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FOREWORD

Sigmund Freud disliked the families of his patients. He
complained that relatives often undermined treatment,
seemingly preferring the patient remained sick. Following
Freud’s lead, his successors kept families at arm’s length,
although they might influence them indirectly through their
work with one member. Eventually, however, some ther-
apists came to suspect relatives might not just prefer the
patient remain sick but actually were making the patient
sick, and they saw a need for the whole family to be treated.
Thus family therapy was born as an attempt to disrupt the
web of relationships that entrapped individuals.

But once families and therapists met in person, their
relationship changed. Now the family was no longer a dis-
tant observer with an obstructed view of the treatment but
an active protagonist. Therapists were experiencing the
family firsthand rather than through the distortion of one
member’s view. They learned, or were reminded, that a
family is more than just a generator of pathology; it actu-
ally shapes its members’ whole identities. Whereas work-
ing with individual patients inclines therapists to prioritize
individuation, self-sufficiency, and personal realization,
working with families nudges them toward appreciating
belonging, interdependency, and mutual responsibility. It
then becomes possible to look at the binds that connect
family members as something that can be fine-tuned rather
than just dismantled—the family may not be part of the
problem but is certainly part of the solution.

The therapist’s journey from avoiding families to
valuing them has not always moved in one direction, and
not everybody has been on board. Therapists’ choices of
approach are conditioned by the context within which they
practice, and at different times that context has been more or
less supportive of work with families. In the United States
today, some of the contextual realities that discourage
such work are the requirement of individual diagnoses for
purposes of insurance reimbursement, the reimbursement

rates that favor individual treatments, and the ever wider
availability of prescription drugs that promise to improve
one family member’s behavior without inconveniencing
the others.

Other realities, however, are redirecting the atten-
tion of practitioners and policy makers toward the family.
Some see a link between adolescent destructive or self-
destructive behavior and the replacement of proximal,
in-person connections with the virtual ones facilitated by
modern technology or with a pill. Residential treatment, the
expensive strategy of temporarily taking disturbed children
away from their families, is falling out of favor with cost-
conscious administrators who look for ways to keep those
children at home. Along the same lines, the 2018 Family
First Act bill aims to prevent children from entering fos-
ter care by redirecting funding streams to family support
programs. Family therapy, originally designed to disrupt
negative bonds, is now being applied to the nurturance of
positive ones.

For current and future clinicians who contem-
plate entering the exciting world of working with fami-
lies, Nichols and Davis’s Family Therapy: Concepts and
Methods provides the best road map. Wide in scope and
substantial in content, meticulously researched and clearly
written, the text outlines the core rationales and techniques
of the foundational models and the ones that followed,
illustrating them with abundant clinical vignettes that
bring the theories to life. First published in the mid-1980s,
each successive edition has been thoroughly revised and
updated, keeping pace with the continuous evolution of the
field. This version, the twelfth, captures the more recent
developments in family therapy and in the sociocultural
context where family therapists ply their trade.

Jorge Colapinto, LMFT
Wynnewood, PA
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PREFACE

One thing that sometimes gets lost in academic discus-
sions of family therapy is the feeling of accomplishment
that comes from sitting down with an unhappy family and
being able to help them. Beginning therapists are under-
standably anxious and not sure they’ll know how to pro-
ceed. (“How do you get all of them to come in?”’) Veterans
often speak in abstractions. They have opinions and discuss
big issues—postmodernism, managed care, second-order
cybernetics. While it’s tempting to use this space to say
Important Things, we prefer to be a little more personal.
Treating troubled families has given us the greatest sat-
isfaction imaginable, and we hope the same is or will be
true for you.

NEW TO THIS EDITION

In this twelfth edition of Family Therapy: Concepts and
Methods, we’ve tried to describe the full scope of fam-
ily therapy—its rich history, the classic schools, the latest
developments—but with increasing emphasis on clinical
practice. There are a lot of changes in this edition:

Content Changes in the New Edition

e New case studies throughout

e Revised chapter on research in family therapy,
including a discussion on common factors and rec-
ommendations for bridging the gap between research
and practice (Chapter 15)

* Expanded section on establishing a fee-for-service
private practice (Chapter 3)

e Expanded and updated section on technology,
including a discussion of the effects of technology
on family relationships and adolescent emotional
development (Chapter 10)

* List of prominent training centers and recommended
readings added to each theory chapter

* New section on immigration (Chapter 10)

* New section on community mental health (Chapter 3)

» Expanded discussion of Bowen theory (Chapter 4)

* New section on emotional affairs (Chapter 3)

» Expanded discussion of narrative externalizing ques-
tions (Chapter 13)

* Revised sequence and structure of several chapters to
improve readability. The Fundamental Concepts of

Family Therapy has moved to Chapter 2 to provide
a foundation for the Basic Techniques in Chapter 3.
Chapter 10 in the previous edition has been split into
two chapters (Chapters 10 and 11)

» Updated photos and references throughout

ALSO AVAILABLE WITH MYLAB HELPING
PROFESSIONS

This title is also available with MyLab Helping Profes-
sions, an online homework, tutorial, and assessment pro-
gram designed to work with the text to engage students
and improve results. Within its structured environment,
students see key concepts demonstrated through video
clips, practice what they learn, test their understanding,
and receive feedback to guide their learning and ensure
they master key learning outcomes.

* Learning outcomes and standards measure
student results. MyLab Helping Professions orga-
nizes all assignments around essential learning out-
comes and national standards.

* Video- and Case-Based Exercises develop decision-
making skills. Video- and Case-Based Exercises
introduce students to a broader range of clients, and
therefore a broader range of presenting problems,
than they will encounter in their own preprofessional
clinical experiences. Students watch videos of actual
client—therapist sessions or high-quality role-play
scenarios featuring expert helpers. They are then
guided in their analysis of the videos through a series
of short-answer questions. These exercises help stu-
dents develop the techniques and decision-making
skills they need to be effective helpers before they
are in a critical situation with a real client.

* Licensure Quizzes help students prepare for cer-
tification. Automatically graded, multiple-choice
Licensure Quizzes help students prepare for their
certification examinations, master foundational
course content, and improve their performance in
the course.

* Video Library offers a wealth of observation
opportunities. The Video Library provides more
than 400 video clips of actual client—therapist
sessions and high-quality role plays in a database
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organized by topic and searchable by keyword.
The Video Library includes every video clip from the
MyLab Helping Professions courses, plus additional
videos from Pearson’s extensive library of footage.
Instructors can create additional assignments around
the videos or use them for in-class activities. Stu-
dents can expand their observation experiences to
include other course areas and increase the amount
of time they spend watching expert helpers in action.
¢ Chapter Review Quizzes and Video Examples
give students additional opportunities for practice.

INSTRUCTOR SUPPLEMENTS

An instructor’s manual, test bank, and PowerPoint slides
are available to accompany this text. They can be down-
loaded at www.pearsonhighered.com/educator.

ACKNOWLEDGMENTS

Albert Einstein once said, “If you want to learn about phys-
ics, pay attention to what physicists do, not what they say
they do.” When you read about therapy, it can be hard to see
past the jargon and political packaging to the essential ideas
and practices. So in preparing this edition, we’ve traveled
widely to visit and observe actual sessions of the leading
practitioners. We’ve also invited several master therapists
to share some of their best case studies with you. The result
is a more pragmatic, clinical focus. We hope you like it.
So many people have contributed to our development
as family therapists and to the writing of this text that it is
impossible to thank them all. But we would like to single out
a few. To the people who taught us family therapy—Lyman

Wynne, Murray Bowen, Salvador Minuchin, Fred Piercy,
and Douglas Sprenkle—thank you. Some of the people who
went out of their way to help us prepare this twelfth edition
were Jay Lappin, Jill Freedman, Michele Weiner-Davis,
Scott Woolley, Giorgio Nardone, Michael Kerr, Jill Scharff,
Frank Dattilio, Norman Epstein, Douglas Snyder, and Jay
Lebow. To paraphrase John, Paul, George, and Ringo, we
get by with a lot of help from our friends—and we thank
them one and all. We are especially grateful to Rebecca
Fox-Gieg at Pearson for making a hard job easier.

We wish to thank the following reviewers, who
provided suggestions for revising this twelfth edition:
Catheleen Jordan, University of Texas, Arlington; Tamara
Coder Mikinski, University of Kansas; and Joy-Del Snook,
Lamar University.

Finally, we would like to thank our postgraduate
instructors in family life: I (MPN) thank my wife, Melody,
and my children, Sandy and Paul. In the brief span of
50 years, Melody has seen me grow from a shy young
man, totally ignorant of how to be a husband and father,
to a shy middle-aged man, still bewildered and still trying.
My children never cease to amaze me. If in my wildest
dreams I had imagined children to love and be proud of,
I wouldn’t even have come close to children as fine as
Sandy and Paul.

1(SDD) want to thank my wife, Elizabeth, for enduring
my absent-mindedness as I get lost in yet another project.
I couldn’t ask for a more supportive spouse. Thanks as well
to my children, Andrew, Hannah, Rachel, and William. They
all get a well-deserved laugh out of the fact that their dad is
writing a book on healthy family functioning.

M.P.N.
S.D.D.
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THE STAGES OF THE FAMILY LIFE CYCLE

Family Life-Cycle Stage

Emotional Process of Transition:
Key Principles

Second-Order Changes in Family Status Required
to Proceed Developmentally

Leaving home: single
young adults

Accepting emotional and financial
responsibility for self

a. Differentiation of self in relation to family of origin

b. Development of intimate peer relationships

c. Establishment of self in respect to work and financial
independence

The joining of families
through marriage: the
new couple

Committing to the new system

a. Formation of marital system
b. Realignment of relationships with extended families
and friends to include spouse

Families with young
children

Accepting new members into the
system

Q

. Adjusting marital system to make space for children
b. Joining in childrearing, financial and household tasks
c. Realignment of relationships with extended family to
include parenting and grandparenting roles

Families with adolescents

Increasing flexibility of family
boundaries to permit children’s
independence and grandparents’
frailties

a. Shifting of parent—child relationships to permit
adolescent to move into and out of the system
.Refocus on midlife marital and career issues
. Beginning shift toward caring for older generation

Launching children and
moving on

Accepting a multitude of exits from
and entries into the family system

. Development of adult-to-adult relationships
. Realignment of relationships to include in-laws and
grandchildren
d. Dealing with disabilities and death of parents
(grandparents)

b
c
a. Renegotiation of marital system as a dyad
b
c

Families in later life

Accepting the shifting generational
roles

a. Maintaining own and/or couple functioning and
interests in face of physiological decline: exploration
of new familial and social role options

b. Support for more central role of middle generation

c. Making room in the system for the wisdom and
experience of older adults, supporting the older
generation without overfunctioning for them

d. Dealing with loss of spouse, siblings, and other peers
and preparation for death

xi




MAJOR EVENTS IN THE HISTORY OF FAMILY THERAPY

Social and Political Context Development of Family Therapy
1945 F.D.R. dies, Truman becomes president Bertalanffy presents general systems theory
World War Il ends in Europe (May 8) and the Pacific
(August 14)
1946 Juan Perdn elected president of Argentina Bowen at Menninger Clinic
Whitaker at Emory
Macy Conference
Bateson at Harvard
1947 India partitioned into India and Pakistan
1948 Truman reelected U.S. president Whitaker begins conferences on schizophrenia
State of Israel established
1949 Communist People’s Republic of China established Bowlby: “The Study and Reduction of Group
Tensions in the Family”
1950 North Korea invades South Korea Bateson begins work at Palo Alto V.A.
1951 Julius and Ethel Rosenberg sentenced to death for Ruesch & Bateson: Communication: The Social
espionage Matrix of Society
Sen. Estes Kefauver leads Senate probe into Bowen initiates residential treatment of mothers and
organized crime children
Lidz at Yale
1952 Eisenhower elected U.S. president Bateson receives Rockefeller grant to study
communication in Palo Alto Wynne at NIMH
1953 Joseph Stalin dies Whitaker & Malone: The Roots of Psychotherapy
Korean armistice signed
1954 Supreme Court rules school segregation Bateson project research on schizophrenic
unconstitutional communication
Bowen at NIMH
1955 Rosa Parks refuses to move to the back of the Whitaker in private practice, Atlanta, Georgia
bus; Martin Luther King Jr. leads boycott in Satir begins teaching family dynamics in Chicago
Montgomery, Alabama
1956 Nasser elected president of Egypt Bateson, Jackson, Haley, & Weakland: “Toward a
Soviet troops crush anti-Communist rebellion in Theory of Schizophrenia”
Hungary Bowen at Georgetown
1957 Russians launch Sputnik | Jackson: “The Question of Family Homeostasis”
Eisenhower sends troops to Little Rock, Arkansas, to | Ackerman opens the Family Mental Health Clinic of
protect school integration Jewish Family Services in New York
Boszormenyi-Nagy opens Family Therapy
Department at EPPI in Philadelphia
1958 European Common Market established Ackerman: The Psychodynamics of Family Life
1959 Castro becomes premier of Cuba MRI founded by Don Jackson
Charles de Gaulle becomes French president
1960 Kennedy elected U.S. president Family Institute founded by Nathan Ackerman
(renamed the Ackerman Institute in 1971)
Minuchin and colleagues begin doing family therapy
at Wiltwyck
1961 Berlin Wall erected Bell: Family Group Therapy
Bay of Pigs invasion Family Process founded by Ackerman and Jackson

xii
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Social and Political Context

Development of Family Therapy

1962 Cuban Missile Crisis Bateson’s Palo Alto project ends Haley at MRI
1963 Kennedy assassinated Haley: Strategies of Psychotherapy
1964 Johnson elected U.S. president Satir: Conjoint Family Therapy
Nobel Peace Prize awarded to Martin Luther King Jr. | Norbert Wiener dies (b. 1894)
1965 Passage of Medicare Minuchin becomes director of Philadelphia Child
Malcolm X assassinated Guidance Clinic
Whitaker at University of Wisconsin
1966 Red Guards demonstrate in China Brief Therapy Center at MRI begun under
Indira Gandhi becomes prime minister of India directorship of Richard Fisch
Ackerman: Treating the Troubled Family
1967 Six-Day War between Israel and Arab states Watzlawick, Beavin, & Jackson: Pragmatics of
Urban riots in Cleveland, Newark, and Detroit Human Communication
Dicks: Marital Tensions
1968 Nixon elected U.S. president Don Jackson dies (b. 1920)
Robert Kennedy and Martin Luther King Jr. Satir at Esalen
assassinated
1969 Widespread demonstrations against war in Vietnam | Bandura: Principles of Behavior Modification
Wolpe: The Practice of Behavior Therapy
1970 Student protests against Vietnam War result in Masters & Johnson: Human Sexual Inadequacy
killing of four students at Kent State Laing & Esterson: Sanity, Madness and the Family
1971 Twenty-Sixth Amendment grants right to vote to Nathan Ackerman dies (b. 1908)
18-year-olds
1972 Nixon reelected U.S. president Bateson: Steps to an Ecology of Mind
Wynne at University of Rochester
1973 Supreme Court rules that states may not prohibit Center for Family Learning founded by Phil Guerin
abortion Boszormenyi-Nagy & Spark: Invisible Loyalties
Energy crisis created by oil shortages
1974 Nixon resigns Minuchin: Families and Family Therapy
Gerald Ford becomes thirty-ninth president Watzlawick, Weakland, & Fisch: Change
1975 Vietnam War ends Mahler, Pine, & Bergman: The Psychological Birth of
the Human Infant
Stuart: “Behavioral Remedies for Marital Ills”
1976 Carter elected U.S. president Haley: Problem-Solving Therapy
Haley to Washington, DC
1977 President Carter pardons most Vietnam War draft Family Institute of Westchester founded by Betty
evaders Carter
American Family Therapy Academy (AFTA) established
1978 Camp David Accords between Egypt and Israel Hare-Mustin: “A Feminist Approach to Family
U.S. and People’s Republic of China establish Therapy”
diplomatic relations Selvini Palazzoli et al.: Paradox and Counterparadox
1979 England’s Margaret Thatcher becomes West's first Founding of Brief Therapy Center in Milwaukee
woman prime minister Bateson: Mind and Nature
Iranian militants seize U.S. embassy in Tehran and
hold hostages
1980 Reagan elected U.S. president Haley: Leaving Home

U.S. boycotts summer Olympic Games in Moscow

Milton Erickson dies (b. 1901)
Gregory Bateson dies (b. 1904)

(continued)
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Social and Political Context Development of Family Therapy
1981 Sandra Day O'Connor becomes first woman justice | Hoffman: The Foundations of Family Therapy
of Supreme Court Madanes: Strategic Family Therapy
Egyptian president Sadat assassinated Minuchin & Fishman: Family Therapy Techniques
1982 Equal Rights Amendment fails ratification Gilligan: In a Different Voice
Falklands war Fisch, Weakland, & Segal: Tactics of Change
The Family Therapy Networker founded by Richard
Simon
1983 United States invades Grenada Doherty & Baird: Family Therapy and Family Medicine
Terrorist bombing of Marine headquarters in Beirut | Keeney: Aesthetics of Change
1984 Reagan reelected U.S. president Watzlawick: The Invented Reality
U.S.S.R. boycotts Summer Olympic Games in Los Madanes: Behind the One-Way Mirror
Angeles
1985 Gorbachev becomes leader of U.S.S.R. de Shazer: Keys to Solution in Brief Therapy
Gergen: “The Social Constructionist Movement in
Modern Psychology”
1986 Space shuttle Challenger explodes Anderson et al.: Schizophrenia and the Family
Selvini Palazzoli: “Towards a General Model of
Psychotic Family Games”
1987 Congress investigates the Iran—Contra affair Tom Andersen: “The Reflecting Team”
Guerin et al.: The Evaluation and Treatment of
Marital Conflict
Scharff & Scharff: Object Relations Family Therapy
1988 George H. W. Bush elected U.S. president Kerr & Bowen: Family Evaluation
Virginia Satir dies (b. 1916)
1989 The Berlin Wall comes down Boyd-Franklin: Black Families in Therapy
1990 Iraq invades Kuwait Murray Bowen dies (b. 1913)
White & Epston: Narrative Means to Therapeutic Ends
1991 Persian Gulf War against Iraq Harold Goolishian dies (b. 1924)
1992 Clinton elected U.S. president Family Institute of New Jersey founded by Monica
McGoldrick
1993 Ethnic cleansing in Bosnia Israel Zwerling dies (b. 1917)
Los Angeles police officers convicted in Rodney King | Minuchin & Nichols: Family Healing
beating
1994 Nelson Mandela elected president of South Africa David and Jill Scharf leave Washington School of
Psychiatry to begin the International Institute of
Object Relations Therapy
1995 Oklahoma City federal building bombed Carl Whitaker dies (b. 1912)
John Weakland dies (b. 1919)
Salvador Minuchin retires
Family Studies Inc. renamed the Minuchin Center
1996 Clinton reelected U.S. president Edwin Friedman dies (b. 1932)
Eron & Lund: Narrative Solutions in Brief Therapy
Freedman & Combs: Narrative Therapy
1997 Princess Diana dies in auto accident Michael Goldstein dies (b. 1930)
Hong Kong reverts to China
Google is founded
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Social and Political Context

Development of Family Therapy

1998 President Clinton impeached by House of Minuchin, Colapinto, & Minuchin: Working with
Representatives Families of the Poor
1999 President Clinton acquitted in impeachment trial Neil Jacobson dies (b. 1949)
John Elderkin Bell dies (b. 1913)
Mara Selvini Palazzoli dies (b. 1916)
2000 George W. Bush elected U.S. president Millennium Conference, Toronto, Canada
2001 September 11 terrorist attacks James Framo dies (b. 1922)
2002 Sex abuse scandal in Catholic Church Lipchik: Beyond Techniques in Solution-Focused
Corporate corruption at Enron Therapy
2003 United States invades Iraq Greenan & Tunnell: Couple Therapy with Gay Men
2004 George W. Bush reelected U.S. president Gianfranco Cecchin dies (b. 1932)
Facebook is founded
2005 Hurricane Katrina devastates New Orleans Steve de Shazer dies (b. 1940)
Rosa Parks dies (b. 1913)
2006 Enron executives convicted of fraud Minuchin, Nichols, & Lee: Assessing Families and
Couples
2007 Shootings at Virginia Tech Jay Haley dies (b. 1923)
First iPhone released Lyman Wynne dies (b. 1923)
Insoo Kim Berg dies (b. 1934)
Albert Ellis dies (b. 1913)
Thomas Fogarty dies (b. 1927)
Paul Watzlawick dies (b. 1921)
Ivan Boszormenyi-Nagy dies (b. 1920)
2008 Barack Obama elected U.S. president Michael White dies (b. 1949)
2009 Worldwide economic recession Sprenkle, Davis, & Lebow: Common Factors in
Couple and Family Therapy
2010 Earthquake in Haiti LaSala: Coming Out, Coming Home
Dattilio: Cognitive-Behavioral Therapy with Couples
and Families
2011 Earthquake and tsunami in Japan Cose: The End of Anger
2012 Mass shootings in Newton, CT Betty Carter dies (b. 1929)
Barack Obama reelected U.S. president
Smartphone ownership surpasses 50 percent in the
United States
2013 Nelson Mandela dies (b. 1918) Alan Gurman dies (b. 1945)
Affordable Healthcare Act
#blacklivesmatter movement protests the targeting
of Black civilians by law enforcement
2014 Ebola epidemic in West Africa Donald Bloch dies (b. 1923)
2015 European Syrian refugee crisis Walsh: Strengthening Family Resilience
U.S. Supreme Court grants gay and lesbian couples
right to marry nationwide
2016 Donald Trump elected U.S. president Murray Straus dies (b. 1926)

Britain votes to leave the European Union

(continued)
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Social and Political Context

Development of Family Therapy

2017

Las Vegas mass shooting deadliest in U.S. history

Harvey Weinstein sexual misconduct accusations
spark worldwide #metoo protests

Deadliest wildfire season ever in California

Salvador Minuchin dies (b. 1921)

2018

Conservative Brett Kavanaugh confirmed to U.S.
Supreme Court

Prince Harry marries Meghan Markle

India decriminalizes homosexuality

Saudi Arabia allows women to drive

Douglas Sprenkle dies (b. 1941)
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INTRODUCTION

The Foundations of Family Therapy

Leaving Home

Just a name, Holly Roberts, the fact that she was
a senior in college, and her presenting complaint:
“trouble making decisions.”

The first thing Holly said when she sat down was,
“I’m not sure I need to be here. You probably have a lot of
people who need help more than I do.” Then she started
to cry.

It was springtime. The tulips were up, the trees were
turning leafy green, and purple clumps of lilacs perfumed
the air. Life and all its possibilities stretched out before her,
but Holly was naggingly, unaccountably depressed.

The decision Holly was having trouble making
was what to do after graduation. The more she tried to
figure it out, the less able she was to concentrate. She
started sleeping late, missing classes. Finally, her room-
mate talked her into going to the counseling center. “I
wouldn’t have come,” Holly said. “I can take care of my
own problems.”

I (MPN) was into cathartic therapy back then. Most
people have stories to tell and tears to shed. Some of the
stories, I suspected, were dramatized to elicit sympathy. We
seem to give ourselves permission to cry only with some
very acceptable excuse. Of all the human emotions we’re
ashamed of, feeling sorry for yourself tops the list.

I didn’t know what was behind Holly’s depression,
but I was sure I could help. I felt comfortable with depres-
sion. Ever since my senior year in high school when my
friend Alex died, I’d been a little depressed myself.

There wasn’t much information on the intake sheet.

After Alex died, the rest of the summer was a dark blur.
I cried a lot. And I got mad whenever anybody suggested
that life goes on. Alex’s minister said his death wasn’t
really a tragedy because now “Alex was with God in
heaven.” I wanted to scream, but I numbed myself instead.
In the fall, I went off to college, and, even though it seemed
disloyal to Alex, life did go on. I still cried from time to
time, but with the tears came a painful discovery. Not all
my grief was for Alex. Yes, I loved him. Yes, I missed him.
But his death provided me the justification to cry about the
everyday sorrows of my own life. Maybe grief is always

like that. At the time, though, it struck me as a betrayal.
I was using Alex’s death to feel sorry for myself.

What, I wondered, was making Holly so sad? In fact,
Holly didn’t have a dramatic story. Her feelings weren’t
focused. After those first moments in my office, she rarely
cried. When she did, it was more an involuntary tearing up
than a sobbing release. She talked about the future and not
knowing what she wanted to do with her life. She talked
about not having a boyfriend, but she didn’t say much
about her family. If the truth be told, I wasn’t much inter-
ested. Back then, I thought home was a place you left in
order to grow up.

Holly was hurting and needed someone to lean on,
but something made her hold back, as though she didn’t
quite trust me. It was frustrating. I wanted to help.

A month went by, and Holly’s depression got worse.
I started seeing her twice a week, but we weren’t getting
anywhere. One Friday afternoon, Holly was feeling so
despondent that I didn’t think she should go back to her
dorm alone. I asked her instead to lie down on the couch
in my office, and with her permission, I called her parents.

Mrs. Roberts answered the phone. I told her I thought
she and her husband should come to Rochester and meet
with me and Holly to discuss the advisability of Holly tak-
ing a medical leave of absence. Unsure as I was of my
authority back then, I steeled myself for an argument. Mrs.
Roberts surprised me by agreeing to come at once.

The first thing that struck me about Holly’s parents
was the disparity in their ages. Mrs. Roberts looked like
a slightly older version of Holly; she couldn’t have been
much over 35. Her husband looked 60. It turned out he was
Holly’s stepfather. They had married when Holly was 16.

