone else is agreeing that. . .
I: OK.
M: And I guess the reinforcement that we're doing OK. Which you
know when you only see small picture.
I: Sure.
M: . . . you know, you know how that is ... you think the whole other
world is so different from you are. And now you have somebody
else saying "You're good. You're communicating." So I feel better.
I: OK.
M: Sort of like I'm on the right track.
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I: Yeah, yeah, I think you are.
M: I'm not 100% normal, but I'm not too far off.
I: We have yet to find anybody 100% normal.
Discussion. For the mother, it was meaningful for her to know
that she was not alone in the process of having some rough spots in
raising her children. This helped her to see that she really was a good
mother and that her instincts about being that good mother were, in
her words, "on the right track."
Questions Two and Three
I: (To the mother) Let me ask you this. Is there something that we
did not do well? Anything that we're missing and need to do better with this family?
M: Hmm, I don't really know. I don't know if I have an opinion on
that night now.
I: If that happens to hit you somewhere along the line, and it doesn't
necessarily have to be when we say a negative thing, but certainly
what we would like is more like, "You know, I think we need to
talk more about this . . . " Feel free to tell us about this, OK?
I: The physical arrangements, you know, the camera, the mirror, the
team behind the mirror, the multiple therapists. How was that for
you? Were you comfortable with that?
M: I just blocked it out so that I would be more, so that I didn't think
of it, so that I would, I was trying just to not think about it. Otherwise I think, If I did think about it.
I: Right. If I were to ask you to think about it, did (the therapists) do
an adequate job of orienting you to the room? If so, was that helpful?
M: Very helpful, yes.
Discussion. No matter how much we tried to make clients comfortable with the therapy room, certain aspects such as the one-way
mirror and the video camera were still foreign to client families. By
asking the question, we offered the family the opportunity to inform
us about our ways of being therapists.
Question Four
I:

OK. Here is the next question. How did the therapist do tonight?
On a scale of one to 10, how helpful was he? How would you rate
him tonight?
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SI: The therapist? I'd give him a 10.
I: (Jokingly) You're kidding!
M: You liked him?
S1: (Nods).
I: What was it that you liked about him?
S1: He wasn't rushing. He took his time, and he, you know, just. . .
M: Made you feel. . .
S1: He made me feel comfortable. And he didn't make me feel like I
was going to jail.
I: Ah! That's nice.
Discussion. This was the most difficult question for the interviewers to ask clients, because inherent in this process is a comparison
between therapists. The scaling questions allowed clients to tell us
how we are meeting their expressed needs in the therapy room. In this
particular dialogue, an 11-year-old boy had the notion that he was bad
and that he might have to be punished for what he had done. Therefore, it was a relief to him that the therapy team was supportive.
Question Five
I:

Then the last question. Could you give us three words, or maybe
more, that would describe your experience tonight? For example,
when you go home tonight, grandpa and grandma will be there. If
they said to you, "Well, what was it like?" What would you say?
S1: I would say that it was very nice. The people were very polite.
They took their time. They weren't in a big rush, and that they
made me feel comfortable, and tried to do good on my school
work, and made me feel a little better about dad.
I: (To the mother) How about you? What words pop into your mind?
M: I would just say that it kind of puts me a little more at ease . . .
knowing that I am sort of doing OK.
I: Yup.
M: That I am getting the sort of guidance I need to smooth out some
of those rough edges—things that I think we all need, it's just,
you know . . .
Discussion. Timing is important in therapy, and here clients told
us that we were pacing with their needs in a way that was meaningful for them. For this family, the anxiety of therapy was something
that became a theme in their interactions.