Looking back, I don’t remember much that was said
in that first meeting. Both parents were worried about
Holly. “We’ll do whatever you think best,” Mrs. Roberts
said. Holly’s stepfather, Mr. Morgan, said they could
arrange for a good psychiatrist “to help Holly over this
crisis.” But Holly didn’t want to go home, and she said so
with more energy than I’d heard from her in a long time.
That was on Saturday. I said there was no need to rush into
a decision, so we arranged to meet again on Monday.
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When Holly and her parents sat down in my office on
Monday morning, it was obvious something had happened.
Mrs. Roberts’s eyes were red from crying. Holly glared at
her and looked away. Mr. Morgan turned to me. “We’ve
been fighting all weekend. Holly heaps abuse on me, and
when I try to respond, Lena takes her side. That’s the way
it’s been since day one of this marriage.”

The story that emerged was one of those sad histories
of jealousy and resentment that turn ordinary love into bit-
ter, injured feelings and, all too often, tear families apart.
Lena Roberts was 34 when she met Tom Morgan. He was
a robust 56. The second obvious difference between them
was money. He was a stockbroker who’d retired to run a
horse farm. She was waitressing to support herself and her
daughter. It was a second marriage for both of them.

Lena thought Tom could be the missing father fig-
ure in Holly’s life. Unfortunately, Lena couldn’t accept all
the rules Tom wanted to enforce, and so he became the
wicked stepfather. He made the mistake of trying to take
over, and when the predictable arguments ensued, Lena
sided with her daughter. There were tears and midnight
shouting matches. Twice Holly ran away for a few days.
This triangle nearly proved the marriage’s undoing, but
things calmed down after Holly left for college.

Holly expected to leave home and not look back. She
would make new friends. She would study hard and choose
a career. She would never depend on a man to support her.
Unfortunately, she left home with unfinished business.
She hated Tom for the way he treated her mother. He was
always demanding to know where her mother was going,
who she was going with, and when she would be back. If
she was the least bit late, there would be a scene. Why did
her mother put up with it?

Blaming her stepfather was simple and satisfying.
But another set of feelings, harder to face, was eating at
Holly. She hated her mother for marrying Tom and for let-
ting him be so mean to her. What had her mother seen in
him? Had she sold out for a big house and a fancy car?
Holly didn’t have answers to these questions; she didn’t
even allow them into full awareness. Unfortunately, repres-
sion doesn’t work like putting something away in a closet
and forgetting about it. It takes a lot of energy to keep
unwelcome emotions at bay.

Holly found excuses not to go home during college.
It didn’t even feel like home anymore. She buried herself
in her studies. But rage and bitterness gnawed at her until,
in her senior year, facing an uncertain future, knowing only
that she couldn’t go home again, she gave in to hopeless-
ness. No wonder she was depressed.

I found the whole story sad. Not knowing about
family dynamics and never having lived in a stepfamily, I
wondered why they couldn’t just try to get along. Why did

they have so little sympathy for one another? Why couldn’t
Holly accept her mother’s right to find love a second time
around? Why couldn’t Tom respect the priority of his
wife’s relationship with her daughter? And why couldn’t
Lena listen to her daughter’s adolescent anger without get-
ting so defensive?

That session with Holly and her parents was my first
lesson in family therapy. Family members in therapy talk
not about actual events but about reconstructed memories
that resemble the original experiences only in certain ways.
Holly’s memories resembled her mother’s memories very
little, and her stepfather’s not at all. In the gaps between
their truths, there was little room for reason and no desire
to pursue it.

Although that meeting may not have been terribly
productive, it did put Holly’s unhappiness in perspective.
No longer did I think of her as a tragic young woman all
alone in the world. She was that, of course, but she was also
a daughter torn between running away from a home she
no longer felt part of and being afraid to leave her mother
alone with a man she didn’t trust. I think that’s when I
became a family therapist.

To say I didn’t know much about families, much
less about how to help them, would be an understatement.
But family therapy isn’t just a new set of techniques; it’s a
whole new approach to understanding human behavior—as
fundamentally shaped by its social context.

THE MYTH OF THE HERO

Ours is a culture that celebrates the uniqueness of the
individual and the search for an autonomous self. Holly’s
story could be told as a coming-of-age drama: a young
individual’s struggle to break away from childhood and
provincialism, to take hold of adulthood and promise and
the future. If she fails, we’re tempted to look inside the
young adult, the failed hero.

While the unbounded individualism of the hero may
once have been encouraged more for men than women, as
a cultural ideal it casts its shadow on us all. Even if Holly
cared about connection as much as autonomy, she may be
judged by the prevailing image of accomplishment.

We were raised on the myth of the hero: Captain
Marvel, Robin Hood, Wonder Woman. When we got older,
we searched for real-life heroes: Eleanor Roosevelt, Martin
Luther King Jr., Nelson Mandela, Elon Musk. These men
and women stood for something. If only we could be a little
more like these larger-than-life individuals who seemed to
rise above their circumstances.

Only later did we realize that the circumstances we
wanted to rise above were part of the human condition—
our inescapable connection to our families. The romantic



image of the hero is based on the illusion that authentic
selfhood can be achieved as an autonomous individual. We
do many things alone, including some of our most heroic
acts, but we are defined and sustained by a network of
human relationships. Our need to worship heroes is partly
a need to rise above littleness and self-doubt, but it is per-
haps equally a product of imagining a life unfettered by all
those pesky relationships that somehow never quite go the
way we want them to.

When we do think about families, it’s often in nega-
tive terms—as burdens holding us back or as destructive
elements in the lives of our patients. What catches our atten-
tion are differences and discord. The harmonies of family
life—loyalty, tolerance, solace, and support—often slide by
unnoticed, part of the taken-for-granted background of life.
If we would be heroes, then we must have villains.

These days there’s a lot of talk about dysfunctional
families. Unfortunately, much of this amounts to little more
than parent bashing. People hurt because of what their par-
ents did: their mother’s career, their father’s unreasonable
expectations—these are the causes of their unhappiness.
Perhaps this is an advance on stewing in guilt and shame,
but it’s a long way from understanding what really goes
on in families.

One reason for blaming family sorrows on the per-
sonal failings of parents is that it’s hard for the average
individual to see past individual personalities to the struc-
tural patterns that make them a family—a system of inter-
connected lives governed by strict but unspoken rules.

People feel controlled and helpless not because they
are victims of parental folly and deceit but because they
don’t understand the forces that tie husbands and wives
and parents and children together. Plagued by anxiety and
depression, or merely troubled and uncertain, some people
turn to psychotherapy for help. In the process, they turn
away from the irritants that propel them into therapy. Chief
among these are unhappy relationships—with friends and
lovers, and with our families. Our disorders are private ail-
ments. When we retreat to the safety of a synthetic relation-
ship, the last thing we want is to take our families with us.
Is it any wonder, then, that when Freud ventured to explore
the dark forces of the mind, he locked the family outside
the consulting room?

PSYCHOTHERAPEUTIC SANCTUARY

Psychotherapy was once a private enterprise. The consult-
ing room was a place of healing, yes, but it was equally a
sanctuary, a refuge from a troubled and troubling world.
Buffeted about in love and work, unable to find
solace elsewhere, adults came to therapy to find satisfac-
tion and meaning. Parents, worried about their children’s
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behavior, sent them for guidance and direction. In many
ways, psychotherapy displaced the family’s role in solving
the problems of everyday life.

Freud excluded the family from psychoanalysis to
help patients feel safe to explore the full range of their
thoughts and feelings.

It’s possible to look back on the days before family
therapy and see those who insisted on segregating patients
from their families as exponents of a fossilized view of
mental disorder, according to which psychiatric mala-
dies are firmly embedded inside the heads of individuals.
Considering that clinicians didn’t begin treating families
together until the mid-1950s, it’s tempting to ask, “What
took them so long?” In fact, there were good reasons for
conducting therapy in private.

The two most influential approaches to psycho-
therapy in the twentieth century, Freud’s psychoanalysis
and Rogers’s client-centered therapy, were both predicated
on the assumption that psychological problems arise from
unhealthy interactions with others and can best be allevi-
ated in a private relationship between therapist and patient.

Freud’s discoveries indicted the family, first as a
breeding ground of childhood seduction and later as the
agent of cultural repression. If people grew up a little
bit neurotic—afraid of their own natural instincts—who
should we blame but their parents?

Given that neurotic conflicts were spawned in the
family, it seemed natural to assume the best way to undo the
family’s influence was to isolate relatives from treatment,
to bar their contaminating influence from the psychoana-
lytic operating room. Because psychoanalysis focused on
the patient’s memories and fantasies, the family’s presence
would only obscure the subjective truth of the past. Freud
wasn’t interested in the living family; he was interested in
the family-as-remembered.

Freud excluded

the family from
psychoanalysis to help
patients feel safe to
explore the full range
of their thoughts and
feelings.

World History Archive/Newscom
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By conducting treatment in private, Freud safe-
guarded patients’ trust in the sanctity of the therapeutic
relationship and thus maximized the likelihood that they
would repeat, in relation to the analyst, the understandings
and misunderstandings of childhood.

Carl Rogers also believed psychological problems
stemmed from destructive family relations. Each of us,
Rogers said, is born with an innate tendency toward self-
actualization. Left to our own devices, we tend to follow
our own best interests. Unhappily, said Rogers, our instinct
for actualization gets subverted by our craving for approval.
We learn to do what we think others want, even though it
may not be what’s best for us.

Gradually, this conflict between self-fulfillment and
need for approval leads to denial of our authentic selves—
and even the feelings that signal them. We swallow our
anger, stifle our exuberance, and bury our lives under a
mountain of expectations.

The therapy Rogers developed was designed to
help patients uncover their real feelings. The Rogerian
therapist listens sympathetically, offering compassion and
understanding. In the presence of such an accepting lis-
tener, patients gradually get in touch with their own inner
promptings.

Like the psychoanalyst, the client-centered therapist
maintains absolute privacy in the therapeutic relationship
to avoid any possibility that patients’ feelings might be sub-
verted to win approval. Only an objective outsider could
be counted on to provide the unconditional acceptance to
help patients rediscover their real selves. That’s why fam-
ily members had no place in the process of client-centered
therapy.

FAMILY VERSUS INDIVIDUAL THERAPY

As you can see, there were valid reasons for conducting
psychotherapy in private. Although a strong claim can be
made for individual psychotherapy, equally strong claims
can be made for family therapy.

Individual psychotherapy and family therapy each
offer an approach to treatment and a way of understanding
human behavior. Both have their virtues. Individual therapy
provides the concentrated focus to help people face their
fears and learn to become more fully themselves. Individ-
ual therapists have always recognized the importance of
family life in shaping personality, but they have assumed
that these influences are internalized and that intrapsychic
dynamics become the dominant forces controlling behav-
ior. Treatment can and should, therefore, be directed at the
individual and his or her personal makeup. Family thera-
pists, on the other hand, believe that the dominant forces in
our lives are located externally, in the family. Therapy, in

this framework, is directed at changing the organization of
the family. When family organization is transformed, the
life of every family member is altered accordingly.

This last point—that changing a family changes the
lives of its members—is important enough to elaborate.
Family therapy isn’t predicated merely on changing the
individual patient in context. Family therapy exerts change
on the entire family; therefore, improvement can be lasting
because each family member is changed and continues to
exert synchronous change on other family members.

Almost any human difficulty can be treated with
either individual or family therapy, but certain problems are
especially suited to a family approach, among them prob-
lems with children (who must, regardless of what happens
in therapy, return home to their parents), complaints about
a marriage or other intimate relationship, family feuds, and
symptoms that develop in an individual at the time of a
major family transition.

If problems that arise around family transitions make
a therapist think first about the role of the family, indi-
vidual therapy may be especially useful when people iden-
tify something about themselves that they’ve tried in vain
to change while their social environment remains stable.
Thus, if a woman gets depressed during her first year at
college, a therapist might wonder if her sadness is related
to leaving home and leaving her parents alone with each
other. But if the same woman were to become depressed in
her thirties, during a long period of stability in her life, we
might wonder if there was something about her approach
to life that wasn’t working for her. Examining her life in
private—away from troubled relationships—doesn’t, how-
ever, mean she should believe she can fulfill herself in iso-
lation from other people.

The view of individuals as separate entities, with
families acting on them, is consistent with the way we
experience ourselves. We recognize the influence of
others—especially as obligation and constraint—but it’s
hard to see that we are embedded in a network of relation-
ships, that we are part of something larger than ourselves.

THINKING IN LINES, THINKING IN CIRCLES

Mental illness has traditionally been explained in linear
terms—medical or psychological. Both paradigms treat
emotional distress as a symptom of internal dysfunction
with historical causes.

Linear explanations take the form of A causes B. This
works fine for some things. If you’re driving along and
your car suddenly sputters to a stop, go ahead and look
for a simple explanation. Maybe you’re out of gas. If so,
there’s a simple solution. Human problems are usually a
bit more complicated.



Individual therapists think in terms of linear causal-
ity when they explore what happened to make individu-
als behave the way they do. If a young woman has low
self-esteem, perhaps it’s because her mother constantly
criticizes her. Family therapists prefer to think in terms
of circular causality and consider people’s mutual influ-
ence on one another. Thus, the young woman’s moping
around the house might be a response to her mother’s
fault-finding—and the mother’s finding fault might be a
response to the young woman’s moping around the house.
The more the mother criticizes, the more the young woman
withdraws, and the more the young woman withdraws, the
more the mother criticizes.

The term circular causality calls attention to the
cycles of interaction in relationships. But in fact the term
is somewhat of a misnomer because the focus is not on
causality—how something got started—but on the ongo-
ing transactions that sustain it. In some cases, maybe
something in the past did trigger an unhappy pattern of
interaction. But the past is over; therapists can only work
with what’s going on in the present. Although the mother
in the earlier example may have started reproaching her
daughter only when she started avoiding social activities,
her continuing attempts to motivate the girl with criti-
cism may only serve to perpetuate a circular pattern of
withdrawal-and-criticism.

When things go wrong in relationships, most of us
are generous in giving credit to other people. Because we
look at the world from inside our own skins, it’s easy to
see other people’s contributions to our mutual problems.
Blaming is only natural. The illusion of unilateral influ-
ence tempts therapists too, especially when they hear
only one side of a story. But once we understand that
reciprocity is the governing principle of relationships,
we can begin to get past thinking in terms of villains and
victims.

Suppose a father complains about his teenage son’s
behavior.

Father: It’s my son. He’s rude and defiant.
Therapist: 'Who taught him that?

Instead of accepting the father’s perspective that
he’s a victim of his son’s villainy, the therapist’s question
invites him to look for patterns of mutual influence. The
point isn’t to shift blame from one individual to another
but to get away from blame altogether. As long as he sees
the problem as his son’s doing, the father has little choice
but to hope the boy will change. (Waiting for other people
to change is like planning your future around winning
the lottery.) Learning to think in circles rather than lines
empowers us to look at the half of the equation we can
control.
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THE POWER OF FAMILY THERAPY

The power of family therapy derives from bringing par-
ents and children together to transform their interactions.
Instead of isolating individuals from the emotional origins
of their conflict, problems are addressed at their source.

What keeps people stuck is their inability to see their
own participation in the problems that plague them. With
eyes fixed firmly on what recalcitrant others are doing, it’s
hard for most people to see the patterns that bind them
together. The family therapist’s job is to give them a wake-
up call. When a husband complains that his wife nags, and
the therapist asks how he contributes to her doing that, the
therapist is challenging the husband to see the hyphenated
him-and-her of their interactions.

When Bob and Shirley came for help with marital
problems, her complaint was that he never shared his feel-
ings; his was that she always criticized him. This is a classic
trading of complaints that keeps couples stuck as long as
they fail to see the reciprocal pattern in which each part-
ner provokes in the other precisely the behavior he or she
can’t stand. So the therapist said to Bob, “If you were a
frog, what would you be like if Shirley changed you into
a prince?” When Bob countered that he doesn’t talk with
her because she’s so critical, it seemed to the couple like
the same old argument—but the therapist saw this as the
beginning of change—Bob starting to speak up. One way to
create an opening for change in rigid families is to support
the blamed individual and help bring him back into the fray.

When Shirley criticized Bob for complaining, he
tried to retreat, but the therapist said, “No, continue. You're
still a frog.”

Bob tried to shift responsibility back to Shirley.
“Doesn’t she have to kiss me first?”

“No,” the therapist said. “In real life, you have to
earn that.”

In the opening of Anna Karenina, Tolstoy wrote:
“All happy families resemble one another; each unhappy
family is unhappy in its own way.” Every unhappy family
may be unhappy in its own way, but everyone stumbles
over the same familiar challenges of family life. It’s no
secret what those challenges are—learning to live together,
dealing with difficult relatives, chasing after children, cop-
ing with adolescence, and so on. What not everyone real-
izes, however, is that a relatively small number of systems
dynamics, once understood, illuminate those challenges
and enable families to move successfully through the pre-
dictable dilemmas of life. Like all healers, family therapists
sometimes deal with bizarre and baffling cases, but much
of their work is with ordinary human beings learning life’s
painful lessons. Their stories, and the stories of the men
and women of family therapy who have undertaken to help
them, are the inspiration for this text.
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CHAPTER 1

The Evolution of Family Therapy

A Revolutionary Shift in Perspective

Learning Outcomes

e Describe the circumstances that led to the birth of
family therapy.

e List the founders of family therapy and where they
practiced.

e List the first family therapy theories and when they
were popular.

of family therapy. There are two compelling stories here:

one of personalities, one of ideas. The first story revolves
around the pioneers—visionary iconoclasts who broke the
mold of seeing life and its troubles as a function of individu-
als and their personalities. Make no mistake: The shift from
an individual to a systemic perspective was a revolutionary
one, providing those who grasped it with a powerful tool for
understanding and resolving human problems.

The second story in the evolution of family therapy
is one of ideas. The restless curiosity of the first family
therapists led them to ingenious new ways of conceptual-
izing the joys and sorrows of family life.

As you read this history, stay open to surprises.
Be ready to reexamine easy assumptions—including the
assumption that family therapy began as a benevolent effort
to support the institution of the family. The truth is, thera-
pists first encountered families as adversaries.

In this chapter, we explore the antecedents and early years

THE UNDECLARED WAR

Although we came to think of asylums as places of cruelty
and detention, they were originally built to rescue the insane
from being locked away in family attics. Accordingly,
except for purposes of footing the bill, hospital psychia-
trists kept families at arm’s length. In the 1950s, however,
two puzzling developments forced therapists to recognize
the family’s power to alter the course of treatment.
Therapists began to notice that often when a patient
got better, someone else in the family got worse, almost as
though the family needed a symptomatic member. As in
the game of hide-and-seek, it didn’t seem to matter who

e Describe early family therapy theoretical concepts.

e Describe the transition from early to postmodern
family therapy theories.

“It” was as long as someone played the part. In one case,
Don Jackson (1954) was treating a woman for depression.
When she began to improve, her husband complained that
she was getting worse. When she continued to improve,
the husband lost his job. Eventually, when the woman was
completely well, the husband killed himself. Apparently
this man’s stability was predicated on having a sick wife.

Another strange story of shifting disturbance was
that patients often improved in the hospital only to get
worse when they went home.

CASE EXAMPLE

In a bizarre case of Oedipus revisited, Salvador Minuchin
treated a young man hospitalized for trying to scratch out his
eyes. The man functioned normally in Bellevue but returned
to self-mutilation each time he went home. He could be sane,
it seemed, only in an insane world.

It turned out that the young man was extremely close
to his mother, a bond that grew even tighter during the seven
years of his father’s mysterious absence. The father was a
compulsive gambler who disappeared shortly after being
declared legally incompetent. The rumor was that the Mafia
had kidnapped him. When, just as mysteriously, the father
returned, his son began his bizarre attempts at self-mutilation.
Perhaps he wanted to blind himself so as not to see his obses-
sion with his mother and hatred of his father.

But this family was neither ancient nor Greek, and
Minuchin was more pragmatist than poet. So he challenged
the father to protect his son by beginning to deal directly with
his wife, and then he challenged the man’s demeaning attitude
toward her, which had driven her to seek her son’s protection.

7
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The therapy was a challenge to the family’s structure, and in
Bellevue, Minuchin worked with the psychiatric staff to ease
the young man back into the family, into the lion’s den.

Minuchin confronted the father, saying, “As a father of
a child in danger, what you're doing isn’t enough.”

“What should | do?"” asked the man.

“] don’t know,” Minuchin replied. “Ask your son.”
Then, for the first time in years, father and son began talk-
ing. Just as they were about to run out of things to say, Dr.
Minuchin commented to the parents: “In a strange way, he’s
telling you that he prefers to be treated like a child. When
he was in the hospital, he was twenty-three. Now that he’s
returned home again, he’s six.”

What this case dramatizes is how parents use their chil-
dren as a buffer to protect them from intimacy. To the would-
be Oedipus, Minuchin said, “You're scratching your eyes for
your mother so she’ll have something to worry about. You're a
good boy. Good children sacrifice themselves for their parents.”

Families are made of strange glue—they stretch but
never let go. Few blamed the family for outright malevo-
lence, yet there was an invidious undercurrent to these obser-
vations. The official story of family therapy is one of respect
for the family, but maybe none of us ever quite gets over
the adolescent idea that families are the enemy of freedom.

Small Group Dynamics

Those who first sought to understand and treat families found
a ready parallel in small groups. Group dynamics were
applicable to family therapy because group life is a complex
blend of individual personalities and properties of the group.
In 1920, the pioneering social psychologist William
McDougall published The Group Mind, in which he
described how a group’s continuity depends on bound-
aries for differentiation of function and on customs and
habits to make relationships predictable. A more scientific
approach to group dynamics was developed in the 1940s
by Kurt Lewin, whose field theory (Lewin, 1951) guided a
generation of researchers. Drawing on the Gestalt school
of perception, Lewin developed the notion that a group is
more than the sum of its parts. The transcendent property
of groups has obvious relevance to family therapists, who
must work not only with individuals but also with family
systems—and their famous resistance to change.
Analyzing what he called quasi-stationary social
equilibrium, Lewin pointed out that changing group behav-
ior requires “unfreezing.” Only after something shakes up a
group’s beliefs will its members be prepared to change. In
individual therapy this process is initiated by the unhappy
experiences that lead people to seek help. When someone

The first people to practice family therapy turned to group
therapy as a model.

decides to meet with a therapist, that individual has already
begun to unfreeze old habits. When families come for treat-
ment, it’s a different story.

Family members may not be sufficiently unsettled by
one member’s problems to consider changing their ways.
Furthermore, family members bring their own reference
group with them, with all its traditions and habits. Conse-
quently, more effort is required to unfreeze, or shake up,
families before real change can take place. The need for
unfreezing foreshadowed early family therapists’ concern
about disrupting family homeostasis, a notion that domi-
nated family therapy for decades.

Wilfred Bion was another student of group function-
ing who emphasized the group as a whole, with its own
dynamics and structure. According to Bion (1948), most
groups become diverted from their primary tasks by engag-
ing in patterns of fight—flight, dependency, and pairing.
Bion’s basic assumptions are easily extrapolated to family
therapy: Some families skirt around hot issues like a cat
circling a snake. Others use therapy to bicker endlessly,
never really contemplating compromise, much less change.
Dependency masquerades as therapy when families allow
therapists to subvert their autonomy in the name of prob-
lem solving. Pairing is seen in families when one parent
colludes with the children to undermine the other parent.

The process/content distinction in group dynamics
had a major impact on family treatment. Experienced ther-
apists learn to attend as much to how people talk as to the
content of their discussions. For example, a mother might
tell her daughter that she shouldn’t play with Barbie dolls
because she shouldn’t aspire to an image of bubble-headed
beauty. The content of the mother’s message is ‘“Respect
yourself as an individual.” But if the mother expresses her
point of view by disparaging the daughter’s wishes, then
the process of her message is “Your feelings don’t count.”

Pixelheadphoto digitalskillet/Shuttérstock



Unfortunately, the content of some discussions is so
compelling that therapists get sidetracked from the pro-
cess. Suppose that a therapist invites a teenager to talk
with his mother about wanting to drop out of school. The
boy mumbles something about school being stupid, and
his mother responds with a lecture about the importance
of education. A therapist who gets drawn in to support the
mother’s position may be making a mistake. In terms of
content, the mother might be right: A high school diploma
can come in handy. But maybe it’s more important at that
moment to help the boy learn to speak up for himself—and
for his mother to learn to listen.

Role theory, explored in the literatures of psycho-
analysis and group dynamics, had important applications
to the study of families. The expectations that roles carry
bring regularity to complex social situations.

Roles tend to be stereotyped in most groups, and so
there are characteristic behavior patterns of group mem-
bers. Virginia Satir (1988) described family roles such as
“the placator” and “the disagreeable one” in her book The
New Peoplemaking. If you think about it, you may have
played a fairly predictable role in your family. Perhaps you
were “the good child,” “the moody one,” or “the rebel.” The
trouble is, such roles can be hard to put aside.

One thing that makes role theory so useful in under-
standing families is that roles tend to be complementary.
Say, for example, that a woman is a little more anxious to
spend time with her boyfriend than he is. Maybe, left to
his own devices, he’d call twice a week. But if she calls
three times a week, he may never get around to picking
up the phone. If their relationship lasts, she may always
be the pursuer and he the distancer. Or take the case of
two parents, both of whom want their children to behave
themselves at the dinner table. The father has a slightly
shorter fuse—he tells them to quiet down five seconds
after they start getting rowdy, whereas his wife would wait
half a minute. If he always speaks up, she may never get
a chance. Eventually these parents may become polarized
into complementary roles of strictness and leniency. What
makes such reciprocity resistant to change is that the roles
reinforce each other.

It was a short step from observing patients’ reac-
tions to other members of a group—some of whom might
act like siblings or parents—to observing interactions in
real families. Given the wealth of techniques for exploring
interpersonal relationships developed by group therapists,
it was natural for some family therapists to apply a group
treatment model to families. What is a family, after all, but
a group of individuals?

From a technical viewpoint, group and family ther-
apies are similar: Both are complex and dynamic, more
like everyday life than individual therapy. In groups and
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families, patients must react to a number of people, not
just a therapist, and therapeutic use of this interaction is the
definitive mechanism of change in both contexts.

On closer examination, however, it turns out that the
differences between families and groups are so significant
that the group therapy model has only limited applicabil-
ity to family treatment. Family members have a long his-
tory and, more importantly, a future together. Revealing
yourself to strangers is a lot safer than exposing yourself
to members of your own family. There’s no taking back
revelations that might better have remained private—the
affair, long since over, or the admission that a woman cares
more about her career than about her husband. Continu-
ity, commitment, and shared distortions all make family
therapy very different from group therapy.

Therapy groups are designed to provide an atmo-
sphere of warmth and support. This feeling of safety
among sympathetic strangers cannot be part of family
therapy because instead of separating treatment from a
stressful environment, the stressful environment is brought
into the consulting room. Furthermore, in group therapy,
patients can have equal power and status, whereas demo-
cratic equality isn’t appropriate in families. Someone has
to be in charge. Furthermore, the official patient in a fam-
ily is likely to feel isolated and stigmatized. After all, he
or she is “the problem.” The sense of protection in being
part of a compassionate group of strangers, who won’t
have to be faced across the dinner table, doesn’t exist in
family therapy.

The Child Guidance Movement

It was Freud who introduced the idea that psychological
disorders were the result of unsolved problems of child-
hood. Alfred Adler was the first of Freud’s followers to
pursue the implication that treating the growing child might
be the most effective way to prevent adult neuroses. To
that end, Adler organized child guidance clinics in Vienna,
where not only children but also families and teachers
were counseled. Adler offered support and encouragement
to help alleviate children’s feelings of inferiority so they
could work out a healthy lifestyle, achieving confidence
and success through social usefulness.

Although child guidance clinics remained few in
number until after World War II, they now exist in every
city in the United States, providing treatment of childhood
problems and the complex forces contributing to them.
Gradually, child guidance workers concluded that the real
problem wasn’t a child’s symptoms but rather the tensions
in the family that were the source of those symptoms. At
first there was a tendency to blame the parents, especially
the mother.
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The chief cause of children’s problems, according
to David Levy (1943), was maternal overprotectiveness.
Mothers who had themselves been deprived of love became
overprotective of their children. Some were domineering,
others overindulgent. Children of domineering mothers
were submissive at home but had difficulty making friends;
children with overindulgent mothers were disobedient at
home but well behaved at school.

During this period, Frieda Fromm-Reichmann
(1948) coined one of the most damning phrases in the his-
tory of psychiatry, the schizophrenogenic mother. These
domineering, aggressive, and rejecting women, especially
when married to passive men, were thought to provide the
pathological parenting that produced schizophrenia.

The tendency to blame parents, especially mothers,
for problems in the family was an evolutionary misdirec-
tion that continues to haunt the field. Nevertheless, by pay-
ing attention to what went on between parents and children,
Levy and Fromm-Reichmann helped pave the way for fam-
ily therapy.

John Bowlby’s work at the Tavistock Clinic exempli-
fied the transition to a family approach. Bowlby (1949) was
treating a teenager and making slow progress. Feeling frus-
trated, he decided to see the boy and his parents together.
During the first half of a two-hour session, the child and
parents took turns complaining about each other. During
the second half of the session, Bowlby interpreted what he
thought each of their contributions to the problem were.
Eventually, by working together, all three members of the
family developed sympathy for one another’s point of view.

Although he was intrigued by this conjoint interview,
Bowlby remained wedded to the one-to-one format. Family
meetings might be a useful catalyst but only as a supple-
ment to the real treatment, individual psychotherapy.

What Bowlby tried as an experiment, Nathan Acker-
man saw to fruition—family therapy as the primary form of
treatment. Once he saw the need to understand the family
in order to diagnose problems, Ackerman soon took the
next step—family treatment. Before we get to that, how-
ever, let us examine comparable developments in marriage
counseling and research on schizophrenia that led to the
birth of family therapy.

Marriage Counseling

For many years there was no apparent need for a sepa-
rate profession of marriage counselors. People with mari-
tal problems talked with their doctors, clergy, lawyers,
and teachers. The first centers for marriage counseling
were established in the 1930s. Paul Popenoe opened the
American Institute of Family Relations in Los Angeles,
and Abraham and Hannah Stone opened a similar clinic

in New York. A third center was the Marriage Council of
Philadelphia, begun in 1932 by Emily Hartshorne Mudd
(Broderick & Schrader, 1981).

At the same time these developments were taking
place, a parallel trend among some psychoanalysts led to
conjoint marital therapy. Although most analysts followed
Freud’s prohibition against contact with a patient’s family,
a few broke the rules and experimented with therapy for
married partners.

In 1948, Bela Mittleman of the New York Psycho-
analytic Institute published the first account of concurrent
marital therapy in the United States. Mittleman suggested
that husbands and wives could be treated by the same
analyst and that by seeing both it was possible to reexam-
ine their irrational perceptions of each other (Mittleman,
1948). This was a revolutionary notion: that the reality of
interpersonal relationships might be at least as important
as their intrapsychic representations.

Meanwhile, in Great Britain, where object relations
were the central concern of psychoanalysts, Henry Dicks
and his associates at the Tavistock Clinic established a Fam-
ily Psychiatric Unit. Here couples referred by the divorce
courts were helped to reconcile their differences (Dicks,
1964). Subsequently, Michael and Enid Balint affiliated
their Family Discussion Bureau with the Tavistock Clinic,
adding that clinic’s prestige to their marital casework and
indirectly to the field of marriage counseling.

In 1956, Mittleman wrote a more extensive descrip-
tion of marital disorders and their treatment. He described
a number of complementary marital patterns, including
aggressive/submissive and detached/demanding. These
odd matches are made, according to Mittleman, because
courting couples see each other’s personalities through the
eyes of their illusions: She sees his detachment as strength;
he sees her dependency as adoration.

At about this time, Don Jackson and Jay Haley were
exploring marital therapy within the framework of com-
munications analysis. As their ideas gained prominence,
the field of marital therapy was absorbed into the larger
family therapy movement.

Many writers don’t distinguish between marital
and family therapy. Therapy for couples, according to
this way of thinking, is just family therapy applied to a
particular subsystem. We tend to agree with this perspec-
tive, and therefore you will find our description of various
approaches to couples and their problems embedded in dis-
cussions of the models considered in this book. There is,
however, a case to be made for considering couples therapy
a distinct enterprise (Gurman, 2011; Gurman, Lebow, &
Snyder, 2015).

Historically, many of the influential approaches
to couples therapy came before their family therapy



counterparts. Among these were cognitive-behavioral
marital therapy, object-relations marital therapy, and
emotionally-focused couples therapy.

Beyond the question of which came first, couples
therapy differs from family therapy in allowing a more
in-depth focus on the experience of individuals. Sessions
with whole families tend to be noisy affairs. While it’s pos-
sible in this context to talk with family members about
their hopes and fears, it isn’t possible to spend much time
exploring the psychology of any one individual—much
less two. Therapy with couples, on the other hand, permits
greater focus on both dyadic exchanges and the underlying
experience of intimate partners.

RESEARCH ON FAMILY DYNAMICS AND
THE ETIOLOGY OF SCHIZOPHRENIA

Families with schizophrenic members proved to be a fer-
tile area for research because their pathological patterns of
interaction were so magnified. The fact that family therapy
emerged from research on schizophrenia led to the hope
that family therapy might be the way to cure this baffling
form of madness.

Gregory Bateson—Palo Alto

One of the groups with the strongest claim to originating
family therapy was Gregory Bateson’s schizophrenia proj-
ect in Palo Alto, California. The Palo Alto project began in
the fall of 1952 when Bateson received a grant to study the
nature of communication. All communications, Bateson
(1951) contended, have two different levels—report and
command. Every message has a stated content, for instance,
“Wash your hands; it’s time for dinner,” but in addition,
the message carries how it is to be taken. In this case, the
second message is that the speaker is in charge. This sec-
ond message—metacommunication—is covert and often
unnoticed. If a wife scolds her husband for running the
dishwasher when it’s only half full, and he says okay but
turns around and does the same thing two days later, she
may be annoyed that he didn’t listen to her. She means
the message. But maybe he didn’t like the metamessage.
Maybe he doesn’t like her telling him what to do as though
she were his mother.

Bateson was joined in 1953 by Jay Haley and John
Weakland. In 1954 Bateson received a grant to study
schizophrenic communication. Shortly thereafter the group
was joined by Don Jackson, a brilliant psychiatrist who
served as clinical consultant.

Bateson and his colleagues hypothesized that family
stability is achieved by feedback that regulates the behavior
of the family and its members. Whenever a family system
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is threatened—that is, disturbed—it endeavors to main-
tain stability, or homeostasis. Thus, apparently puzzling
behavior might become understandable if it were seen as
a homeostatic mechanism. For example, if whenever two
parents argue, one of the children exhibits symptomatic
behavior, the symptoms may be a way to stop the fight-
ing by uniting the parents in concern. Thus, symptomatic
behavior can serve the cybernetic function of preserving a
family’s equilibrium.

In 1956 Bateson and his colleagues published their
famous report “Toward a Theory of Schizophrenia,” in
which they introduced the concept of the double bind.
Patients weren’t crazy in some meaningless way; they
were an extension of a crazy family environment. Consider
someone in an important relationship in which escape isn’t
feasible and response is necessary. If he or she receives two
related but contradictory messages on different levels but
finds it difficult to recognize or comment on the inconsis-
tency (Bateson, Jackson, Haley, & Weakland, 1956), that
individual is in a double bind.

Because this concept is often misused as a synonym
for paradox or simply contradiction, it’s worth reviewing
each feature of the double bind as the authors listed them:

1. Two or more individuals in an important relationship.
2. Repeated experience.

3. A primary negative injunction, such as “Don’t do X,
or I will punish you.”

4. A second injunction at a more abstract level conflict-
ing with the first, also enforced by punishment or
perceived threat.

5. A tertiary negative injunction prohibiting escape and
demanding a response. Without this restriction the
victim won’t feel bound.

6. Finally, the complete set of ingredients is no longer
necessary once the victim is conditioned to perceive
the world in terms of double binds; any part of the
sequence becomes sufficient to trigger panic or rage.

Most examples of double binds in the literature are
inadequate because they don’t include all the critical fea-
tures. Robin Skynner (1976), for instance, cited: “Boys
must stand up for themselves and not be sissies”; but
“Don’t be rough . . . don’t be rude to your mother.” Confus-
ing? Yes. Conflict? Maybe. But these messages don’t con-
stitute a double bind; they’re merely contradictory. Faced
with two such statements, a child is free to obey either one,
alternate, or even complain about the contradiction. This
and similar examples neglect the specification that the two
messages are conveyed on different levels.

A better example is given in the original article. A
young man recovering in the hospital from a schizophrenic
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episode was visited by his mother. When he put his arm
around her, she stiffened. But when he withdrew, she asked,
“Don’t you love me anymore?” He blushed, and she said,
“Dear, you must not be so easily embarrassed and afraid
of your feelings.” Following this exchange, the patient
assaulted an aide and had to be put in seclusion.

Another example of a double bind would be a teacher
who urges his students to participate in class but gets impa-
tient if one of them actually interrupts with a question or
comment. Then a baffling thing happens. For some strange
reason that scientists have yet to decipher, students tend not
to speak up in classes where their comments are dispar-
aged. When the professor finally gets around to asking for
questions and no one responds, he gets angry. (Students
are so passive!) If any of the students has the temerity to
comment on the professor’s lack of receptivity, he may get
even angrier. Thus, the students will be punished for accu-
rately perceiving that the teacher really wants only his own
ideas to be heard and admired. (This example is, of course,
purely hypothetical.)

We’re all caught in occasional double binds, but a
schizophrenic has to deal with them continually—and the
effect is maddening. Unable to comment on the dilemma,
the schizophrenic responds defensively, perhaps by being
concrete and literal, perhaps by speaking in metaphors.
Eventually the schizophrenic may come to assume that
behind every statement lies a concealed meaning.

The discovery that schizophrenic symptoms made
sense in the context of some families may have been a sci-
entific advance, but it also had moral and political over-
tones. Not only did these investigators see themselves as
avenging knights bent on rescuing identified patients by
slaying family dragons, but they were also crusaders in a
holy war against the psychiatric establishment. Outnum-
bered and surrounded by hostile critics, the champions of
family therapy challenged the assumption that schizophre-
nia was a biological disease. Psychological healers every-
where cheered. Unfortunately, they were wrong.

The observation that schizophrenic behavior seems
to fit in some families doesn’t mean that families cause
schizophrenia. In logic, this kind of inference is called
“Jumping to Conclusions.” Sadly, families of schizophrenic
members suffered for years from the assumption that they
were to blame for the tragedy of their children’s psychoses.

Theodore Lidz—Yale

Theodore Lidz refuted the notion that maternal rejection
was the distinguishing feature of schizophrenic fami-
lies. Frequently the more destructive parent is the father
(Lidz, Cornelison, Fleck, & Terry, 1957a). After describ-
ing some of the pathological characteristics of fathers in

schizophrenic families, Lidz turned his attention to the
marital relationship. What he found was an absence of role
reciprocity. In a successful relationship, it’s not enough
to fulfill your own role—that is, to be an effective indi-
vidual; it’s also important to balance your role with your
partner’s—that is, to be an effective pair.

In focusing on the failure to arrive at cooperative
roles, Lidz identified two types of marital discord (Lidz,
Cornelison, Fleck, & Terry, 1957b). In the first, marital
schism, husbands and wives undermine each other and
compete openly for their children’s affection. These mar-
riages are combat zones. The second pattern, marital
skew, involves serious character flaws in one partner who
dominates the other. Thus one parent becomes passive and
dependent, while the other appears to be a strong parent
figure but is in fact a pathological bully. In all these fami-
lies, unhappy children are torn by conflicting loyalties and
weighed down with the pressure to balance their parents’
precarious marriages.

Lyman Wynne—National Institute of Mental
Health

Lyman Wynne’s studies of schizophrenic families began
in 1954 when he started seeing the parents of hospitalized
patients in twice-weekly sessions. What struck Wynne
about these families was the strangely unreal qualities of
their emotions, which he called pseudomutuality and pseu-
dohostility, and the nature of the boundaries around them—
rubber fences—apparently flexible but actually impervious
to outside influence (especially from therapists).

Pseudomutuality (Wynne, Ryckoff, Day, & Hirsch,
1958) is a facade of harmony. Pseudomutual families are
so committed to togetherness that there’s no room for sepa-
rate identities. The surface unity of pseudomutual families
obscures the fact that they can’t tolerate deeper, more hon-
est relationships or independence.

Pseudohostility is a different guise for a similar
collusion to stifle autonomy (Wynne, 1961). Although

Lyman Wynne’s studies
linked communication
deviance in families

to thought disorder in
schizophrenic patients.

Courtesy of S. H. McDaniel, University of
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apparently acrimonious, it signals only a superficial split.
Pseudohostility is more like the bickering of situation-
comedy families than real animosity. Like pseudomutual-
ity, it undermines intimacy and masks deeper conflict, and
like pseudomutuality, pseudohostility distorts communica-
tion and impairs rational thinking.

The rubber fence is an invisible barrier that stretches
to permit limited extrafamilial contact, such as going to
school, but springs back if that involvement goes too far.
The family’s rigid structure is thus protected by its isola-
tion. Instead of having its eccentricities modified in contact
with the larger society, the schizophrenic family becomes
a sick little society unto itself.

Wynne linked the new concept of communication
deviance to the older notion of thought disorder. He saw
communication as the vehicle for transmitting thought
disorder, the defining feature of schizophrenia. Communi-
cation deviance is a more interactional concept and more
readily observable. By 1978 Wynne had studied over 600
families and gathered incontrovertible evidence that disor-
dered communication is a distinguishing characteristic of
families with young adult schizophrenics.

Role Theorists

The founders of family therapy gained momentum for their
fledgling discipline by concentrating on communication.
Doing so may have been expedient, but focusing exclu-
sively on this one aspect of family life neglected individual
intersubjectivity as well as broader social influences.

Role theorists, like John Spiegel, described how
individuals were differentiated into social roles within
family systems. This important fact was obscured by sim-
plistic versions of systems theory, in which individuals
were treated like interchangeable parts. As early as 1954,
Spiegel pointed out that the system in therapy includes the
therapist as well as the family (an idea reintroduced later
as second-order cybernetics). He also made a valuable
distinction between “interactions” and “transactions.” Bil-
liard balls interact—they collide but remain essentially
unchanged. People transact—they come together in ways
that not only alter each other’s course but also bring about
internal changes.

R. D. Laing’s analysis of family dynamics was more
polemical than scholarly, but his observations helped popu-
larize the family’s role in psychopathology. Laing (1965)
borrowed Karl Marx’s concept of mystification (class
exploitation) and applied it to the “politics of families.”
Mpystification means distorting someone’s experience by
denying or relabeling it. An example of this is a parent
telling a child who’s feeling sad, “You must be tired” (Go
to bed and leave me alone).
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Mystification distorts feelings and, more ominously,
reality. When parents mystify a child’s experience, the
child’s existence becomes inauthentic. Because their feel-
ings aren’t accepted, these children project a false self. In
mild instances, this produces a lack of authenticity, but
when the real self/false self split is carried to extremes, the
result is madness (Laing, 1960).

FROM RESEARCH TO TREATMENT:
THE PIONEERS OF FAMILY THERAPY

‘We have seen how family therapy was anticipated by devel-
opments in hospital psychiatry, group dynamics, interper-
sonal psychiatry, the child guidance movement, marriage
counseling, and research on schizophrenia. But who actu-
ally started family therapy? Although there are rival claims
to this honor, the distinction should probably be shared
by John Elderkin Bell, Don Jackson, Nathan Ackerman,
and Murray Bowen. In addition to these founders of family
therapy, Jay Haley, Virginia Satir, Carl Whitaker, Lyman
Wynne, Ivan Boszormenyi-Nagy, and Salvador Minuchin
were also significant pioneers.

John Bell

John Elderkin Bell, a psychologist at Clark University in
Worcester, Massachusetts, who began treating families in
1951, occupies a unique position in the history of fam-
ily therapy. He may have been the first family therapist,
but he is mentioned only tangentially in two of the most
important historical accounts of the movement (Guerin,
1976; Kaslow, 1980). The reason for this is that although
he began seeing families in the 1950s, he didn’t publish
his ideas until a decade later. Moreover, unlike the other
parents of family therapy, he had few offspring. He didn’t
establish a clinic, develop a training program, or train well-
known students.

Bell’s approach (Bell, 1961, 1962) was taken directly
from group therapy. Family group therapy relied primarily
on stimulating open discussion to help families solve their
problems.

Bell believed that family groups go through predict-
able phases, as do groups of strangers. In his early work
(Bell, 1961), he carefully structured treatment in a series of
stages. First was a child-centered phase, in which children
were encouraged to express their wishes and concerns. In
the parent-centered stage, parents typically complained
about their children’s behavior. During this phase, Bell was
careful to soften the harshest parental criticisms in order to
focus on problem solving. In the final, or family-centered,
stage, the therapist equalized support for the entire fam-
ily while they continued to improve their communication
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and work out solutions to their problems. The following
vignette illustrates Bell’s (1975) style of intervening:

After remaining silent for a few sessions, one
father came in with a great tirade against his son,
daughter, and wife. I noticed how each individual
in his own way, within a few minutes, was
withdrawing from the conference. Then I said,
“Now I think we should hear what Jim has to say
about this, and Nancy should have her say, and
perhaps we should also hear what your wife feels
about it.” (p. 136)

Three specialized applications of group methods to
family treatment were multiple family group therapy, mul-
tiple impact therapy, and network therapy.

Peter Laqueur developed multiple family group
therapy in 1950 at Creedmoor State Hospital in New
York (Laqueur, 1966, 1976). Multiple family group ther-
apy involved four to six families seen together for weekly
sessions of 90 minutes. Laqueur and his cotherapists con-
ducted family groups like traditional therapy groups with
the addition of encounter-group and psychodrama tech-
niques. Although multiple family therapy lost its most
creative force with Peter Laqueur’s untimely death, it is
still occasionally used in inpatient (McFarlane, 1982) and
outpatient (Gtitzer & Okum, 1983) hospital settings.

Robert MacGregor and his colleagues at the Univer-
sity of Texas Medical Branch in Galveston developed mul-
tiple impact therapy as a way to maximize their impact on
families who came from all over Texas (MacGregor, 1967,
1972). Team members met with various combinations of
family members and then assembled in a group to make
recommendations. Although multiple impact therapy is no
longer practiced, its intense but infrequent meetings prefig-
ured later developments in experiential therapy (Chapter 7)
and the Milan model (Chapter 5).

Network therapy was developed by Ross Speck
and Carolyn Attneave for assisting families in crisis by
assembling their entire social network—family, friends,
neighbors—in gatherings of as many as 50 people. Teams
of therapists were used, and the emphasis was on breaking
destructive patterns of relationship and mobilizing support
for new options (Ruevini, 1975; Speck & Attneave, 1973).

Palo Alto

The Bateson group stumbled onto family therapy more
or less by accident. Once they began to interview schizo-
phrenic families in 1954, hoping to decipher their strange
patterns of communication, project members found
themselves drawn into helping roles by the pain of these
unhappy people (Jackson & Weakland, 1961). Although

Jackson rejected the psycho-
dynamic concepts he'd been
taught and focused instead on
the dynamics of interchange
between individuals. Analysis
of communication was his pri-
mary instrument.

Courtesy of Don Jackson

Bateson was the scientific leader of the group, Don Jackson
and Jay Haley were most influential in developing family
treatment.

Jackson’s concept of family homeostasis—families
as units that resist change—was to become the defining met-
aphor of family therapy’s early years. In hindsight, we can
say that the focus on homeostasis overestimated the conser-
vative properties of families. At the time, however, the recog-
nition that families resist change was enormously productive
for understanding what keeps patients from improving.

In Schizophrenic Symptoms and Family Interac-
tion (Jackson & Weakland, 1959), Jackson illustrated how
patients’ symptoms preserve stability in their families. In
one case, a young woman diagnosed as catatonic schizo-
phrenic had as her most prominent symptom a profound
indecisiveness. When she did act decisively, her parents
fell apart. Her mother became helpless, and her father
became impotent. In one family meeting, her parents failed
to notice when the patient made a simple decision. Only
after listening to a taped replay of the session three times
did the parents finally hear their daughter’s statement. This
woman’s indecision was neither crazy nor senseless; rather,
it protected her parents from facing their own conflicts.
This is one of the earliest published examples of how even
psychotic symptoms can be meaningful in the family con-
text. This article also contains the shrewd observation that
children’s symptoms are often an exaggerated version of
their parents’ problems.

Another construct important to Jackson’s thinking
was the distinction between complementary and symmetri-
cal relationships. (Like so many of the seminal ideas of
family therapy, this one was first articulated by Bateson.)
Complementary relationships are those in which partners
are different in ways that fit together, like pieces of a jigsaw
puzzle: If one is logical, the other is emotional; if one is
weak, the other is strong. Symmetrical relationships are
based on similarity. Marriages between two people who
both have careers and share housekeeping chores are sym-
metrical. (Incidentally, if you actually find a couple who



shares responsibilities equally, you’ll know you’re not in
Kansas, Dorothy!)

Jackson’s (1965) family rules hypothesis was based
on the observation that within any committed unit (dyad,
triad, or larger group), there are redundant behavior pat-
terns. Rules (as students of philosophy learn when studying
determinism) can describe regularity rather than regulation.
A corollary of the rules hypothesis is that family members
use only a fraction of the full range of behavior available to
them. This seemingly innocent fact is what makes family
therapy so useful.

Jackson’s therapeutic strategies were based on the
premise that psychiatric problems resulted from the way
people behave with each other. In order to distinguish
functional interactions from those that were dysfunc-
tional (problem maintaining), he observed when problems
occurred and in what context, who was present, and how
people responded to the problem. Given the assumption
that symptoms are homeostatic mechanisms, Jackson
would wonder out loud how a family might be worse off
if the problem got solved. An individual might want to get
better, but the family may need someone to play the sick
role. Even positive change can be a threat to the defensive
order of things.

A father’s drinking, for example, might keep him
from making demands on his wife or disciplining his chil-
dren. Unfortunately, some family therapists jumped from
the observation that symptoms may serve a purpose to the
assumption that some families need a sick member, which,
in turn, led to a view of parents victimizing scapegoated
children. Despite the fancy language, this was part of the
time-honored tradition of blaming parents for the failings
of their children. If a six-year-old misbehaves around the
house, perhaps we should look to his parents. But a hus-
band’s drinking isn’t necessarily his wife’s fault; and it cer-
tainly wasn’t fair to imply that parents were responsible for
the schizophrenic symptoms of their children.

The great discovery of the Bateson group was that
there’s no such thing as a simple communication; every
message is qualified by a different message on another
level. In Strategies of Psychotherapy, Jay Haley (1963)
explored how covert messages are used in the struggle for
control that characterizes many relationships. Symptoms,
he argued, represent an incongruence between levels of
communication. The symptomatic individual does some-
thing, such as touching a doorknob six times before turning
it, while at the same time denying that she’s really doing
it. She can’t help it; it’s her illness. Meanwhile, the indi-
vidual’s symptoms—over which she has no control—have
consequences. An individual who has a compulsion of such
proportions can hardly be expected to hold down a job,
can she?
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Since symptomatic behavior wasn’t reasonable,
Haley didn’t try to reason with patients to help them.
Instead, therapy became a strategic game of cat and mouse.
Haley (1963) defined therapy as a directive form of treat-
ment and acknowledged his debt to Milton Erickson, with
whom he studied hypnosis. In what he called brief therapy,
Haley zeroed in on the context and possible function of a
patient’s symptoms. His first moves were designed to gain
control of the therapeutic relationship. Haley cited Erick-
son’s device of advising patients that in the first interview
there will be things they may be willing to say and other
things they’ll want to withhold, and that these, of course,
should be withheld. Here, of course, the therapist is direct-
ing patients to do precisely what they would do anyway and
thus subtly gaining the upper hand.