129
LEE SHILTS, ANNE RAMBO, AND LAURIE HERNANDEZ

What followed from the session was a discussion by the team
about what kinds of questions we might ask in future therapy sessions with this family. This, in turn, added to the supervisor's and
supervisee's thoughts about the entire therapeutic process. It occurred to the team perhaps there was something additional which the
family needed to tell in their first meeting. The hunch was accurate,
and it led to a discussion about how mom related to her two boys.
Trainees exposed to the project reported that it had a significant
effect on their therapy style. For instance, it is more common for me
(LLH) to "check-in" with a family by posing a research question to
them during the therapy. I once used an entire session to discuss with
a family how they had viewed the therapy process up to that point:
What had they found useful? What still needed to be addressed?
These questions were especially relevant in this case as the family
had previously had a poor experience with therapy. Other trainees
reported they continue to use research questions in their therapy.
Each has modified the process to fit with their style of doing therapy.
For example, one trainee noted she regularly asks clients something
like "OK. ... of all the things we've talked about, and all the things I
may understand at this point, what is it that I'm still not getting?
What have we left out?" The trainee reported great success with this
question, and stated that she was likely to ask it when she felt that
therapy was going too smoothly. For trainees as well as clients, it
appears that the research project provided something unique to their
therapy experience.

TRENDS AND REFLECTIONS
Since our initial project, several teams have interviewed more
than 50 families and have videotaped separate post-session conversations. These interviews have been reviewed by the team members and
the names of the family members have been changed to project their
confidentiality. Although formal quantitative analysis has not been
conducted on these interviews, several team members over the past
two years have looked at trends that emerge from the interviews. The
following trends are reported from such findings.
First, many families report that they appreciate those therapists
who are respectful and take the time to "listen" to the families story.
Families consistently report that therapy appears most beneficial
when the therapist appears caring and concerned. Although these
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findings do not seem to be revolutionary, they remain important in
our work in that they serve as constant reminders from families
about what they are looking for in a therapist.
Second, families appear to consistently remind us that the questions we ask may be our most effective intervention. This seems to be
the case in their feedback about the miracle question. We have received a wide variety of comments from families about their understanding of the miracle question, but three distinct themes appear to
emerge from family responses. Initially, families report that the miracle question helped them focus on what they wanted to get out of
therapy, that is, what they hoped to accomplish. Next, many clients
report that although their miracles may not have happened, the question itself instructed them to do "something different." Finally, many
clients report that the question signaled to them, perhaps for the first
time, that there was hope with their concerns and that they could get
to a better place in their lives. In general, the miracle question seems
to be an effective intervention for many clients.
Third, families appear to find the team concept of four to six therapists with the use of the one-way mirror helpful. They consistently
report that the use of many therapists for one family is a sure signal
to them that there is great optimism for the family. As one client
remarked, "Obviously, the therapists at this clinic have a lot of hope
for my family. Why would so many therapists be involved if that was
not the case?" Further, for the most part, clients report that they are
not intimidated nor distracted by the use of the one-way mirror, telephone call-ins, or the use of video-recording. Again, a major consensus
among clients is that if helps, they are quite comfortable with the
therapy setting.
Fourth, we have not found any consistent trends among families
regarding the brevity of our therapy. When asked about their thoughts
on how quickly therapy ended (6-10 sessions), most clients expressed
surprise. However, most clients had very little to say about the number of sessions. Rather, they remarked more about the fact that if
they found the therapy helpful, the number of sessions had little consequence.
Finally, we have received some excellent feedback from clients
informing us about the solution-focused brief therapy model. In general, they comment positively about the model. They report that they
like the idea that clients possess the innate abilities and resources to
solve their own problems. One client seemed to sum it up best when
asked to describe her therapy experience. The client was asked what
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she tells her friends about therapy. Her response was the following,
"They (the therapists) tell you that you have the abilities to change.
They don't specifically tell you how that change will come about. But,
in time, you begin to see a good change and you come to believe that
you do have the ability to change on your own."
CONCLUSION
This paper is a preliminary exploration of including client perspectives on treatment. The case studies reported in this chapter describe the use of solution-focused brief therapy with client informed
feedback. In summary, the information gathered from the clients offered both clients and therapists an opportunity to be co-creators in
the therapeutic process.
The interview questions provided the clients and therapists an
opportunity to develop the process together. In essence, the client's
perspectives helped shape future sessions. From these new ideas, the
team was able to alter therapy to better accommodate the client's
needs.
The authors continue to explore the usefulness of this approach
to solution-focused brief therapy as well its feasibility. As always, it
can be said that more work is necessary in this area. We continue to
investigate this process of exchanging ideas with others. We extend
this invitation to all interested therapists in the field.
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