The decisive techniques in brief therapy were direc-
tives. As Haley put it, it isn’t enough to explain problems
to patients; what counts is getting them to do something
about them.

One of Haley’s patients was a freelance photographer
who compulsively made silly blunders that ruined every
picture. Eventually he became so preoccupied with avoid-
ing mistakes that he was too nervous to take pictures at all.
Haley instructed the man to go out and take three pictures,
making one deliberate error in each. The paradox here is
that you can’t accidentally make a mistake if you are doing
so deliberately.

In another case, Haley told an insomniac that if he
woke up in the middle of the night, he should get out of bed
and wax the kitchen floor. Instant cure! The cybernetic prin-
ciple here: People will do anything to get out of housework.

Another member of the Palo Alto group who played
a leading role in family therapy’s first decade was Virginia
Satir, one of the great charismatic healers. It is a sign of the
times in which family therapy was born that most of the
founders were men. Satir is a notable exception, a distinc-
tion that often earns her the title of being the mother of fam-
ily therapy. Known more for her clinical artistry than for
theoretical contributions, Satir’s impact was most vivid to
those lucky enough to see her in action. Like her confreres,
Satir was interested in communication, but she added an
emotional dimension that helped counterbalance what was
otherwise a relatively cool and calculated approach.

Satir saw troubled family members as trapped in nar-
row roles, such as victim, placator, defiant one, or rescuer,
that limited options and sapped self-esteem. Her concern
with freeing family members from the grip of such life-
constricting roles was consistent with her major focus,
which was always on the individual. Thus, Satir was a
humanizing force in the early days of family therapy, when
others were so enamored of the systems metaphor that they
neglected the emotional life of families.
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Satir was justly famous for her ability to turn nega-
tives into positives. In one case, cited by Lynn Hoffman
(1981), Satir interviewed the family of a local minister,
whose teenage son had gotten two of his classmates preg-
nant. On one side of the room sat the boy’s parents and
siblings. The boy sat in the opposite corner with his head
down. Satir introduced herself and said to the boy, “Well,
your father has told me a lot about the situation on the
phone, and I just want to say before we begin that we know
one thing for sure: We know you have good seed.” The
boy looked up in amazement as Satir turned to the boy’s
mother and asked brightly, “Could you start by telling us
your perception?”’

Murray Bowen

Like many of the founders of family therapy, Murray Bowen
was a psychiatrist who specialized in schizophrenia. Unlike
others, however, he emphasized theory, and to this day
Bowen’s theory is the most fertile system of ideas in family
therapy. Bowen began his clinical work at the Menninger
Clinic in 1946, where he studied mothers and their schizo-
phrenic children. His major interest at the time was mother—
child symbiosis, which led to his concept of differentiation
of self (autonomy and levelheadedness). From Menninger,
Bowen moved to the National Institute of Mental Health
(NIMH), where he developed a program to hospitalize
whole families with schizophrenic members. This project
expanded the focus on mother—child symbiosis to include
the role of fathers and led to the concept of triangles (divert-
ing conflict between two people by involving a third).

Beginning in 1955, when Bowen started bringing
family members together to discuss their problems, he
was struck by their emotional reactivity. Feelings over-
whelmed reason. Bowen felt families’ tendency to pull him
into the center of this undifferentiated family ego mass,
and he had to make a concerted effort to remain objective
(Bowen, 1961). The ability to remain neutral and focus on
the process, rather than content, of family discussions is
what distinguishes a therapist from a participant in a fam-
ily’s drama.

To control the level of emotion, Bowen encouraged
family members to talk to him, not to each other. He found
that it was easier for family members to avoid becoming
reactive when they spoke to the therapist instead of to each
other.

Bowen discovered that therapists weren’t immune to
being sucked into family conflicts. This awareness led to
his greatest insight: Whenever two people are struggling
with conflict they can’t resolve, there is an automatic ten-
dency to involve a third party. In fact, as Bowen came to
believe, a triangle is the smallest stable unit of relationship.

A husband who can’t stand his wife’s habitual late-
ness but is afraid to say so may start complaining to his
children. His complaining may let off steam, but the very
process of complaining to a third party makes him less
likely to address the problem at its source. We all complain
about other people from time to time, but what Bowen real-
ized was that this triangling process is destructive when it
becomes a regular feature of a relationship.

Another thing Bowen discovered about triangles is
that they spread out. In the following case, a family became
entangled in a whole labyrinth of triangles.

CASE EXAMPLE

One Sunday morning “Mrs. McNeil,” who was anxious to get
the family to church on time, yelled at her nine-year-old son
to hurry up. When he told her to “quit bitching,” she slapped
him. At that point her 14-year-old daughter, Megan, grabbed
her, and the two of them started wrestling. Then Megan ran
next door to her friend’s house. When the friend’s parents
noticed that she had a cut lip and Megan told them what had
happened, they called the police.

One thing led to another, and by the time the fam-
ily came to therapy, the following triangles were in place:
Mrs. McNeil, who'd been ordered out of the house by the
family court judge, was allied with her lawyer against the
judge; she also had an individual therapist who joined her
in thinking she was being harassed by the child-protective
workers. The nine-year-old was still mad at his mother, and his
father supported him in blaming her for flying off the handle.
Mr. McNeil, who was a recovering alcoholic, formed an alli-
ance with his sponsor, who felt that Mr. McNeil was on his
way to a breakdown unless his wife started being more sup-
portive. Meanwhile, Megan had formed a triangle with the
neighbors, who thought her parents shouldn’t be allowed to
have children. In short, everyone had an advocate—everyone,
that is, except the family unit.

In 1966 an emotional crisis in Bowen’s family led
to a personal voyage of discovery that turned out to be as
significant for Bowen’s theory as Freud’s self-analysis was
for psychoanalysis.

As an adult, Bowen, the oldest of five children from a
tightly knit rural family, kept his distance from his parents and
the rest of his extended family. Like many of us, he mistook
avoidance for emancipation. But as he later realized, unfin-
ished emotional business stays with us, making us vulnerable
to repeat conflicts we never worked out with our families.

Bowen’s most important achievement was detrian-
gling himself from his parents, who’d been accustomed
to complaining to him about each other. Most of us are



flattered to receive such confidences, but Bowen came
to recognize this triangulation for what it was. When his
mother complained about his father, he told his father:
“Your wife told me a story about you; I wonder why she
told me instead of you.” Naturally, his father mentioned
this to his mother, and naturally, she was not pleased.

Although his efforts generated the kind of emotional
upheaval that comes of breaking family rules, Bowen’s
maneuver was effective in keeping his parents from try-
ing to get him to take sides—and made it harder for them
to avoid discussing things between themselves. Repeating
what someone says to you about someone else is one way
to stop triangling in its tracks.

Through his efforts in his own family, Bowen dis-
covered that differentiation of self is best accomplished by
developing personal relationships with as many members
of the family as possible. If visiting is difficult, letters and
phone calls can help reestablish relationships, particularly
if they’re personal and intimate. Differentiating one’s self
from the family is completed when these relationships are
maintained without becoming emotionally reactive or tak-
ing part in triangles.

Nathan Ackerman

Nathan Ackerman was a child psychiatrist whose pioneer-
ing work with families remained faithful to his psychoana-
Iytic roots. Although his interest in intrapsychic conflict
may have seemed less innovative than the Palo Alto group’s
communications theory, he had a keen sense of the over-
all organization of families. Families, Ackerman said, may
give the appearance of unity, but underneath they are split
into competing factions. You may recognize this as similar
to the psychoanalytic model of individuals, who, despite
apparent unity of personality, are actually minds in con-
flict, driven by warring drives and defenses.

Ackerman joined the staff at the Menninger Clinic
and in 1937 became chief psychiatrist of the Child Guid-
ance Clinic. At first he followed the child guidance model
of having a psychiatrist treat the child and a social worker
see the mother. But by the mid-1940s, he began to experi-
ment with having the same therapist see both. Unlike
Bowlby, Ackerman did more than use these conjoint ses-
sions as a temporary expedient; instead, he began to see the
family as the basic unit of treatment.

In 1955 Ackerman organized the first session on fam-
ily diagnosis at a meeting of the American Orthopsychiatric
Association. At that meeting, Jackson, Bowen, Wynne, and
Ackerman learned about one another’s work and joined in a
sense of common purpose. Two years later Ackerman opened
the Family Mental Health Clinic of Jewish Family Services
in New York City and began teaching at Columbia University.
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In 1960 he founded the Family Institute, which was renamed
the Ackerman Institute following his death in 1971.

Although other family therapists downplayed the
psychology of individuals, Ackerman was as concerned
with what goes on inside people as with what goes on
between them. He never lost sight of feelings, hopes, and
desires. In fact, Ackerman’s model of the family was like
the psychoanalytic model of individuals writ large; instead
of conscious and unconscious issues, Ackerman talked
about how families confront some issues while avoiding
others, particularly those involving sex and aggression. He
saw his job as bringing family secrets into the open.

To encourage families to relax their emotional
restraint, Ackerman himself was unrestrained. He sided
first with one member of a family and later with another.
He didn’t think it was necessary—or possible—to always
be neutral; instead, he believed that balance was achieved in
the long run by moving back and forth, giving support now
to one, later to another family member. At times he was
unabashedly blunt. If he thought someone was lying, he
said so. To critics who suggested this directness might gen-
erate too much anxiety, Ackerman replied that people get
more reassurance from honesty than from false politeness.

Carl Whitaker

Even among the iconoclastic founders of family therapy,
Carl Whitaker stood out as the most irreverent. His view
of psychologically troubled people was that they were
alienated from feeling and frozen into devitalized routines
(Whitaker & Malone, 1953). Whitaker turned up the heat.
His Psychotherapy of the Absurd (Whitaker, 1975) was a
blend of warm support and emotional goading, designed
to loosen people up and help them get in touch with their
experience in a deeper, more personal way.

Given his inventive approach to individual therapy,
it wasn’t surprising that Whitaker became one of the first
to experiment with family treatment. In 1943 he and John
Warkentin, working in Oak Ridge, Tennessee, began to
include spouses and eventually children in treatment.
Whitaker also pioneered the use of cotherapy, in the belief
that a supportive partner helped free therapists to react
without fear of countertransference.

Whitaker never seemed to have an obvious strat-
egy, nor did he use predictable techniques, preferring, as
he said, to let his unconscious run the therapy (Whitaker,
1976). Although his work seemed totally spontaneous,
even outrageous at times, there was a consistent theme.
All of his interventions promoted flexibility. He didn’t so
much push families to change in a particular direction as he
challenged them to open up—to become more fully them-
selves and more fully together.
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In 1946 Whitaker became chairman of the depart-
ment of psychiatry at Emory University, where he con-
tinued to experiment with family treatment with a special
interest in schizophrenics and their families. During this
period Whitaker organized a series of forums that eventu-
ally led to the first major convention of the family therapy
movement. Beginning in 1946 Whitaker and his col-
leagues began twice-yearly conferences during which they
observed and discussed one another’s work with families.
The group found these sessions enormously helpful, and
mutual observation, using one-way mirrors, became one
of the hallmarks of family therapy.

Whitaker resigned from Emory in 1955 and entered
private practice, where he and his partners at the Atlanta
Psychiatric Clinic developed an experiential form of psy-
chotherapy using a number of provocative techniques in
the treatment of families, individuals, groups, and couples
(Whitaker, 1958).

During the late 1970s, Whitaker seemed to mellow
and added a greater understanding of family dynamics to
his shoot-from-the-hip interventions. In the process, the
former wild man of family therapy became one of its elder
statesmen. Whitaker’s death in April 1995 left the field
with a piece of its heart missing.

Ivan Boszormenyi-Nagy

Ivan Boszormenyi-Nagy, who came to family therapy
from psychoanalysis, was one of the seminal thinkers in
the movement. In 1957 he founded the Eastern Pennsylva-
nia Psychiatric Institute in Philadelphia, where he attracted
a host of highly talented colleagues. Among these were
James Framo, one of the few psychologists in the early
family therapy movement, and Geraldine Spark, a social
worker who collaborated with Boszormenyi-Nagy on Invis-
ible Loyalties (Boszormenyi-Nagy & Spark, 1973).

Boszormenyi-Nagy went from being an analyst,
prizing confidentiality, to a family therapist, dedicated to
openness. One of his most important contributions was to
add ethical accountability to the usual therapeutic goals
and techniques. According to Boszormenyi-Nagy, neither
pleasure nor expediency is a sufficient guide to human
behavior. Instead, he believed that family members have
to base their relationships on trust and loyalty and that they
must balance the ledger of entitlement and indebtedness.
He died in 2008.

Salvador Minuchin

When Minuchin first burst onto the scene, it was the drama
of his clinical interviews that captivated people. This com-
pelling man with the elegant Latin accent would seduce,
provoke, bully, or bewilder families into changing—as the

situation required. But even Minuchin’s legendary flair
didn’t have the same galvanizing impact as the elegant
simplicity of his structural model.

Minuchin began his career as a family therapist in
the early 1960s when he discovered two patterns common
to troubled families: Some are enmeshed—chaotic and
tightly interconnected; others are disengaged—isolated and
emotionally detached. Both lack clear lines of authority.
Enmeshed parents are too close to their children to exercise
leadership; disengaged parents are too distant to provide
effective support.

Family problems are tenacious and resistant to
change because they’re embedded in powerful but unseen
structures. Take, for example, a mother futilely remonstrat-
ing with a willful child. The mother can scold, punish, or
reward, but as long as she’s enmeshed (overly involved)
with the child, her efforts will lack force because she lacks
authority. Moreover, because the behavior of one family
member is always related to that of others, the mother will
have trouble stepping back as long as her husband remains
uninvolved.

Once a social system such as a family becomes struc-
tured, attempts to change the rules constitute what family
therapists call first-order change—change within a system
that itself remains invariant. For the mother in the previ-
ous example to start practicing stricter discipline would
be first-order change. The enmeshed mother is caught in
an illusion of alternatives. She can be strict or lenient; the
result is the same because she remains trapped in a triangle.
What’s needed is second-order change—a reorganization
of the system itself.

Minuchin worked out his ideas while struggling
with the problems of juvenile delinquency at the Wiltwyck
School for Boys in New York. Family therapy with urban
slum families was a new development, and publication of
his discoveries (Minuchin, Montalvo, Guerney, Rosman,
& Schumer, 1967) led to his becoming the director of the
Philadelphia Child Guidance Clinic in 1965. Minuchin
brought Braulio Montalvo and Bernice Rosman with him,
and they were joined in 1967 by Jay Haley. Together they
transformed a traditional child guidance clinic into one of
the great centers of the family therapy movement.

In 1981 Minuchin moved to New York and estab-
lished what is now known as the Minuchin Center for the
Family, where he taught family therapists from all over the
world. He also continued to turn out a steady stream of
the most influential books in the field. Minuchin’s (1974)
Families and Family Therapy is deservedly the most popu-
lar book in the history of family therapy, and his Family
Healing (Minuchin & Nichols, 1993) contains some of the
most moving descriptions of family therapy ever written.
Minuchin’s boundless energy continued throughout his life,



as he conducted trainings and presentations right up until
his death in 2017.

Other Early Centers of Family Therapy

In New York, Israel Zwerling and Marilyn Mendelsohn
organized the Family Studies Section at Albert Einstein
College of Medicine and Bronx State Hospital. Andrew
Ferber was named director in 1964, and later Philip Guerin,
a protégé of Murray Bowen’s, joined the section. Nathan
Ackerman served as a consultant, and the group assembled
an impressive array of family therapists with diverse orien-
tations. These included Chris Beels, Betty Carter, Monica
McGoldrick, Peggy Papp, and Thomas Fogarty. Philip
Guerin became director of training in 1970 and shortly
thereafter founded the Center for Family Learning in West-
chester, where he and Thomas Fogarty developed one of
the finest family therapy training programs in the nation.

As we mentioned previously, Robert MacGregor
and his colleagues in Galveston, Texas, developed mul-
tiple impact therapy (MacGregor, 1967). It was a case
of necessity being the mother of invention. MacGregor’s
clinic served a population scattered widely over southeast-
ern Texas, and many of his clients had to travel hundreds of
miles. Therefore, to have maximum impact in a short time,
MacGregor assembled a team of professionals who worked
intensively with the families for two full days. Although
few family therapists have used such marathon sessions,
the team approach continues to be one of the hallmarks
of the field.

In Boston, the two most significant early contribu-
tions to family therapy were both in the experiential wing
of the movement. Norman Paul developed an operational
mourning approach designed to resolve impacted grief, and
Fred and Bunny Duhl set up the Boston Family Institute,
where they developed integrative family therapy.

In Chicago, the Family Institute of Chicago and the
Institute for Juvenile Research were important centers of
the early scene in family therapy. At the Family Institute,
Charles and Jan Kramer developed a clinical training pro-
gram, which was later affiliated with Northwestern Univer-
sity Medical School. The Institute for Juvenile Research
also mounted a training program under the leadership of Irv
Borstein, with the consultation of Carl Whitaker.

The work of Nathan Epstein and his colleagues, first
formulated in the department of psychiatry at McMaster
University in Hamilton, Ontario, was a problem-centered
approach (Epstein, Bishop, & Baldarin, 1981). The McMaster
model goes step by step—elucidating the problem, gather-
ing data, considering alternatives for resolution, and assess-
ing the learning process—to help families understand their
own interactions and build on their newly acquired coping
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skills. Epstein later relocated to Brown University in
Rhode Island.

Important developments in family therapy also
occurred outside the United States: Robin Skynner (1976)
introduced psychodynamic family therapy at the Institute
of Family Therapy in London; British psychiatrist John
Howells (1971) developed a system of family diagnosis as
a necessary step for planning therapeutic intervention; and
West German Helm Stierlin (1972) integrated psychody-
namic and systemic ideas in treating troubled adolescents.
In Rome, Maurizio Andolfi worked with families early in
the 1970s and established a training clinic that continues
to accept clients and students today. In 1974 Andolfi also
founded the Italian Society for Family Therapy; in Milan,
Mara Selvini Palazzoli and her colleagues founded the
Institute for Family Studies in 1967.

Now that you’ve seen how family therapy emerged
in several different places at once, we hope you haven’t
lost sight of one thing: There is a tremendous satisfaction
in seeing how people’s behavior makes sense in the context
of their families. Meeting with a family for the first time is
like turning on a light in a dark room.

THE GOLDEN AGE OF FAMILY THERAPY

In their first decade, family therapists had all the bravado of
new kids on the block. “Look at this!” Haley and Jackson
and Bowen seemed to say when they discovered how the
whole family was implicated in the symptoms of individual
patients. While they were struggling for legitimacy, fam-
ily clinicians emphasized their common beliefs and down-
played their differences. Troubles, they agreed, came in
families. But if the watchword of the 1960s was “Look at
this”—emphasizing the leap of understanding made pos-
sible by seeing whole families together—the rallying cry
of the 1970s was “Look what I can do!” as the new kids
flexed their muscles and carved out their own turf.

The period from 1970 to 1985 saw the flowering of
the classic schools of family therapy as the pioneers estab-
lished training centers and worked out the implications of
their models. The leading approach to family therapy in the
1960s was the communications model developed in Palo
Alto. The book of the decade was Pragmatics of Human
Communication, the text that introduced the systemic ver-
sion of family therapy. The model of the 1980s was strate-
gic therapy, and the books of the decade described its three
most vital approaches: Change by Watzlawick, Weakland,
and Fisch;! Problem-Solving Therapy by Jay Haley; and

! Although actually published in 1974, this book and its sequel, The Tactics
of Change, were most widely read in the 1980s.
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Paradox and Counterparadox by Mara Selvini Palazzoli
and her Milan associates. The 1970s belonged to Salvador
Minuchin. His Families and Family Therapy and the simple
yet compelling model of structural family therapy it
described dominated the decade.

Structural theory seemed to offer just what fam-
ily therapists were looking for: a straightforward way of
describing family organization and a set of easy-to-follow
steps to treatment. In hindsight we might ask whether the
impressive power of Minuchin’s approach was a product of
the method or the man. (The answer is probably a little of
both.) But in the 1970s the widely shared belief that struc-
tural family therapy could be easily learned drew people
from all over the world to what was then the epicenter of
the family therapy movement: the Philadelphia Child Guid-
ance Clinic.

The strategic therapy that flourished in the 1980s
was centered in three unique and creative groups: the Men-
tal Research Institute’s (MRI) brief therapy group, includ-
ing John Weakland, Paul Watzlawick, and Richard Fisch;
Jay Haley and Cloe Madanes in Washington, DC; and Mara
Selvini Palazzoli and her colleagues in Milan. But the
leading influence on the decade of strategic therapy was
exerted by Milton Erickson, albeit from beyond the grave.

Erickson’s genius was much admired and much imi-
tated. Family therapists came to idolize Erickson the way
we as children idolized comic book superheroes. We’d
come home excited from the movies, get out our toy swords,
put on our magic capes—and presto! We were superheroes.
We were just kids and so we didn’t bother translating our
heroes’ mythic powers into our own terms. Unfortunately,
many of those starstruck by Erickson’s legendary therapeu-
tic tales did the same thing. Instead of grasping the prin-
ciples on which they were predicated, many therapists just
tried to imitate his “uncommon techniques.” To be any kind
of competent therapist, you must keep your psychologi-
cal distance from the supreme artists—the Minuchins, the
Milton Ericksons, the Michael Whites. Otherwise you end
up aping the magic of their styles rather than grasping the
substance of their ideas.

Part of what made Haley’s strategic directives so
attractive was that they were a wonderful way to gain con-
trol over people—for their own good—without the usual
frustration of trying to convince them to do the right thing.
(Most people know what’s good for them. The hard part is
getting them to do it.) So, for example, in the case of an
individual who has bulimia, a strategic directive might be
for the patient’s family to set out a mess of fried chicken,
French fries, cookies, and ice cream. Then, with the family
watching, the patient would mash up all the food with her
hands, symbolizing what goes on in her stomach. After the

food was reduced to a soggy mess, she would stuff it into
the toilet. Then when the toilet clogged, she would have to
ask the family member she resented most to unclog it. This
task would symbolize not only what the individual with
bulimia does to herself but also what she puts the family
through (Madanes, 1981).

What the strategic camp added to Erickson’s creative
approach to problem solving was a simple framework for
understanding how families got stuck in their problems.
According to the MRI model, problems develop from mis-
management of ordinary life difficulties. The original diffi-
culty becomes a problem when mishandling leads people to
get stuck in more-of-the-same solutions. It was a perverse
twist on the old adage, “If at first you don’t succeed, try,
try again.”

The Milan group built on the ideas pioneered at the
MRI, especially the use of the therapeutic double bind, or
what they referred to as counterparadox. Here’s an exam-
ple from Paradox and Counterparadox (Selvini Palazzoli,
Boscolo, Cecchin, & Prata, 1978). The authors describe
a counterparadoxical approach to a six-year-old boy and
his family. At the end of the session, young Bruno was
praised for acting crazy to protect his father. By occupying
his mother’s time with fights and tantrums, the boy gener-
ously allowed his father more time for work and relax-
ation. Bruno was encouraged to continue doing what he
was already doing, lest this comfortable arrangement be
disrupted.

The appeal of the strategic approach was pragma-
tism. Making use of the cybernetic metaphor, strategic
therapists zeroed in on how family systems were regulated
by negative feedback. They achieved results simply by dis-
rupting the interactions that maintained symptoms. What
eventually turned therapists off to these approaches was
their gamesmanship. Their interventions were transpar-
ently manipulative. The result was like watching a clumsy
magician—you could see him stacking the deck.

Meanwhile, as structural and strategic approaches
rose and fell in popularity, four other models of family
therapy flourished quietly. Though they never took center
stage, experiential, psychoanalytic, behavioral, and Bow-
enian models grew and prospered. Although these schools
never achieved the cachet of family therapy’s latest fads,
each of them produced solid clinical approaches, which
will be examined at length in subsequent chapters.

THE POSTMODERN REVOLUTION

Just as the field’s identity seemed to be coalescing in the
late 1980s, a new wave of thinking, postmodernism, dis-
rupted the status quo. Despite their differences, the original



family therapy models all had one thing in common: They
each assumed there were certain “truths” about families
and systems. Each model has embedded within it certain
assumptions about the good life: what families should
look like, how people should feel and act, and so forth.
Minuchin, for example, assumed that the hierarchical struc-
ture of a healthy family looked a certain way—parent(s)
in charge, establishing order and providing for the family,
while children remain subordinate, accommodating to fam-
ily rules. Bowen’s ideal family consisted of differentiated
individuals, each simultaneously free to pursue their own
growth and development while at the same time honoring
their commitments to support one another. The list goes on.
Even though the original models differed on what an ideal
family looked like (or at least emphasized different aspects
of the ideal), they all agreed that there was an ideal, and
those ideals were reflected in their model.

Assuming that there are certain truths about fam-
ily life reflected in family therapy models may seem rea-
sonable—unavoidable, even. But do we even know what
those truths are, and if so, do we agree on them? Is it safe
to assume that those truths apply to all families equally,
or do they privilege some and disadvantage others? Is it
even okay to say that there is a prescribed way families
should function? The postmodern movement was a time
of re-examining the most basic assumptions of the original
models and seeing how well they reflected the daily life of
all members of a diverse society. The fear was that since
most early family therapy model developers were upper-
middle-class White men working with similar populations
(Minuchin’s work with the poor in Philadelphia and Satir’s
distinctly feminine approach being two exceptions), their
approaches would reflect the values of their own culture
and therefore not transfer well to more diverse families.
Perhaps, postmodernists argued, family therapists should
get out of the business of telling families how they should
behave altogether.

Rather than defining health for families, postmodern-
ists argued that family therapists should allow families to
choose their own goals and then do whatever it takes to
help the families meet them. Postmodern models such as
narrative and solution-focused therapy were long on help-
ing clients identify and guide their own change and short
on telling them what that change should look like.

In the 1950s and 1960s, the breakthrough came in
realizing the extent to which family relationships were
implicated in developing and maintaining an individual’s
symptoms. The 1990s expanded this view to note that as
the individual was in a family, so the family was in society.
Just as children may reflect the dysfunction of the parents,
a family often reflects the dysfunctions of society. Blaming
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the family for mirroring societal dysfunction, then, made
no more sense than blaming the individual for family dys-
function. The African American child may develop inter-
nalized hatred when her or his intelligence is repeatedly
called into question in situations where the child’s White
peers get a pass. Is the internalized hatred the child’s fault?
A husband feels entitled to demand compliance from his
wife and children. Is that fair? And what price do families
pay for living by these rules? While these questions seem
obvious now, they were not always asked in the early days
of family therapy.

Postmodernism—the belief that truth is socially
constructed—gained momentum in family therapy in the
1990s. The field began to acknowledge that the thera-
peutic conversation needed to expand to include issues
not often discussed, such as race, gender, culture, and
sexuality. For family therapists to be successful, they need
to know how to confront these powerful societal forces.
Narrative family therapists such as Michael White called
attention to the effect that unquestioned cultural truths
had on the well-being of family members as well as the
way in which individuals, including therapists, unwit-
tingly perpetuated those beliefs with the stories they told.
Feminist family therapists such as Betty Carter, Peggy
Papp, Olga Silverstein, Marianne Walters, and Monica
McGoldrick called attention to the many ways in which
society shapes family life to privilege men and disenfran-
chise women, and challenged therapists to do something
about the inequity. Life was easier for those closer to the
cultural norm than it was for those on the fringes, and in
the late 1980s through the 1990s, the field started grap-
pling with that fact.

With any new revolution, there is a tendency to throw
the baby out with the bath water. While the zeitgeist of
the 1990s at times suggested that the classical and post-
modern approaches were inherently at odds (Combs &
Freedman, 1998; Minuchin, 1998), it wasn’t long before
the field began to integrate postmodern critiques into clas-
sical approaches, thus building on the strengths of both
(Knudson-Martin, 1994; Kurtines & Szapocznik, 1996).
Postmodernists began to acknowledge that it was impos-
sible to approach therapy with no agenda, and proponents
of classical models became better at following their cli-
ents’ lead and being mindful of society’s influence on the
families they served. Family therapy as a whole became
more socially conscious and inclusive. Both paradigms
still inform family therapy today and are often mingled
together, making the distinction between classical and
postmodern approaches somewhat arbitrary. We cover both
postmodern and classical approaches, as well as the debate
between the two, in subsequent chapters.
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Conclusion

For many years, therapists resisted the idea of seeing
patients’ families in order to safeguard the privacy of the
therapeutic relationship. Freudians excluded the real family
to uncover the unconscious, introjected family; Rogerians
kept the family away to provide unconditional positive
regard; and hospital psychiatrists discouraged family visits
lest they disrupt the benign milieu of the hospital.

Several converging developments in the 1950s led to
anew view—namely, that the family was an organic whole.
Although clinicians in hospitals and child guidance clin-
ics prepared the way for family therapy, the most impor-
tant breakthroughs were achieved in the 1950s by people
who were scientists first, healers second. In Palo Alto,
Gregory Bateson, Jay Haley, and Don Jackson discovered
that schizophrenia made sense in the context of pathologi-
cal family communication. Schizophrenics weren’t crazy
in some meaningless way; their behavior made sense in
their families. Murray Bowen’s observation of how moth-
ers and their schizophrenic offspring go through cycles of
closeness and distance was the forerunner of the pursuer—
distancer dynamic.

These observations launched the family therapy
movement, but the excitement they generated blurred the
distinction between what researchers observed and what
they concluded. What they observed was that the behavior
of schizophrenics fit with their families; what they con-
cluded was that the family was the cause of schizophrenia.
A second conclusion was even more influential. Family
dynamics—double binds, pseudomutuality, undifferenti-
ated family ego mass—began to be seen as products of a
system rather than features of individuals who share certain
qualities because they live together. Thus was born a new
creature, the family system.

Who was the first to practice family therapy? This
turns out to be a difficult question. As in every field, there
were visionaries who anticipated the development of fam-
ily therapy. Freud, for example, treated “Little Hans” by
working with his father as early as 1909. Such experiments
weren’t, however, sufficient to challenge the authority of
individual therapy until the climate of the times was recep-
tive. In the early 1950s, family therapy was begun inde-
pendently in four different places: by John Bell at Clark
University, Murray Bowen at NIMH, Nathan Ackerman in
New York, and Don Jackson and Jay Haley in Palo Alto.

These pioneers had distinctly different backgrounds.
Not surprisingly, the approaches they developed were also
quite different. This diversity still characterizes the field
today. In addition to those just mentioned, others who made

significant contributions to the founding of family therapy
were Virginia Satir, Carl Whitaker, Ivan Boszormenyi-
Nagy, and Salvador Minuchin.

What we’ve called family therapy’s golden age—
the flowering of the schools in the 1970s and 1980s—was
the high-water mark of our self-confidence. Armed with
Haley’s or Minuchin’s latest text, therapists set off with a
sense of mission. What drew them to activist approaches
was certainty and charisma. What soured them was hubris.
To some, structural family therapy—at least as they saw it
demonstrated at workshops—Ilooked like bullying. Others
saw the cleverness of the strategic approach as manipula-
tive. Families were described as stubborn; they couldn’t be
reasoned with. Therapists got tired of that way of thinking.

In the early years, family therapists were animated by
confidence and conviction. Today, in the wake of managed
care and biological psychiatry, we’re less sure of ourselves.

Although we may be less dogmatic, we are certainly
more effective (Sexton & Datachi, 2014). While the early
years were dominated by creative ideas (e.g., Haley, 1962),
the field today focuses more on effective interventions (e.g.,
Nichols & Tafuri, 2013). Much has been learned about
families and family systems. Methods have been refined
(Minuchin, Reiter, & Borda, 2014). Inclusion of diverse
family forms and lifestyles has expanded (McGoldrick,
Giordano, & Garcia-Preto, 2005; Walsh, 2015). What has
emerged is “a more participatory, more culturally and gen-
der sensitive, and more collaborative set of methods that
builds on a set of common factors with a stronger evidence
base” (Lebow, 2014, p. 368).

In subsequent chapters we’ll see how today’s fam-
ily therapists have managed to synthesize creative new
ideas with some of the best of the earlier models. But as
we explore each of the famous models in depth, we’ll also
see how some good ideas have been unwisely neglected.

All the complexity of the family therapy field should
not obscure its basic premise: The family is the context of
human problems. Like all human groups, the family has
emergent properties—the whole is greater than the sum of its
parts. Moreover, no matter how many and varied the expla-
nations of these emergent properties are, they all fall into
two categories: structure and process. The structure of fami-
lies includes triangles, subsystems, and boundaries. Among
the processes that describe family interaction—emotional
reactivity, dysfunctional communication, and so on—the
central concept is circularity. Rather than worrying about
who started what, family therapists treat human problems
as a series of moves and countermoves in repeating cycles.
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CHAPTER

The Fundamental Concepts of Family Therapy

A Whole New Way of Thinking about Human Behavior

Learning Outcomes

e Describe the main tenets of cybernetics.

e Describe the main tenets of systems theory.

e Describe the main tenets of social constructionism.

was regarded as the locus of psychological problems

and the target for treatment. If a mother called to
complain that her 15-year-old son was depressed, a clini-
cian would meet with the boy to find out what was wrong.
A Rogerian might look for low self-esteem, a Freudian for
repressed anger, and a behaviorist for a lack of reinforcing
activities. But all would assume that the forces shaping
the boy’s mood were located within him and that therapy,
therefore, required the presence of only the patient and a
therapist.

Family therapy changed all that. Today, if a mother
were to seek help for a depressed teenager, most thera-
pists would meet with the boy and his parents together. If
a 15-year-old is depressed, it’s not unreasonable to assume
that something might be going on in his family. Perhaps the
boy’s parents don’t get along and he’s worried they might
get divorced. Maybe he’s having a hard time living up to
the expectations created by a successful older sister.

Suppose you are the therapist. You meet with the boy
and his family and discover that he’s not worried about his
parents or jealous of his sister. In fact, everything “is fine”
at home. He’s just depressed. Now what?

That “now what” feeling is a common experience
when you start seeing families. Even when there is some-
thing obviously wrong—the boy is worried about his par-
ents, or everybody is shouting and no one is listening—it’s
often hard to know where to start. You could start by try-
ing to solve the family’s problems for them. But then you
wouldn’t be helping them deal with why they’re having
problems.

To address what’s making it hard for a family to cope
with their problems, you have to know where to look. For

Prior to the advent of family therapy, the individual
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e Describe the main tenets of attachment theory.

e Describe contemporary working concepts of family
therapy.

that, you need some way of understanding what makes
families tick. You need a theory.

When they first began to observe families discuss-
ing their problems, therapists could see immediately that
everyone was involved. In the clamor of noisy quarrels,
however, it’s hard to see beyond personalities—the sullen
adolescent, the controlling mother, the distant father—to
notice the patterns that connect them. Instead of concentrat-
ing on individuals and their personalities, family therapists
consider how problems may be, at least in part, a product
of the relationships surrounding them. How to understand
those relationships is the subject of this chapter.

CYBERNETICS

The first and perhaps most influential model of how fami-
lies operate was cybernetics, the study of feedback mecha-
nisms in self-regulating systems. What a family shares with
other cybernetic systems is a tendency to maintain stability
by using information about its performance.

At the core of cybernetics is the feedback loop, the
process by which a system gets the information necessary
to maintain a steady course. This feedback includes infor-
mation about the system’s performance and the relationship
among the system’s parts.

If you see behavior that persists over time, there is
likely something maintaining that behavior. That mecha-
nism operates through a feedback loop. A consistent behav-
ior pattern is the first hint of the existence of a feedback
loop. Feedback loops can be negative or positive. This dis-
tinction refers to the effect they have on homeostasis, not
whether they are beneficial. Negative feedback indicates
that a system is straying off the mark and that corrections



are needed to get it back on course. It signals the system to
restore the status quo. Thus, negative feedback is not such a
negative thing. Its error-correcting information gives order
and self-control to automatic machines, to the body and the
brain, and to people in their daily lives. Positive feedback
reinforces the direction a system is taking.

A familiar example of negative feedback occurs in a
home heating system. When the temperature drops below
a certain point, the thermostat triggers the furnace to heat
the house back to the preestablished range. It is this self-
correcting feedback loop that makes a system cybernetic,
and it is the system’s response to change as a signal to
restore its previous state that illustrates negative feedback.

Figure 2.1 shows the basic circularity involved in a
feedback loop. Each element has an effect on the next, until
the last element “feeds back™ the cumulative effect into
the first part of the cycle. Thus A affects B, which in turn
affects C, which feeds back to A, and so on.

In the example of a home heating system, A might be
the room temperature, B the thermostat, and C the furnace.
Figure 2.2 shows a similar cybernetic feedback loop for a
couple. In this case, Jan’s housecleaning efforts (output)
affect how much housework gets done, which subsequently
affects how much housecleaning Billie has to do, which
then feeds back (input) to how much housecleaning Jan
thinks still needs to be done, and so on.

The cybernetic system turned out to be a useful
metaphor for describing how families maintain stability
(Jackson, 1959). Sometimes stability is a good thing, as for
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FIGURE 2.1 Circular Causality of a Feedback Loop
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FIGURE 2.2 Feedback Loop in a Couple’s Housecleaning
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example, when a family continues to function as a cohesive
unit despite being threatened by conflict or stress. Some-
times, however, resisting change is not such a good thing,
as when a family fails to accommodate to the growth of one
of its members. More about this later.

Like negative feedback, positive feedback can have
desirable or undesirable consequences. If left unchecked,
the reinforcing effects of positive feedback tend to com-
pound a system’s errors, leading to a runaway process.
The hapless driver on an icy road who sends positive feed-
back to his automobile engine by accidentally stepping on
the accelerator can spin out of control. Similarly, malig-
nant worry, phobic avoidance, and other forms of neurotic
behavior may start out with a relatively trivial concern and
escalate into an out-of-control process.

Consider, for example, that a panic attack may start
out as a relatively harmless instance of being out of breath,
but a panicky response to breathlessness may spiral into
a terrifying experience. Or, for a slightly more complex
example, take the workings of the federal government.
Presidents generally surround themselves with advisers
who share their viewpoint and who, because they are eager
to maintain access, tend to support whatever position the
president takes. This positive feedback can result in taking
a bad policy and running with it—like Lyndon Johnson’s
escalation of the Vietnam War. Fortunately, however, the
checks and balances provided by the legislative and judicial
branches usually provide negative feedback to keep admin-
istrations from going too far in unwise directions. To sur-
vive and adapt to the world around them, all communication
systems—including families—need a balance of negative
and positive feedback. As we will see, however, early family
therapists tended to overemphasize negative feedback and
resistance to change.

THE ORIGINS OF CYBERNETICS

Cybernetics was the brainchild of MIT mathematician Nor-
bert Wiener (1948), who developed what was to become
the first model of family dynamics in an unlikely setting. Dur-
ing World War Il, Wiener was asked to design a better way
to control the targeting of antiaircraft artillery (Conway &
Siegelman, 2005). The German bombers blackening the skies
over Europe flew at speeds over 300 miles per hour and at
altitudes as high as 30,000 feet. The flight of an artillery shell
to that height could take as long as 20 seconds, and firing
that shot accurately—nearly two miles downrange—was no
easy task. Wiener's solution was to incorporate a system of
internal feedback that enabled antiaircraft guns to regulate
their own operations. The signal used to control the artillery
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Norbert Wiener developed cybernetics at MIT.

was a self-regulating servomechanism—the technical term for
the first automated machines.

To capture the essence of the new science of control
by feedback, Wiener chose the name cybernetics, from the
Greek for “steersman.” He distinguished two modes of infor-
mation, discrete or continuous—digital or analog—and their
diverse applications in communication, electronic comput-
ing, and automatic control systems. Moreover, he pointed
out that the new technical methods of control by informa-
tion feedback were, in essence, the same universal processes
that nature long ago selected as its basic operating system
for all living things (Wiener, 1948). He even suggested that
cybernetic theory could be used to explain mental illnesses as
self-reinforcing patterns of behavior—as the brain gets stuck
in a biochemical rut.

Gregory Bateson learned about cybernetics from
Wiener in 1942 at a series of interdisciplinary meetings called
the Macy conferences (Heims, 1991). The dialogues between
these two seminal thinkers were to have a profound impact
on Bateson’s application of systems theory to family therapy.

Because cybernetics emerged from the study of
machines, where positive feedback loops led to destruc-
tive runaways, causing the machinery to break down, the
emphasis was on negative feedback and the maintenance
of homeostasis. A system’s environment would change—
the temperature would go up or down—and this change
would trigger negative feedback mechanisms to bring the
system back to homeostasis—the heat would go on or off.
Negative feedback loops control everything from endo-
crine systems to ecosystems. Animal species are balanced
by starvation and predators when they overpopulate and by
increases in birth rates when their numbers are depleted.
Blood sugar levels are balanced by increases in insulin out-
put when they get too high and increases in appetite when
they get too low.

As applied to families, cybernetics focused attention
on: (1) family rules, which govern the range of behavior
a family system can tolerate (the family’s homeostatic
range); (2) negative feedback mechanisms that families
use to enforce those rules (guilt, punishment, symptoms);
(3) sequences of interaction around a problem that char-
acterize a system’s reaction to it (feedback loops); and
(4) what happens when a system’s accustomed negative
feedback is ineffective, triggering positive feedback loops.

Examples of positive feedback loops are vicious
cycles, in which the actions taken only make things worse.
A self-fulfilling prophecy is one such positive feedback
loop; one’s apprehensions lead to actions that precipitate
the feared situation, which in turn justifies one’s fears,
and so on. Another example of positive feedback is the
bandwagon effect—the tendency of a cause to gain sup-
port simply because of its growing number of adherents.
You can probably think of some fads and more than a few
pop music groups that owe much of their popularity to the
bandwagon effect.

As an example of a self-fulfilling prophecy, consider
a young therapist who expects men to be uninvolved in
family life. She believes that fathers should play an active
role in the lives of their children, but her own experience
has taught her not to expect much. Suppose she’s trying to
arrange for a family consultation, and the mother says that
her husband won’t be able to attend. How is our hypotheti-
cal therapist likely to respond? She might accept the moth-
er’s statement at face value and thus collude to ensure what
she expected. Alternatively, she might challenge the moth-
er’s statement aggressively, thereby displacing her attitude
toward men into her relationship with the mother—or push
the mother into an oppositional stance with her husband.

Negative political campaigning is a perverse example
of positive feedback escalation. One candidate smears the
other, so the other smears back, and so forth, until the vot-
ers have no idea whether the candidates have any construc-
tive ideas. The same kind of escalation leads to increasingly
intrusive advertising, increasingly loud conversation at par-
ties, longer and longer limousines, bawdier rock bands, and
more and more outrageous television reality shows.

One way out of an escalating feedback loop is disar-
mament. Or one can simply refuse to compete. If one sib-
ling pushes the other, the second sibling can simply refuse
to push back—thereby stopping the process of escalation
in its tracks. (But don’t hold your breath.)

To shift to a family example: In a family with a low
threshold for the expression of anger, Marcus, the adoles-
cent son, blows up at his parents over their insistence that
he not stay out past midnight. Mother is shocked by his
outburst and begins to cry. Father responds by ground-
ing Marcus for a month. Rather than reducing Marcus’s



deviation—bringing his anger back within homeostatic
limits—this feedback produces the opposite effect:
Marcus explodes and challenges their authority. The
parents respond with more crying and punishing, which
further increases Marcus’s anger, and so on. In this way,
the intended negative feedback (crying and punishing)
becomes positive feedback. It amplifies rather than dimin-
ishes Marcus’s anger. The family is caught in a positive-
feedback runaway, otherwise known as a vicious cycle,
which escalates until Marcus runs away from home.

Later, cyberneticians like Walter Buckley and Ross
Ashby recognized that positive feedback loops aren’t
always bad; if they don’t get out of hand, they can help
systems adjust to changed circumstances. Marcus’s fam-
ily might need to recalibrate their rules to accommodate
an adolescent’s increased assertiveness. The crisis that this
positive feedback loop produced could lead to a reexamina-
tion of the family’s rules—if the family could step out of
the loop long enough to get some perspective. In so doing
they would be metacommunicating, communicating about
their ways of communicating, a process that can lead to a
change in a system’s rules (Bateson, 1956).

Family cyberneticians focused on the feedback loops
within families, otherwise known as patterns of communi-
cation, as the fundamental source of family dysfunction.
Hence the family theorists most influenced by cybernet-
ics came to be known as the communications school (see
Chapter 5). Faulty communication results in inaccurate
feedback, so the system cannot self-correct (evaluate and
change its rules) and consequently overreacts or underre-
acts to change.

SYSTEMS THEORY

Experience teaches that what shows up as one individual’s
behavior may be a product of relationship. The same indi-
vidual may be submissive in one relationship, dominant in
another. Like so many qualities we attribute to individuals,
submissiveness is only half of a two-part equation. Fam-
ily therapists use a host of concepts to describe how two
people in a relationship contribute to what goes on between
them, including pursuer—distancer, overfunctioning—
underfunctioning, and control-and-rebel cycles. The
advantage of such concepts is that either party can change
his or her part in the pattern. But while it’s relatively easy
to discover themes in two-person relationships, it’s more
difficult to see patterns of interaction in larger groups
like families. That’s why family therapists found systems
theory so useful.

Systems theory had its origins in the 1940s, when
theoreticians began to construct models of the structure
and functioning of mechanical and biological units. What
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these theorists discovered was that things as diverse as jet
engines, amoebas, and the human brain share the attributes
of a system—that is, an organized assemblage of parts
forming a complex whole.

According to systems theory, the essential properties
of a system arise from the relationship among its parts.
These properties are lost when a system is reduced to iso-
lated elements. The whole is greater than the sum of its
parts. Thus, from a systems perspective, it would make
little sense to try to understand a child’s behavior by inter-
viewing him or her without the rest of the child’s family.

Although some therapists use terms like systemic and
systems theory to mean little more than considering fami-
lies as units, systems actually have a number of specific and
interesting properties. To begin with, the shift from looking
at individuals to considering the family as a system means
shifting the focus to patterns of relationship.

Let’s take a simple example. If a father scolds his
son, his wife tells him not to be so harsh, and the boy con-
tinues to misbehave, a systemic analysis would concentrate
on this sequence. For it is sequences of interaction that
reveal how systems function. In order to focus on inputs
and outputs, a systems analysis avoids asking why indi-
viduals do what they do.

The most radical expression of this systemic per-
spective was the “black box™ metaphor: “The impossibility
of seeing the mind ‘at work’ has in recent years led to the
adoption of the Black Box concept from telecommunica-
tion . . . applied to the fact that electronic hardware is by
now so complex that it is sometimes more expedient to dis-
regard the internal structure of a device and concentrate on
the study of its specific input—output relations” (Watzlawick,
Beavin, & Jackson, 1967, p. 43). Viewing people as black
boxes may seem like the ultimate expression of mechanistic
thinking, but this metaphor had the advantage of simplifying
the field of study by eliminating speculation about the inner
workings of the mind in order to concentrate on their input
and output—that is, communication and behavior.

Among the features of systems seized on by early
family therapists, few were more influential than homeo-
stasis, the self-regulation that keeps systems stable. Don
Jackson’s notion of family homeostasis emphasized that
dysfunctional families’ tendency to resist change went a
long way toward explaining why, despite heroic efforts to
improve, so many patients remain stuck (Jackson, 1959).
Today we look back on this emphasis on homeostasis as
exaggerating the conservative properties of families.

Thus, although many of the cybernetic concepts
used to describe machines could be extended by analogy
to human systems like the family, living systems, it turns
out, cannot be adequately described by the same principles
as mechanical systems.
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General Systems Theory

In the 1940s, an Austrian biologist, Ludwig von Bertalanffy,
attempted to combine concepts from systems thinking and
biology into a universal theory of living systems—from the
human mind to the global ecosphere. Starting with investi-
gations of the endocrine system, he began extrapolating to
more complex social systems and developed a model that
came to be called general systems theory.

Mark Davidson (1983), in his fascinating biography
Uncommon Sense, summarized Bertalanffy’s definition of
a system as “any entity maintained by the mutual interac-
tion of its parts, from atom to cosmos, and including such
mundane examples as telephone, postal, and rapid transit
systems. A Bertalanffian system can be physical like a tele-
vision set, biological like a cocker spaniel, psychological
like a personality, sociological like a labor union, or sym-
bolic like a set of laws. . . . A system can be composed of
smaller systems and can also be part of a larger system, just
as a state or province is composed of smaller jurisdictions
and also is part of a nation” (p. 26).

The last point is important. Every system is a subsys-
tem of larger systems. But family therapists tended to forget
this spreading network of influence. They treated the family
as a system while largely ignoring the larger systems of com-
munity, culture, and politics in which families are embedded.

Bertalanffy used the metaphor of an organism for
social groups, but an organism was an open system, con-
tinuously interacting with its environment. Open systems,
as opposed to closed systems (e.g., machines), sustain them-
selves by exchanging resources with their environment—
for example, taking in oxygen and expelling carbon dioxide.

Living organisms are active and creative. They work
to sustain their organization, but they aren’t motivated
solely to preserve the status quo. In an open system, feed-
back mechanisms process information from the environ-
ment, which helps it adjust. For example, the cooling of the
blood from a drop in environmental temperature stimulates
centers in the brain to activate heat-producing mechanisms
so that temperature is maintained at a steady level. Family
therapists picked up on the concept of homeostasis, but
according to Bertalanffy, an overemphasis on this conser-
vative aspect of the organism reduced it to the level of a
machine: “If [this] principle of homeostatic maintenance
is taken as a rule of behavior, the so-called well-adjusted
individual will be [defined as] a well-oiled robot” (quoted
in Davidson, 1983, p. 104).

Unlike mechanical systems, which strive only to
maintain a fixed structure, family systems also change
when necessary to adapt to new circumstances. Walter
Buckley (1968) coined the term morphogenesis to describe
this plastic quality of adaptive systems.

To summarize, Bertalanffy brought up many of the
issues that have shaped family therapy:

* A system as more than the sum of its parts

e Emphasis on interaction within and among systems
versus reductionism

e Human systems as ecological organisms versus
mechanism

* Concept of equifinality
* Homeostatic reactivity versus spontaneous activity

SOCIAL CONSTRUCTIONISM

Systems theory taught us to see how people’s lives are
shaped by their interactions with those around them. But in
focusing on behavior, systems theory left something out—
actually, two things: how family members’ beliefs affect
their actions, and how cultural forces shape those beliefs.

Constructivism

Constructivism captured the imagination of family thera-
pists in the 1980s, when studies of brain function showed
that we can never really know the world as it exists out
there; all we can know is our subjective experience of it.
Research on neural nets (von Foerster, 1981) and the vision
of frogs (Maturana & Varela, 1980) indicated that the brain
doesn’t process images literally, like a camera, but rather
registers experience in patterns organized by the nervous
system.! Nothing is perceived directly. Everything is fil-
tered through the mind of the observer.

When this new perspective on knowing was reported
to the family field by Paul Watzlawick (1984), the effect
was a wake-up call—alerting us to the importance of cog-
nition in family life.

Constructivism is the modern expression of a philo-
sophical tradition that goes back as far as the eighteenth
century. Immanuel Kant (1724-1804) regarded knowledge
as a product of the way our imaginations are organized.
The outside world doesn’t simply impress itself onto the
tabula rasa (blank slate) of our minds, as British Empiricist
John Locke (1632—1704) believed. In fact, as Kant argued,
our minds are anything but blank. They are active filters
through which we process and interpret the world.

Constructivism found its way into psychotherapy
in the personal construct theory of George Kelly (1955).
According to Kelly, we make sense of the world by creating
our own constructs of the environment. We interpret and

'The eyes of the frog, for example, don’t register much but lateral
movement—which may be all you really need to know if your main inter-
est in life is catching flies with your tongue.



organize events, and we make predictions that guide our
actions on the basis of these constructs. You might com-
pare this to seeing the world through a pair of eyeglasses.
Because we may need to adjust constructs, therapy became
a matter of revising old constructs and developing new
ones—trying on different lenses to see which ones enable
us to navigate the world in more satisfying ways.

The first application of constructivism in family ther-
apy was the technique of reframing—relabeling behavior
to shift how family members respond to it. Clients react
very differently to a child seen as “hyperactive” than to
one perceived as “misbehaving.” Likewise, the dispirited
parents of a rebellious 10-year-old will feel better about
themselves if they become convinced that, rather than
being “ineffective disciplinarians,” they have an “opposi-
tional child.” The first diagnosis suggests that the parents
should get tough but also that they probably won’t suc-
ceed. The second suggests that coping with a difficult child
requires strategizing. The point isn’t that one description is
more valid than the other, but rather that if whatever label
a family applies to its problems leads to ineffective coping
strategies, then perhaps a new label will alter their view-
point and lead to a more effective response.

When constructivism took hold of family therapy
in the 1980s, it triggered a fundamental shift in emphasis.
Systems metaphors focused on behavior; constructivism
shifted the focus to the assumptions people have about their
problems. The goal of therapy changed from interrupting
problematic patterns of interaction to helping clients find
new perspectives on their lives.

Constructivism teaches us to look beyond behavior
to the ways we interpret our experience. In a world where
all truth is relative, the perspective of the therapist has no
more claim to objectivity than that of the clients. Thus
constructivism undermined the status of the therapist as
an impartial authority with privileged knowledge of cause
and cure. It’s probably well to remember that even our most
cherished metaphors of family life—system, enmeshment,
dirty games, triangles, and so on—are just that: metaphors.
They don’t exist in some objective reality; they are con-
structions, some more useful than others.

In emphasizing the idiosyncratic perspective of the
individual, constructivists were accused by some (e.g.,
Minuchin, 1991) of ignoring the social context. Once that
solipsistic streak was pointed out, leading constructivists
clarified their position: When they said that reality was con-
structed, they meant socially constructed.

The Social Construction of Reality

Social constructionism expanded constructivism much
as family therapy expanded individual psychology.
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Constructivism says that we relate to the world on the basis
of our own interpretations. Social constructionism points
out that those interpretations are shaped by our context.

If a 14-year-old consistently disobeys his parents, a
constructivist might point out that the boy may not think
they deserve his respect. In other words, the boy’s actions
aren’t simply a product of the parents’ disciplinary efforts
but also of the boy’s construction of their authority. A
social constructionist would add that an adolescent’s atti-
tudes about parental authority are shaped not only by what
goes on in the family but also by messages transmitted
from the culture at large.

At school or work, at lunch, in phone conversations,
at the movies, and from television, we absorb attitudes and
opinions that we carry into our families. Television, to pick
one very potent influence on the average 14-year-old, has
made today’s children more sophisticated and more cynical.
What communications scholar Joshua Meyrowitz (1985)
said more than 30 years ago in No Sense of Place is even
more true now: Today’s children are exposed to the “back
stage” of the adult world, to otherwise hidden doubts and
conflicts, foolishness and failures of adult types they see
on TV. This demystification undermines adolescent trust
in traditional authority structures. It’s hard to respect adult
wisdom when your image of a parent is Homer Simpson.

Both constructivism and social constructionism focus
on interpretation of experience as a mediator of behavior.
But while constructivists emphasized the subjective mind
of the individual, social constructionists place more empha-
sis on the intersubjective influence of language and cul-
ture (Lock & Strong, 2010). According to constructivism,
people have problems not merely because of the objective
conditions of their lives but also because of their interpreta-
tion of those conditions. What social constructionism adds
is a recognition of how such assumptions emerge in the
process of talking with other people.

Therapy then becomes a process of deconstruction—
freeing clients from the tyranny of entrenched beliefs.
How this plays out in practice is illustrated in two of the
most influential new versions of family therapy: solution-
focused therapy and narrative therapy.

Inherent in most forms of therapy is the idea that
before you can solve a problem, you must figure out
what’s wrong. This notion seems self-evident, but it’s a
construction—one way of looking at things. Solution-
focused therapy turns this assumption on its head, using a
totally different construction—namely, that the best way to
solve problems is to discover what people do when they’re
not having the problem.

Suppose a man complains that his wife never talks
to him. Instead of trying to figure out what’s wrong, a
solution-focused therapist might ask the man if he can
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remember exceptions to this complaint. Perhaps he and his
wife do have good conversations when they go for a walk
or out to dinner. In that case, the therapist might simply
suggest that they do more of that. We’ll see how solution-
focused therapy builds on the insights of constructivism in
Chapter 11.

Like their solution-focused colleagues, narrative
therapists create a shift in their clients’ experience by help-
ing them reexamine how they look at things. But whereas
solution-focused therapy shifts attention from current
failures to past successes in order to mobilize behavioral
solutions, narrative therapy’s aim is broader and more
attitudinal. The decisive technique in this approach—
externalization—involves the truly radical reconstruction
of defining problems not as properties of the individuals
who suffer them but as alien oppressors. Thus, for example,
while the parents of a boy who doesn’t keep up with his
homework might define him as lazy or a procrastinator,
a narrative therapist would talk instead about times when
“Procrastination” gets the better of him—and times when
“It” doesn’t.

Notice how the former construction—“The boy is
a procrastinator”—is relatively deterministic, while the
latter—“Procrastination sometimes gets the better of
him”—frees the boy from a negative identity and turns
therapy into a struggle for liberation. We’ll talk more about
narrative therapy in Chapter 12.

ATTACHMENT THEORY

As the field matured, family therapists showed a renewed
interest in the inner life of the individuals who make up
the family. Now, in addition to theories about the broad,
systemic influences on family members’ behavior, attach-
ment theory has emerged as a leading tool for describing
the deeper roots of close relationships.

Attachment theory has been especially fruitful
in couples therapy (e.g., Johnson, 2002), where it helps
explain how even healthy adults need to depend on each
other. In the early years of family therapy, couples treat-
ment was a therapy without a theory. With few exceptions,
therapists treated couples with models designed for fami-
lies (e.g., Bowen, 1978; Haley, 1976; Minuchin, 1974). The
exception was behaviorists, who implied that intimacy was
a product of reinforcement. Nobody talked much about love
or longing. Dependency might be acceptable for children,
but in adults, we were told, it was a sign of enmeshment.

In emotionally focused couples therapy, Susan
Johnson uses attachment theory to deconstruct the famil-
iar dynamic in which one partner criticizes and complains
while the other gets defensive and withdraws. What attach-
ment theory suggests is that the criticism and complaining

are protests against disruption of the attachment bond—in
other words, the nagging partner may be more insecure
than angry.

The notion that how couples deal with each other
reflects their attachment history can be traced to the pio-
neering studies of John Bowlby and Mary Ainsworth.
When Bowlby graduated from Cambridge in the 1940s, it
was assumed that infants became attached to their moth-
ers as a consequence of being fed. But Konrad Lorenz
(1935) showed that baby geese become attached to par-
ents who don’t feed them, and Harry Harlow (1958) found
that, under stress, infant monkeys prefer the cloth-covered
“mothers” that provided contact comfort to the wire-mesh
“mothers” that provided food. Human babies, too, become
attached to people who don’t feed them (Ainsworth, 1967).

In the 1940s and 1950s, a number of studies found
that young children who were separated from their mothers
go through a series of reactions that can be described as
protest, despair, and finally detachment (e.g., Burlingham
& Freud, 1944; Robertson, 1953). In attempting to under-
stand these reactions, Bowlby (1958) concluded that the
bond between infants and their parents was based on a bio-
logical drive for proximity that evolved through the process
of natural selection. When danger threatens, infants who
stay close to their parents are less likely to be killed by
predators. Bowlby called this bond “attachment.”

Attachment means seeking closeness in the face of
stress. Attachment can be seen in cuddling up to Mother’s
warm body and being cuddled in return, looking into her
eyes and being looked at fondly, and holding on to her and
being held. These experiences are profoundly comforting.

The child who has secure attachment experiences
will develop a sense of basic security and will not be sub-
ject to morbid fears of being helpless, abandoned, and alone
in the world. But the opposite is also true. Insecure attach-
ment poisons a child’s self-confidence. When threats arise,
infants in secure relationships are able to direct attach-
ment behavior (approaching, crying, reaching out) to their
caregivers and take comfort in their reassurance (Bowlby,
1988). Infants with secure attachments are confident in the
availability of their caregivers and, consequently, confident
in their interactions in the world.

If a child’s caregivers are generally unavailable or
unresponsive to the child’s needs, that child develops a
sense of shame around those needs; such children doubt
the validity of their needs and feel bad for having them.
They also come to believe that others cannot be depended
on. They develop an insecure attachment (Bowlby, 1988).
Insecure attachment generally falls into two categories:
anxious and avoidant.

Anxiously attached children tend to have overpro-
tective and intrusive parents. These children learn that the



validity of their needs must be approved by their caregivers.
As a result, over time, these children find it increasingly
difficult to identify what they truly feel. Anxiously attached
children cling to their caregivers; the message from the
caregivers’ intrusiveness is that the world is a dangerous
place—you need me to manage it (Ainsworth, 1967). As
an adult, anxiously attached individuals often suffer from
depression and anxiety as they habitually give in to oth-
ers’ demands and work hard to please people. When their
emotional security is threatened in adult romantic rela-
tionships, anxiously attached individuals will disregard
their own needs as they try to restore a comfortable level
of emotional closeness by frantically pulling their partner
closer out of fear of losing them (Bowlby, 1973). Fear of
abandonment—"terror” might be the better term in order
to convey how all-consuming it is—haunts some people
like nothing else.

Avoidantly attached children tend to have emo-
tionally unavailable parents. The child will make initial
attempts at seeking comfort from his or her caregiver,
but when it becomes apparent that the caregiver will not
respond, the child eventually gives up. A similar pattern
happens with exploring—the child may start to venture out
but often gives up when faced with challenges (Ainsworth,
1967). These children learn that others will not be respon-
sive to their needs, and in an attempt to avoid the pain of
rejection, they try to cut off or otherwise not feel those
unmet needs. When faced with insecurity in their intimate
attachment relationships, avoidantly attached adults will
often become distant and aloof in an effort to not need
their partners and therefore not feel hurt by their rejection
(Bowlby, 1973).

One of the things that distinguishes attachment theory
is that it has been extensively studied. What is clear is that
it is a stable and influential trait throughout childhood. The
type of attachment shown at 12 months predicts: (1) type of
attachment at 18 months (Main & Weston, 1981; Waters,
1978); (2) frustratability, persistence, cooperativeness, and
task enthusiasm at 18 months (Main, 1977; Matas, Arend,
& Sroufe, 1978); (3) social competence of preschoolers
(Lieberman, 1977; Waters, Wippman, & Sroufe, 1979);
and (4) self-esteem, empathy, and classroom deportment
(Sroufe, 1979). The quality of relationship at one year is
an excellent predictor of quality of relating up through five
years, with the advantage to the securely attached infant.

What is less clearly supported by research is the prop-
osition that styles of attachment in childhood are correlated
with attachment styles in adult relationships. Nevertheless,
the idea that romantic love can be conceptualized as an
attachment process (Hazan & Shaver, 1987) remains a com-
pelling if as yet unproven proposition. What the research
has established is that individuals who are anxious over
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relationships report more relationship conflict, suggesting
that some of this conflict is driven by basic insecurities over
love, loss, and abandonment. Those who are anxious about
their relationships often engage in coercive and distrust-
ing ways of dealing with conflict, which are likely to bring
about the very outcomes they fear most (Feeney, 1995).

Thus attachment theory offers a deeper understand-
ing of the dynamics of familiar interactional problems. For
example, a common pursue/withdraw pattern emerges
when an anxiously attached partner pursues closeness
while an avoidantly attached partner withdraws emotion-
ally. Even though the underlying motivation for each part-
ner is to establish emotional safety and closeness, their
attachment fears of rejection lead them to act in a way that
pushes their partner away, thus giving each of them less
of what they long for (Johnson, 2002). Their solution has
become the problem.

Being able to see behind an individual’s pursuing
or distancing behavior to the underlying desire for con-
nection and security can be one of a therapist’s most use-
ful insights. Interactions soften and shift when couples are
helped to see and express their anxious pursuing as a fear of
losing their partners or their avoidant withdrawal as a fear
of failure. A similar shift can occur between parents and
children as parents are helped to understand some of their
children’s disruptive behavior as stemming from the child’s
anxiety about the parents’ availability and responsiveness.

L 2K 2N 4
After reading this chronology of how theories in family
therapy have evolved, the reader may feel overwhelmed
by the number of paradigm shifts in the field. It may help
to point out a pattern in this apparent discontinuity. The
focus of therapy has expanded toward ever-wider levels
of context. This process started when therapists looked
beyond individuals to their families. Suddenly, unexplain-
able behavior began to make sense. Early family therapists
focused on behavioral interactions surrounding problems.
Next it was recognized that those interactions were mani-
festations of a family’s underlying structure, and structure
became the target of change. Then family structure was
seen to be a product of multigenerational processes that
were governed by belief systems, and therapists aimed their
interventions at those underlying beliefs. More recently it
dawned on therapists that these belief systems don’t arise in
a vacuum, hence the current interest in cultural influences.

Family therapists, naturalists on the human scene,
discovered how behavior is shaped by transactions we
don’t always see. Systems concepts—feedback, circularity,
and so on—helped make complex interactions predictable.
In keeping with our emphasis on how ideas are actually
applied in clinical practice, we will now consider the fun-
damental working concepts of family therapy.
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THE WORKING CONCEPTS OF FAMILY
THERAPY

Interpersonal Context

The fundamental premise of family therapy is that peo-
ple are products of their context. Because few people are
closer to us than our parents and partners, this notion can
be translated into saying that a person’s behavior is power-
fully influenced by interactions with other family mem-
bers. Thus the importance of context can be reduced to the
importance of family. It can, but it shouldn’t be.

Although the family is often the most relevant con-
text for understanding behavior, it isn’t always. A depressed
college student, for example, might be more unhappy about
what’s going on in the dormitory than about what’s hap-
pening at home.

The clinical significance of context is that attempts to
treat individuals by talking to them once a week may have
less influence than their interactions during the remaining
167 hours of the week. Or to put this positively, often the
most effective way to help people resolve their problems is to
meet with them together with important others in their lives.

COMPLEMENTARITY Complementarity refers to the reci-
procity that is the defining feature of every relationship.
In any relationship one person’s behavior is yoked to the
other’s. Remember the symbol for yin and yang, the mas-
culine and feminine forces in the universe (Figure 2.3)?

Notice how the two parts are complementary and
occupy one space. Relationships are like that. If one per-
son changes, the relationship changes. If Tony starts doing
more grocery shopping, Anne likely does less.

Family therapists should think of complementar-
ity whenever they hear one individual complaining about
another. Take, for example, a husband who says that his
wife nags. “She’s always complaining.” From the perspec-
tive of complementarity, a family therapist would assume
that the wife’s complaining is only half of a pattern of
mutual influence. When people are perceived as nagging,
it probably means that they haven’t received a fair hearing
for their concerns. Not being listened to by John makes

FIGURE 2.3 In a complementary relationship, each partner’s
stance complements the other, together forming a whole

Mary feel angry and unsupported. No wonder she comes
across as nagging. If instead of waiting for her to complain,
John starts asking her how she feels, Mary will feel like
he cares about her. Or at least she’s likely to feel that way.
Complementarity doesn’t mean that people in relationships
control each other; it means that they influence each other.

A therapist can help family members get past
blaming—and the powerlessness that goes with it—by
pointing out the complementarity of their actions. “The
more you nag, the more he ignores you. And the more you
ignore her, the more she nags.”

Circular Causality

Before the advent of family therapy, explanations of
psychopathology were based on linear models: medical,
psychodynamic, or behavioral. Etiology was conceived
in terms of prior events—disease, emotional conflict, or
learning history. With the concept of circularity, Bateson
helped change the way we think about psychopathology,
from something caused by events in the past to something
that is part of ongoing, circular feedback loops.

The notion of linear causality is based on the New-
tonian model in which the universe is like a billiard table
where the balls act unidirectionally on each other. Bateson
believed that while linear causality is useful for describing
the world of objects, it’s a poor model for the world of liv-
ing things because it neglects to account for communica-
tion and mutual influence.

To illustrate this difference, Bateson (1979) used the
example of a man kicking a stone. The effect of kicking a
stone can be predicted by measuring the force and angle of
the kick and the weight of the stone. If the man kicks a dog,
on the other hand, the effect would be less predictable. The
dog might respond in any number of ways—cringing, running
away, biting, or trying to play—depending on the tempera-
ment of the dog and how it interpreted the kick. In response
to the dog’s reaction, the man might modify his behavior, and
so on, so that the number of possible outcomes is unlimited.

The dog’s actions (e.g., biting) loop back and affect
the man’s next moves (e.g., taking the Lord’s name in
vain), which in turn affect the dog, and so on. The original
action prompts a circular sequence in which each subse-
quent action recursively affects the other. Linear cause and
effect is lost in a circle of mutual influence.

This idea of mutual or circular causality is enor-
mously useful for therapists because so many families
come in looking to find the cause of their problems and
determine who is responsible. Instead of joining the family
in a logical but unproductive search for who started what,
circular causality suggests that problems are sustained by
an ongoing series of actions and reactions.



Triangles

Most clients express their concerns in linear terms. It might
be a four-year-old who is “unmanageable” or perhaps an
ex-wife who “refuses to cooperate” about visitation rights.
Even though such complaints suggest that the problem
resides in a single individual, most therapists would think
to look for relationship issues. “Unmanageable” four-
year-olds often turn out to have parents who are ineffec-
tive disciplinarians, and ex-wives who are “unreasonable”
probably have their own sides of those stories. So a thera-
pist, certainly a family therapist, would probably want to
see the four-year-old together with her parents and to meet
with both the angry father and his ex-wife.

Let’s suppose that the therapist who meets with the
four-year-old and her parents sees that indeed the real prob-
lem is a lack of discipline. The mother complains that the girl
never does what she’s told, the father nods in agreement, and
the child runs around the room ignoring her mother’s requests
to sit still. Maybe the parents could use some advice about
setting limits. Perhaps. But experience teaches that a child
who misbehaves is often standing on one parent’s shoulders.
When children are disobedient, it usually means that their
parents are in conflict about the rules or how to enforce them.

Perhaps the father is a strict disciplinarian. If so, his
wife might feel that she needs to protect her daughter from
her husband’s harshness, and so she becomes more of a
friend and ally to her child than a parent-in-charge.

Some parents are so angry with each other that their
disagreements are plain to see. But many are less open.
Their conflicts are painful, so they keep them private.
Maybe they think that their relationship is none of the
therapist’s business, or perhaps the father has decided that
if his wife doesn’t like how he does things, “then she can
damn well do them herself!” The point is this: Relationship
problems often turn out to be triangular (Bowen, 1978),
even though it may not always be apparent.

A less obvious example of triangular complications
often occurs in the case of divorced parents who fight over
visitation rights. Most divorces generate enough hurt and
anger to make a certain amount of animosity inevitable.
Add to that a healthy dose of parental guilt (felt and pro-
jected), and you would seem to have a formula for argu-
ments about who gets the kids for holidays, whose turn
it is to buy new sneakers, and who was late picking them
up or dropping them off. Meeting with the embattled exes
is likely to do little to disconfirm the assumption that the
problem is between the two of them. Yet even two people
who are very angry at each other will eventually find a way
to work things out—unless third parties mix in.

What do you suppose happens when a divorced father
complains to his girlfriend about his ex’s “‘unreasonableness’?
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The same thing that usually happens when one person com-
plains about another. The girlfriend sympathizes with him
and, often as not, urges him to get tough with his ex. Mean-
while the mother is equally likely to have a friend encour-
aging her to become more aggressive. Thus, instead of two
people left to work things out between them, one or both of
them is egged on to escalate their conflict.

Do all relationship problems involve third parties?
No, but most do.

Process/Content

Focusing on the process of communication (how people
talk), rather than its content (what they talk about), may be
the single most productive shift a family therapist can make.
Imagine, for example, that a therapist encourages a moody
freshman to talk to her parents. Imagine further that the young
woman rarely expresses herself in words but rather in passive-
aggressive protest and that her parents are, in contrast, all too
good at putting their opinions into words. Suppose that the
young woman finally begins to express her feeling that col-
lege is a waste of time, and her parents counter with an argu-
ment about the importance of staying in school. A therapist
made anxious by the idea that the young woman might actu-
ally drop out of college who intervenes to support the content
of the parents’ position will miss an opportunity to support the
process whereby the young woman learns to put her feelings
into words rather than into self-destructive actions.

Families who come for treatment are usually focused
on content. A husband wants a divorce, a child refuses to go
to school, a wife is depressed. The family therapist talks with
the family about the content of their problems but thinks
about the process by which they try to resolve them. While
the family discusses what to do about the child’s refusal
to go to school, the therapist notices whether the parents
seem to be in charge and whether they support each other.
A therapist who tells the parents how to solve the problem
(by making the child go to school) is working with content,
not process. The child may start going to school, but the
parents won’t have improved their decision-making process.

Sometimes, of course, content is important. If a wife
is drinking to drown her worries or a husband is molesting
his stepdaughter, something needs to be done. But to the
extent that therapists focus exclusively on content, they're
unlikely to help families become better functioning systems.

Family Structure

Family interactions are predictable—some might say
stubborn—because they are embedded in powerful but
unseen structures. Dynamic patterns, like pursuer/distancer,
describe the process of interaction; structure defines the
organization within which those interactions take place.
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Initially, interactions shape structure; but once established,
structure shapes interactions.

Families, like other groups, have many options for
relating. Soon, however, interactions that were initially free
to vary become regular and predictable. Once these pat-
terns are established, family members use only a fraction
of the full range of alternatives available to them (Minuchin
& Nichols, 1993). Families are structured in subsystems—
determined by generation, gender, and function—which
are demarcated by interpersonal boundaries, invisible
barriers that regulate the amount of contact with others
(Minuchin, 1974).

Like the membranes of living cells, boundaries safe-
guard the integrity of the family and its subsystems. By
spending time alone together and excluding friends and fam-
ily from some of their activities, a couple establishes a bound-
ary that protects their relationship from intrusion. Later, if
they marry and have children, that boundary is preserved by
making time to be alone together without the children. If,
on the other hand, the couple includes their children in all
of their activities, the boundary separating the generations
wears thin and the couple’s relationship is sacrificed to par-
enting. Moreover, if their parents are involved in all of their
activities, children won’t develop autonomy or initiative.

Psychoanalytic theory also emphasizes the need for
interpersonal boundaries. Beginning with “the psychological
birth of the human infant” (Mahler, Pine, & Bergman, 1975),
psychoanalysts describe the progressive separation and indi-
viduation that culminates in the resolution of oedipal attach-
ments and eventually in leaving home. But this is a one-sided
emphasis on poorly defined boundaries. Psychoanalysts pay
insufficient attention to the problems of emotional isolation
stemming from rigid boundaries. This belief in separation as
the model and measure of maturity may be an example of male
psychology overgeneralized and unquestioned. The danger of
people losing themselves in relationships is no more real than
the danger of their isolating themselves from intimacy.

What family therapists discovered is that problems
result when boundaries are either too rigid or too diffuse.
Rigid boundaries permit little contact with outside sys-
tems, resulting in disengagement. Disengagement leaves
people independent but isolated; it fosters autonomy but
limits affection and nurture. Enmeshed subsystems have
diffuse boundaries: They offer access to support but at the
expense of independence. Enmeshed parents are loving and
attentive; however, their children tend to be dependent and
may have trouble relating to people outside their family.
Enmeshed parents respond too quickly to their children;
disengaged parents respond too slowly.

Another important point about boundaries is that they
are reciprocal. A mother’s enmeshment with her children
is related to the emotional distance between her and her

husband. The less she gets from her husband, the more she
needs from her children—and the more preoccupied she
is with her children, the less time she has for her husband.

It should not go unnoticed that these arrangements
are often gendered. This doesn’t make them any more right
or wrong. But it should make us cautious about blaming
mothers for cultural expectations that perpetuate their role
as primary caretakers of children (Luepnitz, 1988). A thera-
pist who recognizes the normative nature of the enmeshed-
mother/disengaged-father syndrome but puts the burden on
the mother to let go should ask himself why it doesn’t occur
to him to challenge the father to take hold.

Family Life Cycle

When we think of the life cycle, we tend to think of indi-
viduals moving through time, mastering the challenges
of one period, then moving on to the next. The cycle of
human life may be orderly, but it’s not a steady, continuous
process. We progress in stages with plateaus and develop-
mental hurdles that demand change. Periods of growth and
change are followed by periods of relative stability during
which changes are consolidated.

The idea of a family life cycle adds two things to our
understanding of individual development: First, families
must reorganize to accommodate to the growth of their mem-
bers; second, developments in any of the family’s generations
may have an impact on one or all of the family’s members.
When a son or daughter heads off to kindergarten or reaches
puberty, not only must the child learn to cope with a new set
of circumstances, but the whole family must readjust. More-
over, the developmental transitions that affect children aren’t
merely their own but their parents’ as well—in some cases,
even their grandparents’. The strain on a 14-year-old’s rela-
tionship with his parents may be due as much to his father’s
midlife crisis or his mother’s worrying about her own father’s
retirement as anything the boy himself is going through.

Changes in one generation complicate adjustments in
another. A middle-aged parent may become disenchanted
with his or her career and decide to become more involved
with the family just as his or her children are growing up
and pulling away. The parent’s wish to get closer may
frustrate their need to be on their own. Or to cite another
example becoming more and more familiar, just as a man
and woman begin to do more for themselves after launch-
ing their children, they may find the children back in the
house (after dropping out of school, being unable to afford
housing, or recovering from an early divorce) and therefore
be faced with an awkward version of second parenthood.

One property that families share with other complex
systems is that they don’t change in a smooth, gradual process
but rather in discontinuous leaps. Falling in love and political



revolutions are examples of such leaps. Having a baby is like
falling in love and undergoing a revolution at the same time.

Sociologists Evelyn Duvall and Reuben Hill applied a
developmental framework to families in the 1940s by divid-
ing family life into discrete stages with tasks to be performed
at each stage (Duvall, 1957; Hill & Rodgers, 1964). Fam-
ily therapists Betty Carter and Monica McGoldrick (1980,
1999) enriched this framework by adding a multigenera-
tional point of view, recognizing culturally diverse patterns
and considering stages of divorce and remarriage (Table 2.1).

It’s important to recognize that there is no universal
version of the family life cycle. Not only do families come
in a variety of forms—single-parent families, gay couples,
stepfamilies—but various religious, cultural, and ethnic
groups may have different norms for various stages. The real
value of the life-cycle concept isn’t so much defining what’s
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normal or expected at particular stages but recognizing that
families often develop problems at transitions in the life cycle.

Problems develop when a family encounters a
challenge—environmental or developmental—and is unable
to accommodate to the changed circumstances. Thus prob-
lems are usually assumed to be a sign not of a dysfunctional
family but simply of one that’s failed to readjust at one of life’s
turning points.

Family Narratives

The first family therapists looked beyond individu-
als to their relationships to explain how problems were
perpetuated. Actions, it turned out, were embedded in
interactions—and, of course, the most obvious interac-
tions are behavioral. Double binds, problem-maintaining

TABLE 2.1

Stages of the Family Life Cycle

Family Life-Cycle
Stage

Emotional Process of
Transition: Key Principles

Second-Order Changes in Family Status Required to Proceed
Developmentally

Leaving home: single
young adults

Accepting emotional and
financial responsibility for
self

a.

Differentiation of self in relation to family of origin

b. Development of intimate peer relationships

Establishment of self in respect to work and financial independence

The joining of families
through marriage: the

Commitment to new
system

Formation of marital system

b. Realignment of relationships with extended families and friends

new couple to include spouse
Families with young Accepting new members a. Adjusting marital system to make space for children
children into the system b. Joining in childrearing, financial and household tasks
c. Realignment of relationships with extended family to include
parenting and grandparenting roles
Families with Increasing flexibility a. Shifting of parent—child relationships to permit adolescent to
adolescents of family boundaries move into and out of system
to permit children’s b. Refocus on midlife marital and career issues
independence and Bedinning shift t 4 caring for old "
grandparents' frailties c. Beginning shift toward caring for older generation
Launching children Accepting a multitude of a. Renegotiation of marital system as a dyad
and moving on exits from and entries into |, pevelopment of adult-to-adult relationships
the family system . . . . : .
¢. Realignment of relationships to include in-laws and grandchildren
d. Dealing with disabilities and death of parents (grandparents)
Families in later life Accepting the shifting a. Maintaining own and/or couple functioning and interests in face
generational roles of physiological decline: exploration of new familial and social
role options
b. Support for more central role of middle generation
¢. Making room in the system for the wisdom and experience of
older adults, supporting the older generation without overfunc-
tioning for them
d. Dealing with loss of spouse, siblings, and other peers, and prep-

aration for death
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sequences, aversive control, triangles—these concepts all
focused on behavior. But in addition to being actors in one
another’s lives, family members are also storytellers.

By reconstructing the events of their lives in coherent
narratives, family members are able to make sense of their
experience (White & Epston, 1990). Thus, it is not only actions
and interactions that shape a family’s life but also the stories
they construct. The parents of a two-year-old who tell them-
selves that she’s “defiant” will respond very differently than
parents who tell themselves that their little one is “spunky.”

Family narratives organize and make sense of experi-
ence. They emphasize certain events that reinforce the plot
line and filter out events that don’t fit. The parents who see
their two-year-old as defiant are more likely to remember
times she said no than times she said yes.

Interest in family narrative has become identified with
one particular school, Michael White’s narrative therapy,
which emphasizes the fact that families with problems come
to therapy with defeatist narratives that tend to keep them
from acting effectively. But a sensitivity to the importance
of personal narrative is a useful part of any therapist’s work.
However much a therapist may be interested in the process
of interaction or the structure of family relationships, she or
he must also learn to respect the influence of how family
members experience events—including the therapist’s input.

Gender

When family therapists first applied the systems metaphor—
an organization of parts plus the way they function together—
they paid more attention to the organization than to the
parts. Families were understood in terms of abstractions like
boundaries, triangles, and parental subsystems, while family
members were sometimes treated as cogs in a machine. The
parts of a family system never cease being individual human
beings, but the preoccupation with the way families were
organized tended to obscure the personhood of the individu-
als who made up the family, including their psychodynam-
ics, psychopathology, personal responsibility—and gender.
Common sense tells us that gender is a fact of life
(though no one should underestimate social scientists’ abil-
ity to transcend common sense). As long as society expects
the primary parenting to be done by mothers, girls will shape
their identities in relation to someone they expect to be like,
while boys will respond to their difference as a motive for
separating from their mothers. The result is what Nancy
Chodorow (1978) called “the reproduction of mothering.”
Traditionally, women have been raised to have more
permeable psychological boundaries, to develop their iden-
tities in terms of connection, to cultivate their capacity for
empathy, and to be at greater risk for losing themselves
in relationships. Men, on the other hand, tend to emerge
with more rigid psychological boundaries and disown their

dependency needs, fear being engulfed, and often have
greater difficulty empathizing with others. We all know
men who are nurturing and women who are not, but these
are exceptions that prove the rule.

Awareness of gender and gender inequity has long
since penetrated not only family therapy but also our entire
culture. Translating this awareness into concrete clinical
practice, however, is complicated.

There is room for disagreement between those who
strive to maintain clinical neutrality and those who believe
that failing to raise gender issues in treatment—money,
power, child care, fairness, and so on—runs the risk of rein-
forcing traditional roles and social arrangements (Walters,
Carter, Papp, & Silverstein, 1988). However, it is not possi-
ble to be a fair and effective therapist without being sensitive
to how gender issues pervade the life of the family. A thera-
pist who ignores gender may inadvertently show less inter-
est in a woman’s career, assume that a child’s problems are
primarily the mother’s responsibility, have a double standard
for extramarital affairs, and expect—or at least tolerate—a
father’s nonparticipation in the family’s treatment.

If patriarchy begins at home, a gender-sensitive
therapist must recognize the enduring significance of early
experience and of unconscious fantasies. How children
respond to their parents has significance both for how they
get along and for the men and women they will become.
When a girl speaks derisively about her “bitchy” mother,
she may inadvertently be disparaging the female in herself.
In addition to identification with the same-sex parent, the
child’s relationship with the other parent is part of what
programs future experience with the opposite sex.

A gender-sensitive therapist must also avoid potential
inequities in some of the basic assumptions of family ther-
apy. The notion of circular causality, for example, which
points to mutually reinforcing patterns of behavior, when
applied to problems such as physical or emotional abuse,
incest, or alcoholism, tends to bypass questions of respon-
sibility and makes it hard to consider influences external
to the interaction, such as cultural beliefs about appropriate
gender behavior. The concept of neutrality suggests that
all parts of a system contribute equally to its problems and
thus obscures differences in power and influence. The same
is true of complementarity, which suggests that in tradi-
tional relationships between men and women, the roles are
equal though different. Reconciling these contradictions is
not always easy, but ignoring them isn’t the answer.

Culture

Among the influences shaping family behavior few are
more powerful than the cultural context. A family from
Puerto Rico, for example, may have very different expec-
tations of loyalty and obligation from their adult children
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than, say, a White middle-class family from Minnesota.
One reason for therapists to be sensitive to cultural diver-
sity is to avoid imposing majority values and assumptions
on minority groups. There are a host of excellent books
and articles designed to familiarize therapists with families
from a variety of backgrounds, including African Ameri-
can (Boyd-Franklin, 1989), Latino (Falicov, 1998), Haitian
(Bibb & Casimir, 1996), Asian American (Lee, 1996), and
urban poverty (Minuchin, Colapinto, & Minuchin, 2007),
to mention just a few. These texts serve as guides for thera-
pists who are about to venture into relatively unknown ter-
ritory. However, the best way to develop an understanding
of people from other cultures is to spend time with them.
Although they are sometimes used interchangeably,
there is a difference between culture and ethnicity. Culture
refers to common patterns of behavior and experience derived
from the settings in which people live. Ethnicity refers to the
common ancestry through which individuals have evolved
shared values and customs—especially among groups that
are not White Anglo-Saxon Protestants. Culture is the more
generic term, and we have chosen it here to emphasize that
cultural context is always relevant, even with a family who
comes from a background similar to the therapist’s.
Although cultural influences may be most obvious
with families from foreign backgrounds, it is a mistake to
assume that members of the same culture necessarily share
values and assumptions. A young Jewish therapist might,
for example, be surprised at the unsympathetic attitudes of

Among Latino families, family loyalty is often a paramount
virtue.

Conclusion

We’ve covered a lot of ground in this chapter—from cyber-
netics to social constructionism, complementarity to cul-
ture. Some of these ideas may be familiar, while some may
be new to you. Here’s a brief summary.
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a middle-aged Jewish couple about their children’s deci-
sion to adopt an African American baby.

Appreciating the cultural context of families is com-
plicated by the fact that most families are influenced by
multiple contexts, which makes generalization difficult. For
example, as noted by Nancy Boyd-Franklin (1989), middle-
class African American families stand astride three cultures.
There are cultural elements that may be traced to African
roots, those that are part of the dominant American culture,
and finally the adaptations that people of color have to make
to racism in the dominant culture. Moreover, the cultural
context may vary among family members. In immigrant
families, for example, it’s not uncommon to see conflicts
between parents who retain a strong sense of ethnic identity
and children who are more eager to assimilate the ways of
the host country. First-generation parents may blame their
children for abandoning the old ways and dishonoring the
family, while the children may accuse their parents of being
stuck in the past. Later, the children’s children may develop
a renewed appreciation for their cultural traditions.

The first mistake a therapist can make in working with
clients from different backgrounds is to pathologize cultural
differences. Although a lack of boundaries between a fam-
ily and their neighbors and kin might seem problematic to a
middle-class White therapist, such more inclusive family net-
works are not atypical for some African American families.

The second mistake is to think that a therapist’s job is
to become an expert on the various cultures he or she works
with. While it may be useful for therapists to familiarize
themselves with the customs and values of the major groups
in their catchment area, an attitude of respect and curiosity
about other people’s cultures may be more useful than impos-
ing ethnic stereotypes or assuming an understanding of other
people. It’s important to acknowledge what you don’t know.

The third mistake therapists make in working with fam-
ilies from other cultures is to accept everything assumed to be
a cultural norm as functional. An effective therapist must be
respectful of other people’s ways of doing things without giv-
ing up the right to question what appears to be counterproduc-
tive. Although fluid boundaries may be typical among urban
poor families, that doesn’t mean it’s inevitable for poor fami-
lies to be dependent on various social services or for agency
staff to presume that a family’s need entitles workers to enter,
unannounced and uninvited, into the family’s space, physi-
cally or psychologically (Minuchin, Lee, & Simon, 1996).

Cybernetics is the study of how feedback is used to
regulate mechanical systems. Applied to families, cyber-
netics teaches that when a family functions like a closed
system the response to a problem may actually perpetuate
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it. To employ this concept clinically, therapists simply
identify how family members have been responding to
their problems and then get them to try something different.

According to systems theory, it’s impossible to under-
stand the behavior of individual family members without
considering how the family system as a whole operates. To do
so it may be necessary to look at process (how family mem-
bers interact) and structure (how the family is organized).

Constructivism reintroduced cognition to family
therapists. Family systems may be regulated by interper-
sonal interactions, but those interactions are shaped by
how family members interpret one another’s behavior.
Social constructionism reminds us that families are open
systems—our interpretations are shaped by assumptions
we absorb from the culture.

The trajectory of these concepts broadened our focus
beyond the individual to relationships, to the family as a
whole, and finally to society at large. Attachment theory
can be seen as part of an effort to restore our grounding in
psychology. Attachment theory emphasizes the basic need

for security in close relationships, both in childrearing and
intimate partnership.

In the section on “The Working Concepts of Fam-
ily Therapy,” we tried to show how therapists can apply
the insights of these various theories in clinical practice.
Beyond the specifics, what we’d hope to get across is that
families are more than a collection of individuals; they have
superordinate properties that may not always be apparent.
It may be obvious, for example, that there are always two
parties to a relationship—and that problems, as well as
solutions, are a function of both parties. But even this real-
ity can get lost in the heat of emotion. This is as true for
therapists as for the people involved. Each of the various
other working concepts offers its own particular insights
into understanding family joys and sorrows.

In the following chapters, we’ll see how the various
schools of family therapy approach the task of understand-
ing and treating family problems. But even as the models
get specific, it’s a good idea to keep in mind the general
principles of family functioning explained in this chapter.
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CHAPTER

Basic Techniques of Family Therapy

From Symptom to System

Learning Outcomes

¢ Discuss and demonstrate the basic skills required for
the initial client contact and interview, the early and
middle phases of treatment, and termination.

e Describe the basic issues for which to assess when
working with families, and summarize techniques
for doing so.

GETTING STARTED
The Initial Telephone Call

The goal of the initial contact is to get an overview of the
presenting problem and arrange for the family to come
for a consultation. Listen to the caller’s description of
the problem, and identify all members of the household
as well as others who might be involved (including the
referral source and other agencies). Although the initial
phone call should be brief, it’s important to establish a
connection with the caller as a basis for engagement.
Then schedule the first interview, specifying who should
attend (usually everyone in the household) and the time
and place.

While there are things you can say to encourage the
whole family to attend, the most important consideration
is attitudinal. First, understand and respect that the wor-
ried mother who wants you to treat her child individually
or the unhappy parent who wants to talk to you alone has
a perfectly legitimate point of view, even if it doesn’t hap-
pen to coincide with your own. But if you expect to meet
with the entire family, at least for an initial assessment, a
matter-of-fact statement that that’s how you work will get
most families to agree to a consultation.

When the caller presents the problem as limited to
one individual, a useful way to broaden the focus is to ask
how the problem is affecting other members of the family.
If the caller balks at the idea of bringing in the family or
says that a particular member won’t attend, say that you’ll
need to hear from everyone, at least initially, in order to get
as much information as possible. Most people accept the

¢ Discuss the basic ethical responsibilities of family
therapy.

e Describe principles guiding work with marital vio-
lence and the sexual abuse of children.

¢ Describe the basics of working with managed care
and establishing a private practice.

The initial phone contact should be relatively brief to avoid
developing an alliance with just one family member.

need to give their point of view; what they resist is the
implication that they’re to blame.

Finally, because most families are reluctant to sit
down and face their conflicts, a reminder call before the
first session helps cut down on the no-show rate.

Not all therapists routinely meet with the whole family. Some find they
have more room to maneuver by meeting first with individuals or sub-
groups and then gradually involving others. Others attempt to work with the
problem-determined system, only those people directly involved. Still others
try to determine who are the “customers,” those who seem most concerned.
The point to remember is that family therapy is more a way of looking at
things than a technique that always requires seeing the entire family together.
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The First Interview

The goal of the first interview is to build an alliance with
the family and develop a hypothesis about what’s maintain-
ing the presenting problem. It’s a good idea to come up
with a tentative hypothesis (in technical terms, a hunch)
after the initial phone call and then test it in the first inter-
view. (Remain open to refuting, not just confirming, your
initial hypothesis.) The point isn’t to jump to conclusions
but to start actively thinking.

The primary objectives of a consultation are to estab-
lish rapport and gather information. Introduce yourself to
the contact person and then to the other adults. Ask parents
to introduce their children. Shake hands and greet everyone.
Orient the family to the room (observation mirrors, video
recording, toys for children) and to the format of the session
(length and purpose). Repeat briefly what the caller told
you over the phone (so as not to leave others wondering),
and then ask for elaboration. Once you’ve acknowledged
that person’s point of view (“So what you’re saying is . . .7),
ask the other members of the family for their viewpoints.

One of the things beginning therapists worry about
is that bringing in the whole family may lead to a shout-
ing match that will escalate out of control. The antidote
to arguing is insisting that family members speak one at a
time. Giving everyone a chance to talk and be heard is a
good idea in every case; with emotionally reactive families,
it’s imperative.

Most families are anxious and uncertain about
therapy. They’re not sure what to expect, and they may
be uncomfortable discussing their concerns in front of the
whole family. Above all, most people are afraid that some-
one is going to blame them or expect them to change in
ways they aren’t prepared to. For these reasons, it’s impor-
tant to establish a bond of sympathy and understanding
with every member of the family.

A useful question to ask each individual is, “How
did you feel about coming in?” This helps establish the
therapist as someone willing to listen. If, for example, a
child says, “I didn’t want to come,” or “I think it’s stupid,”
you can say, “Thanks for being honest.”

While most of the first session should be taken up
with a discussion of the presenting problem, this problem-
centered focus can have a disheartening effect. Spending
some time exploring family members’ interests and accom-
plishments is never wasted and sometimes dramatically
changes the emotional energy of sessions. People need
to be seen as more than just problems (the distant father,
the rebellious teenager); they need to be seen as three-
dimensional human beings.

Bringing in the whole family means including young
children. The presence of the children allows you to see

how their parents relate to them. Are the parents able to
get the children to play quietly in the corner if you ask
them to? Do they over-manage minor squabbles between
siblings? Do both parents interact with the children or only
the mother? Children of about five and under should be
provided with toys. The inhibited child who is fearful of
the family’s disapproval will sit quietly on a chair and may
be afraid to play. The aggressive child will attack the toys
and play violent games. The anxious child will flit around
the room, unable to settle on any one thing. The enmeshed
child will frequently interrupt the parents’ conversation
with the therapist.

In gathering information, some therapists find it use-
ful to take a family history, and many use genograms to
diagram the extended family network (see Chapter 4). Oth-
ers believe that whatever history is important will emerge
in the natural course of events; they prefer to concentrate
on the family’s presenting complaint and the circumstances
surrounding it.

Family therapists develop hypotheses about how
family members might be involved in the presenting prob-
lem by asking what they’ve done to try to solve it and
by watching how they interact. Ideas are as important as
actions, so it’s useful to notice unhelpful explanations of
problems as well as unproductive interactions.

Two kinds of information that are particularly impor-
tant are solutions that don’t work and transitions in the life
cycle. If whatever a family has been doing to resolve their
difficulties hasn’t worked, it may be that those attempts
are part of the problem. A typical example is overinvolved
parents trying to help a shy child make friends by coaxing
and criticizing him. Sometimes family members will say
they’ve “tried everything.” Their mistake is inconsistency.
They give up too quickly.

Despite the natural tendency to focus on problems
and what causes them, it is a family’s strengths, not their
weaknesses, that are most important in successful therapy.
Therefore, the therapist should search for resilience (Walsh,
1998). What have these people done well? How have they
handled problems successfully in the past? Even the most
discouraged families have been successful at times, but
those positive episodes may be obscured by the frustration
they feel over their current difficulties.

Although it isn’t always apparent (especially to
them), most families seek treatment because they have
failed to adjust to changing circumstances. If a couple
develops problems within a few months after a baby’s
birth, it may be because they haven’t shifted effectively
from being a unit of two to a unit of three. A young mother
may be depressed because she doesn’t have enough sup-
port. A young father may be jealous of the attention his
wife lavishes on the baby.
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The challenge of first interviews is to develop an alliance
without accepting at face value the family’s description of
one person as the problem.

Although the strain of having a new baby may seem
obvious, it’s amazing how often depressed young moth-
ers are treated as though there were something wrong
with them—"unresolved dependency needs,” “inability to
cope,” or perhaps a Prozac deficiency. The same is true
when families develop problems around the time a child
starts school, enters adolescence, or reaches some other
developmental milestone. The transitional demands on the
family are obvious, if you think about them.

Young therapists may have no experience with some
of the challenges their clients are facing. This underscores
the need to remain curious and respectful of families’
predicaments rather than jumping to conclusions. For
example, a young therapist couldn’t understand why so
many clients with young children rarely went out together
as a couple. He assumed they were avoiding being alone
together. Later, with small children of his own, he began to
wonder how those couples got out at all!

Family therapists explore the process of family
interaction by asking questions about how family mem-
bers relate to one another and by inviting them to discuss
their problems with one another in the session. The first
strategy, asking process or circular questions, is favored by
Bowenians and the second by structural therapists. In either
case, the question is, What’s keeping the family stuck?

Once a therapist has met with a family, explored the
problem that brings them to treatment, made an effort to
understand the family’s context, and formulated a hypoth-
esis about what needs to be done to resolve the problem, he
or she should make a recommendation to the family. This
might include consulting another professional (a learning
disability expert, a physician, a lawyer) or even suggest-
ing that the family doesn’t need—or doesn’t seem ready
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for—treatment. Most often, however, the recommendation
will be for further meetings. Although many therapists try
to make recommendations at the end of the first interview,
doing so may be hasty. If it takes two or three sessions to
form a bond with the family, understand their situation, and
assess the feasibility of working with them, then take two
or three sessions.

If you think you can help the family with their prob-
lems, offer them a treatment contract. Acknowledge why
they came in, say that it was a good idea, and say that
you think you can help. Then establish a meeting time,
the frequency and length of sessions, who will attend, the
presence of observers or use of video, the fee, and how
insurance will be handled. Remember that resistance
doesn’t magically disappear after the first (or fourteenth)
session. Stress the importance of keeping appointments, the
need for everyone to attend, and your willingness to hear
concerns about you or the therapy. Finally, don’t forget to
emphasize the family’s goals and the strengths they have
to meet them.

FIRST SESSION CHECKLIST

1. Make contact with each member of the family, and
acknowledge his or her point of view about the prob-
lem and feelings about coming to therapy.

2. Establish leadership by controlling the structure and
pace of the interview.

3. Develop a working alliance with the family by bal-
ancing warmth and professionalism.

4. Compliment clients on positive actions and family
strengths.

5. Maintain empathy with individuals and respect for
the family’s way of doing things.

6. Focus on specific problems and attempted solutions.

7. Develop hypotheses about unhelpful interactions
around the presenting problem. Be curious about

why these have persisted. Also notice helpful interac-
tions that can support the family in moving forward.

8. Don’t overlook the possible involvement of family
members, friends, or helpers who aren’t present.

9. Offer a treatment contract that acknowledges the
family’s goals and specifies the therapist’s frame-
work for structuring treatment.

10. Invite questions.

The Early Phase of Treatment

The early phase of treatment is devoted to refining the ini-
tial hypothesis into a formulation about what’s maintaining
the problem and beginning to work on resolving it. Now
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the strategy shifts from building alliances to challenging
actions and assumptions. Most therapists are able to figure
out what needs to change; what sets good therapists apart
is their willingness to push for those changes.

“Pushing for change” may suggest a confrontational
style. But what’s required to bring about change isn’t any
particular way of working; rather, it is a relentless com-
mitment to helping make things better. This commitment
is evident in Michael White’s dogged questioning of
problem-saturated stories, Phil Guerin’s calm insistence
that family members stop blaming one another and start
looking at themselves, and Virginia Goldner’s determined
insistence that violent men take responsibility for their
behavior.

No matter what techniques a therapist uses to push
for change, it’s important to maintain a therapeutic alliance.
Although the term therapeutic alliance may sound like jar-
gon, there’s nothing abstract about it. It means listening
to and acknowledging the client’s point of view. It is this
empathic understanding that makes family members feel
respected—and makes them open to accepting challenges.

Regardless of what model they follow, effective
therapists are persistent in their pursuit of change. This
doesn’t just mean perseverance. It means being willing to
intervene, at times energetically. Some therapists prefer to
avoid confrontation and find it more effective to use gen-
tle questions or persistent encouragement. Regardless of
whether they work directly (and at times use confrontation)
or indirectly (and avoid it), good therapists are finishers.
Strategies vary, but what sets the best therapists apart is
their commitment to doing what it takes to see families
through to successful resolution of their problems.

Effective family therapy addresses interpersonal con-
flict, and the first step in doing so is to bring it into the con-
sulting room and locate it between family members. Often
this isn’t a problem. Couples in conflict or parents arguing
with their children usually speak right up about their dis-
agreements. If a family came only because someone sent
them (the court, the school, the Department of Protective
Services), begin by addressing the family’s problem with
these agencies. How must the family change to resolve
their conflict with these authorities?

When one individual is presented as the problem,
a therapist challenges linearity by asking how others are
involved (or affected). What role did others play in creat-
ing (or managing) the problem? How have they responded
to it?

For example, a parent might say, “The problem is
Malik. He’s disobedient.” The therapist might ask, “How
does he get away with that?” or “How do you respond
when he’s disobedient?” A less confrontational therapist
might ask, “How does his disobedience affect you?”

In response to a family member who says, “It’s me.
I’m depressed,” a therapist might ask, “Who in the fam-
ily is contributing to your depression?”” The response “No
one” would prompt the question, “Then who’s helping you
with it?”

Challenges can be blunt or gentle, depending on the
therapist’s style and assessment of the family. The point,
incidentally, isn’t to switch from blaming one individual
(a disobedient child, say) to another (a parent who doesn’t dis-
cipline effectively) but to broaden the problem to an interac-
tional one—to see the problem as shared and co-maintained.
Maybe Mother is too lenient with Malik because she finds
Father too strict. Moreover, she may be overinvested in the
boy because of emotional distance in the marriage.

The best way to challenge unhelpful interactions is
to point out patterns that seem to be keeping people stuck.
A useful formula is “The more you do X, the more he does
Y—and the more you do Y, the more she does X.” (For X
and Y, try substituting nag and withdraw or control and
rebel.) Incidentally, when you point out what people are
doing that isn’t working, it’s a mistake to then tell them
what they should be doing. Once you shift from pointing
out something to giving advice, the client’s attention shifts
from his or her own behavior to you and your advice.?
Consider this exchange:

Therapist: When you ignore your wife’s complaints,
she feels hurt and angry. You may have
trouble accepting the anger, but she
doesn’t feel supported.

Client: What should I do?
Therapist: 1don’t know. Ask your wife.

Even though family therapists sometimes challenge
assumptions or actions, they continue to listen to people’s
feelings. Listening is a silent activity, rare in our time, even
among therapists. Family members seldom listen to one
another for long without becoming defensive. Unfortu-
nately, therapists don’t always listen, either—especially
when they’re eager to offer advice. But remember that
people aren’t likely to reconsider their assumptions until
they’ve been heard and understood.

Homework can be used to test flexibility (simply
seeing if it’s carried out measures willingness to change),
to make family members more aware of their role in prob-
lems (telling people just to notice something, without try-
ing to change it, is often instructive), and to suggest new
ways of relating. Typical homework assignments include

Being anxious to change people is one of the two greatest handicaps for
a therapist. (The other is the need to be liked.) Being attached to what
should be distracts a therapist from figuring out what is—and it commu-
nicates a pressure that does the same thing to clients.



suggesting that overinvolved parents hire a babysitter and
go out together, having argumentative partners take turns
talking about their feelings and listening to one another
without saying anything (but noticing tendencies to
become reactive), and having dependent family members
practice spending time alone (or with someone outside the
family) and doing more things for themselves. Homework
assignments that are likely to generate conflict, such as
negotiating house rules with teenagers, should be avoided.
Difficult discussions should be saved for when the therapist
can act as referee.

EARLY PHASE CHECKLIST

1. Identify major conflicts, and bring them into the con-
sulting room.

2. Develop a hypothesis, and refine it into a formulation
about what the family is doing to perpetuate (or fail
to resolve) the presenting problem. A formulation
should consider process and structure, family rules,
triangles, and boundaries.

3. Keep the focus on primary problems and the inter-
personal conditions supporting them. But do not
neglect to support constructive interactions.

4. Assign homework that addresses problems and the
underlying structure and dynamics perpetuating
them.

5. Challenge family members to see their own roles in
the problems that trouble them.

6. Push for change, both during the session and between
sessions at home.

7. Make use of supervision to test the validity of formu-
lations and effectiveness of interventions.

The Middle Phase of Treatment

When therapy is anything other than brief and problem
focused, much of the middle phase is devoted to helping
family members deal more constructively with one another
in sessions. If a therapist is too active in this process—
filtering all conversation through himself or herself—family
members won’t learn to deal with one another.

For this reason, in the middle phase the therapist
should take a less active role and encourage family mem-
bers to interact more with one another. As they do so, the
therapist can step back and observe. When dialogue bogs
down, the therapist can either point out what went wrong
or simply encourage family members to keep talking—but
with less interruption and criticism.

When family members address their conflicts
directly, they tend to become reactive. Anxiety is the enemy
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of listening. Some therapists (e.g., Bowenians) attempt to
control anxiety by having family members talk only to
them. Others prefer to let family members deal with their
own anxiety by helping them learn to talk with one another
less defensively (by saying how they feel and acknowledg-
ing what others say). However, even therapists who work
primarily with family dialogue need to interrupt when anxi-
ety escalates and conversations become destructive.

Thus, in the middle phase of treatment, the therapist
takes a less directive role and encourages family mem-
bers to begin to rely on their own resources. The level of
anxiety is regulated by alternating between having family
members talk with one another or with the therapist.
In either case the therapist encourages family members to
get beyond trading blame to talking about what they feel
and what they want—and to learn to see their own part in
unproductive interactions.

What enables therapists to push for change without
provoking resistance is an empathic bond with clients. We
mentioned the working alliance in our discussion of the
opening session, but it’s such an important subject that we
would like to reemphasize it. Although there is no formula
for developing good relationships with clients, four atti-
tudes are important in maintaining a therapeutic alliance:
calmness, curiosity, empathy, and respect.

Calmness on the part of the therapist is an essential
antidote to the anxiety that keeps families from seeing their
dilemmas in a broader perspective. Two things that enable
a therapist to remain calm are: (1) not taking responsibility
for solving a family’s problems and (2) knowing where to
look for the constraints that are keeping them from doing
so. Letting go of the illusion that anyone but the clients
can solve their problems allows a therapist to concentrate
on the job at hand, which is helping clients in the session
discover something new and useful. Calmness conveys
confidence that problems, however difficult, can be solved.

Curiosity implies that the therapist doesn’t know all
the answers. The curious therapist says, in effect, “I don’t
fully understand, but I’d like to.”

Empathy and respect have been reduced to clichés,
but since we think both are essential, let us be clear about
what we mean. People resist efforts to change them by
therapists they feel don’t understand them. That makes it
difficult for therapists to get anywhere if they can’t put
themselves in their clients’ shoes and get a sense of what
the world looks like to them. Some therapists are all too
ready to say “I understand” when they don’t. You can’t
fake empathy.

Instead of telling an overprotective parent you under-
stand his or her worrying, be honest enough to ask, “How
did you learn to be a worrier?” or say, “I’ve never been a
single parent. Tell me what it is that scares you.”
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Finally, respect. What passes for respect in therapists
isn’t always sincere. Being respectful doesn’t mean treat-
ing people with kid gloves, nor does it mean accepting
their version of events as the only possible way to look at
the situation. Respect means treating clients as equals, not
patronizing them or deferring to them out of fear of mak-
ing them angry. Respecting people means believing in their
capacity for change.

MIDDLE PHASE CHECKLIST

1. Use intensity to challenge family members, ingenu-
ity to get around resistance, and empathy to reduce
defensiveness.

2. Avoid being so directive that the family doesn’t learn
to improve their own ways of relating to one another.

3. Foster individual responsibility and mutual
understanding.

4. Make certain that efforts to improve relationships are
having a positive effect on the presenting complaint.

5. When meeting with subgroups, don’t lose sight of
the whole family picture, and don’t neglect any indi-
viduals or relationships—especially those conten-
tious ones that are so tempting to avoid.

6. Does the therapist take too active a role in choos-
ing what to talk about? Have the therapist and fam-
ily developed a social relationship that has become
more important than addressing conflicts? Has the
therapist assumed a regular role in the family (an
empathic listener to the spouses or a parent figure to
the children), substituting for a missing function in
the family? When therapists find themselves drawn
to taking an active response to family members’
needs, they should ask themselves who in the family
should be taking that role, and then encourage that
person to do so.

Termination

Termination comes for brief therapists as soon as the pre-
senting problem is resolved. For psychoanalysts, therapy
may continue for years. For most therapists, termination
comes somewhere between these two extremes and has
to do with a family feeling that they’ve achieved what
they came for and the therapist’s sense that treatment has
reached a point of diminishing returns.

In individual therapy, where the relationship to the
therapist is often the primary vehicle of change, termina-
tion focuses on reviewing the relationship and saying good-
bye. In family therapy, the focus is more on what the family
has been doing. Termination is therefore a good time to
review what they’ve accomplished.

It can be helpful to ask clients to anticipate upcoming
challenges: “How will you know when things are head-
ing backward, and what will you do?” Families can be
reminded that their present harmony can’t be maintained
indefinitely and that people have a tendency to overreact to
the first sign of relapse, which can trigger a vicious cycle.
To paraphrase Zorba the Greek, life is trouble. To be alive
is to confront difficulties. The test is how you handle them.

Finally, although in the business of therapy no news
is usually good news, it might be a good idea to check
in with clients a few weeks after termination to see how
they’re doing. This can be done with a letter, email, phone
call, or brief follow-up session. A therapeutic relationship
is of necessity somewhat artificial or at least constrained.
But there’s no reason to make it less than human—or to
forget about families once you’ve terminated with them.

TERMINATION CHECKLIST

1. Has the presenting problem improved?

2. Isthe family satisfied that they have achieved what they
came for, or are they interested in continuing to learn
about themselves and improve their relationships?

3. Does the family understand what they were doing
that wasn’t working and how to avoid similar prob-
lems in the future?

4. Do minor recurrences of problems reflect the lack
of resolution of some underlying dynamic or merely
that the family has to readjust to function without
the therapist?

5. Have family members developed and improved rela-
tionships outside the immediate family context as
well as within it?

FAMILY ASSESSMENT

The reason we’re reviewing assessment after the guide-
lines for treatment is that assessment is a complex subject,
deserving more consideration than it usually gets.

The Presenting Problem

Every first session presents the fundamental challenge of
being a therapist: A group of unhappy strangers walks in
and hands you their most difficult problem—and expects
you to solve it.

“My 15-year-old is failing tenth grade. What should
[do?”

“We never talk anymore. What’s happened to our
marriage?”’

“It’s me. I'm depressed. Can you help me?”



There are land mines in these opening presentations:
“What should we do?” “What’s wrong with Johnny?”
These people have been asking themselves these questions
for some time, maybe years. And they usually have fixed
ideas about what the answers are, even if they don’t always
agree. Furthermore, they have typically evolved strategies
to deal with their problems, which they insist on repeating
even if they haven’t worked. In this, they are like a car
stuck in the mud with wheels spinning, sinking deeper and
deeper into the mire.

The stress of life’s troubles makes for anxiety, and
anxiety makes for inflexible thinking. And so families who
come for therapy tend to hold tenaciously to their assump-
tions: “He (or she) is hyperactive, depressed, bipolar, insen-
sitive, selfish, rebellious,” or some other negative attribute
that resides inside the complicated machinery of the stub-
born human psyche. Even when the complaint is phrased
in the form of “We don’t communicate,” there’s usually
an assumption of where the responsibility lies—and that
somewhere is usually elsewhere.

Exploring the presenting symptom is the first step in
helping families move from a sense of helplessness to an
awareness of how by working together they can overcome
their problems. It may seem obvious that the first consider-
ation should be the presenting complaint. Nevertheless, it’s
worth emphasizing that inquiry into the presenting prob-
lem should be detailed and empathic. The minute some
therapists hear that a family’s problem is, say, misbehavior
or poor communication, they’re ready to jump into action.
They know how to deal with misbehaving children and
communication problems. But before therapists get started,
they should realize that they’re not dealing with misbehav-
ing children or communication problems; rather, they’re
dealing with a unique instance of one of these difficulties.

In exploring the presenting complaint, the goal for
a systemic therapist is to question the family’s settled cer-
tainty about who has the problem and why. Therefore, the
first challenge for a family therapist is to move families
from linear (“It’s Johnny”) and medical model thinking
(“He’s hyperactive”) to an interactional perspective. To ini-
tiate this shift, a therapist begins by asking about the pre-
senting problem. But these inquiries are aimed not merely
at getting details about the condition-as-described but to
open up the family’s entrenched beliefs about what is the
problem and who has it.

Helpful questions convey respect for family mem-
bers’ feelings but skepticism about accepting the identified
individual as the only problem in the family. Helpful ques-
tions continue to explore and open things up. Helpful
questions invite new ways of seeing the problem or the fam-
ily generally. Unhelpful questions accept things as they are
described and concentrate only on the identified individual.
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To be effective in this first stage, a therapist’s attitude should
be, “I don’t fully understand, but I'm interested. I'm curious
about the particular way you organize your life.” A therapist
who is too eager to ingratiate himself or herself by saying,
“Oh yes, I understand,” closes off exploration.

The next thing to explore is the family’s attempts to
deal with the problem: What have they tried? What’s been
helpful? What hasn’t worked? Has anyone other than those
present been involved in trying to help (or hinder) with these
difficulties? This exploration makes room to discover how
family members may be responding in ways that perpetuate
the presenting problem. This isn’t a matter of shifting
blame—say, from a misbehaving child to an indulgent par-
ent.’ Nor do we mean to suggest that family problems are
typically caused by how people treat the identified patient.

In fact, what family therapists call circular causality
is a misnomer. The shift from linear to circular thinking
not only expands the focus from individuals to patterns
of interaction but also moves away from cause-and-effect
explanations. Instead of joining families in a logical but
unproductive search for who started what, circular thinking
suggests that problems are sustained by an ongoing series
of actions and reactions. Who started it? It doesn’t matter.

Understanding the Referral Route

It’s important for therapists to understand who referred
their clients and why. What are their expectations? What
expectations have they communicated to the family? It’s
important to know whether a family’s participation is vol-
untary or coerced, whether all or only some of them rec-
ognize the need for treatment, and whether other agencies
will be involved with the case.

When therapists make a family referral, they often
have a particular agenda in mind.

CASE EXAMPLE

A college student’s counselor referred him and his family for
treatment. The young man had uncovered a repressed mem-
ory of sexual abuse and assumed that it must have been his
father. The family therapist was somehow supposed to medi-
ate between the young man, who couldn’t imagine who else
might have been responsible for this vaguely remembered
incident, and his parents, who vehemently denied that any
such thing had ever happened.

3ts always worth remembering that even actions that perpetuate prob-
lems usually have benign intentions. Most people are doing the best
they can.
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Did the counselor expect confrontation, confession,
and atonement? Some sort of negotiated agreement? What
about the boy himself? It’s best to find out.

It’s also important to find out if clients have been in
treatment elsewhere. If so, what happened? What did they
learn about themselves or their family? What expectations
or concerns did the previous therapy generate? It’s even
more important to find out if anyone in the family is cur-
rently in treatment. Few things are more likely to cause a
stalemate than two therapists pulling in different directions.

Identifying the Systemic Context

Regardless of who a therapist elects to work with, it’s
imperative to have a clear understanding of the interper-
sonal context of the problem. Who is in the family? Are
there important figures in the life of the problem who aren’t
present? Perhaps a live-in boyfriend? A grandmother who
lives next door? Are other agencies involved? What is their
input? Does the family see them as helpful?

Remember that family therapy is an approach to
people in context. The most relevant context may be the
immediate family, but families don’t exist in a vacuum. It
may be important to meet with the teachers and counselors
of a child who’s having trouble at school. There are even
times when the family isn’t the most important context.
Sometimes, for example, a college student’s depression has
more to do with what’s going on in the classroom or dormi-
tory than with what’s happening back home.

Stage of the Life Cycle

Most families come to treatment not because there’s some-
thing inherently wrong with them but because they’ve
gotten stuck in a life-cycle transition (see Chapter 2).
Sometimes this will be apparent. Parents may complain,
for example, that they don’t know what’s gotten into Janey.
She used to be such a good girl, but now that she’s 14, she’s
become sullen and argumentative. (One reason parenting
remains an amateur sport is that just when you think you’ve
got the hang of it, the kids get a little older and throw you a
whole new set of curves.) Adolescence is that stage in the
family life cycle when young parents have to grow up and
relax their grip on their children.

Sometimes it isn’t obvious that a family is having
trouble adjusting to a new stage in the life cycle. Couples
who marry after living together for years may not anticipate
how matrimony stirs up unconscious expectations about
what it means to be a family. More than one couple has
been surprised to discover a sharp falling off in their sex
life after tying the knot. At other times, significant life-
cycle changes occur in the grandparents’ generation, and
you won’t always learn of these influences unless you ask.

Always consider life-cycle issues in formulating a
case. One of the best questions a therapist can ask is,
Why now?

Family Structure

The simplest systemic context for a problem is an inter-
action between two parties. She nags, and he withdraws.
Parental control provokes adolescent rebellion, and vice
versa. But sometimes a dyadic perspective doesn’t take in
the whole picture.

Family problems become entrenched because they’re
embedded in powerful but unseen structures. Regardless
of what approach a therapist takes, it’s wise to under-
stand something about a family’s structure. What are the
subsystems and the nature of the boundaries between
them? What is the status of the boundary around the cou-
ple or family? What triangles are present? Are individuals
and subsystems protected by boundaries that allow them
to operate without undue interference—but with access to
support?

In enmeshed families, parents may intrude into sib-
ling conflicts so regularly that brothers and sisters never
learn to settle their own differences. In disengaged families,
parents may not only refrain from interrupting sibling quar-
rels but also fail to offer sympathy and support for a child
who feels bad about a sibling’s treatment.

Here, too, there is a temporal dimension. If a par-
ent goes back to work after years of staying home with
the children, the parental subsystem is challenged to shift
from a complementary to a symmetrical form. Whether or
not family members complain directly about these strains,
they’re likely to be relevant.

Communication

Although some couples come to therapy saying they have
“communication problems” (usually meaning that one per-
son won’t do what the other one wants), working on com-
munication has become a cliché in family therapy. Because
communication is the vehicle of relationship, all therapists
deal with it.

Although conflict doesn’t magically disappear when
family members start to listen to one another, it’s unlikely
that conflicts will get solved before people start to listen
to one another (Nichols, 2009). If, after a session or two
(and the therapist’s encouragement), family members still
seem unwilling to listen to one another, talk therapy will
be an uphill battle.

Family members who learn to listen to one another
with understanding often discover that they don’t need to
change one another (Jacobson & Christensen, 1996). Many
problems can be solved, but the problem of living with



other people who don’t always see things the way you do
isn’t one of them.

Drug and Alcohol Abuse

The most common mistake novice therapists make regarding
substance use is to overlook it. Substance abuse is especially
common with people who are depressed or anxious. It’s also
associated with violence, abuse, and accidents. Although
it may not be necessary to ask every client about drug and
alcohol consumption, it’s critical to inquire carefully if
there’s any suspicion that this may be a problem. Don’t be
too polite. Ask straightforward and specific questions.

Questions that may help to uncover problem drinking
(Kitchens, 1994) include the following:

e Do you feel you are a normal drinker?
* How many drinks do you have a day?
* How often do you have six or more drinks a day?

* Have you ever awakened after a bout of drinking and
been unable to remember part of the day or evening
before?

¢ Does anyone in your family worry or complain about
your drinking?

* Can you stop easily after one or two drinks? Do you?

¢ Has drinking ever created problems between you and
your partner?

* Have you ever gotten into trouble at work because
of your drinking?
¢ Do you ever drink before noon?

These same questions can be asked about substances
other than alcohol. If a member of a family who’s seeking
couples or family therapy seems to be abusing drugs or
alcohol, think twice about assuming that talk therapy will
be the answer to the family’s problems.

Domestic Violence and Sexual Abuse

If there is any hint of domestic violence or sexual abuse, a
therapist should explore it. The process of questioning can
start with the family present, but when there is any sugges-
tion of abuse, it may be wise to meet with family members
separately to allow them to talk more openly.

Most states require professionals to report any sus-
picion of child abuse. Reporting suspected child abuse can
jeopardize a therapeutic alliance, but sometimes therapy
needs to take second place to safety. Any clinician who
considers not reporting suspected child abuse should con-
sider the possible consequences of making a mistake.

Perpetrators and victims of childhood sexual maltreat-
ment don’t usually volunteer this information. Detection
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is up to the clinician, who may have to rely on indirect
clues. Further exploration may be indicated if a child
shows any of the following symptoms: sleep disturbance,
encopresis or enuresis, abdominal pain, an exaggerated
startle response, appetite disturbance, sudden unexplained
changes in behavior, overly sexualized behavior, regressive
behavior, suicidal thoughts, or running away (Campbell,
Cook, LaFleur, & Keenan, 2010; Edwards & Gil, 1986).

Extramarital Affairs

The discovery of an affair is a crisis that will strike many
couples some time in their relationship. Infidelity is com-
mon, but it’s still a crisis, and it can destroy a marriage.
Affairs used to be clear cut—if you were sleeping with
someone without your spouse’s permission, and that person
wasn’t your spouse, you were having an affair. These days,
with the ubiquity of digital communication, extramarital
affairs can take many forms. Is a resurrected flirtation with
an old flame over social media an affair? Are the sexually
explicit jokes over text with the person you met on a busi-
ness trip escalating to something more? How about the reg-
ular meetings for coffee with a colleague where you each
vent about your partner? Emotional affairs—relationships
in which a spouse forms a deep emotional connection with
a potential romantic partner other than their spouse—are
increasingly recognized as problematic. Defining when a
meaningful friendship crosses the line into an emotional
affair can be tricky, both for couples and their therapists.
One helpful rule is to ask the spouse who they first think
to turn to when wanting to share exciting news. How about
when they’re seeking comfort? If it isn’t their spouse, there
is probably a problem.

It is best to allow the couple to define what an affair
is to them. Realize, however, that it is also common for a
spouse to downplay, even to themselves, the reality of
a budding affair. On one hand, if they re asking whether a
relationship is inappropriate, they probably already know
the answer. Sometimes, though, a spouse is unnecessarily
insecure about their spouse’s loyalty. Either way, tough
questions are often necessary as a therapist guides a cou-
ple through deciding whether a particular relationship is
appropriate. The conversation needs to happen; left unad-
dressed, an affair of any type will likely grind treatment
to a halt.

Extramarital involvements that don’t involve sexual
intimacy, although less obvious, can sabotage treatment if
one or both partners regularly turn to third parties to deal
with issues that should be worked out together. (One clue
that an outside relationship is part of a triangle is that it
isn’t talked about.) Would-be helpful third parties may
include family members, friends, and therapists.
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CASE EXAMPLE

A couple once came to therapy complaining that the inti-
macy had gone out of their relationship. It wasn’t so much a
matter of conflict; they just never seemed to spend any time
together. After a few weeks of slow progress, the wife men-
tioned that she’'d been seeing an individual therapist. When
the couple’s therapist asked why, she replied that she needed
someone to talk to. When the therapist asked why she hadn’t
told him, she said, “You didn't ask.”

Gender

Gender inequalities contribute to family problems in a vari-
ety of ways. A wife’s dissatisfaction may have deeper roots
than the family’s current problems. A husband’s reluctance
to become more involved in the family may be as much a
product of cultural programming as a flaw in his character.

Every therapist must work out individually how to
avoid the extremes of naively ignoring gender inequality or
imposing his or her personal point of view on clients. One
way to strike a balance is to raise questions but allow clients to
find their own answers. You can raise moral questions without
being moralistic. It is, however, not reasonable to assume that
both partners enter marriage with equal power or that comple-
mentarity is the only dynamic operating in their relationship.

Conflict over gender expectations, whether discussed
openly or not, is especially common given the enormous
shifts in cultural expectations in recent decades. Is it still
considered a woman’s duty to follow her husband’s career,
moving whenever necessary for his advancement? Is it still
true that women should be strong, self-supporting, and the
primary (which often turns out to be a euphemism for only)
caregivers for infants and young children?

Regardless of the therapist’s values, do the gender
roles established in a couple seem to work for them? Or do
unresolved differences, conflicts, or confusions appear to be
sources of stress? Perhaps the single most useful question to
ask about gender equality is, “How does each partner expe-
rience the fairness of give-and-take in their relationship?”

It’s not uncommon for differences in gender social-
ization to contribute to conflict in couples (Patterson,
Williams, Grauf-Grounds, & Chamow, 1998), as the follow-
ing example illustrates.

CASE EXAMPLE

Kevin complained that Courtney was always checking up on
him, which made him feel that she didn’t trust him. Courtney
insisted that she only asked about what Kevin was doing in
order to be part of his life. She expected the same interest in

her life from him. She wasn’t checking up on him; she just
wanted them to share things.

When Courtney asked Kevin too many questions,
he got angry and withdrew, which made her feel shut out.
Happy not to be interrogated any further, Kevin didn’t notice
how hurt and angry Courtney was until finally she exploded in
tearful recrimination. Kevin felt helpless in the face of Court-
ney’s crying, and so he did his best to placate her. When he
reassured her that he loved her and promised to tell her more
about what was going on in his life, she calmed down, and
peace was restored. Until the next time.

For couples like Courtney and Kevin, gender social-
ization contributes to a pursuer—distancer dynamic. Men
are typically socialized to value independence and to resist
anything they see as an effort to control them. Thus, Kevin
interpreted Courtney’s questions about his activities as
attempts to restrict his freedom. Courtney, on the other
hand, was socialized to value caring and connection. Nat-
urally, she wanted to know what was going on in Kevin’s
life. She couldn’t understand why he got so defensive about
her wanting them to check in with each other.

While it’s a mistake to ignore gender socializa-
tion in favor of family dynamics, it’s also a mistake to
assume that gender socialization isn’t influenced by fam-
ily dynamics. In the previous example, the enmeshed fam-
ily Courtney grew up in reinforced the notion that family
members should share everything and that independent
activities were a sign of disloyalty. Kevin’s reluctance to
tell his wife everything he was doing was partly a residue
of his coming from a family with two bossy and control-
ling parents.

Culture

In assessing families for treatment, therapists should con-
sider the unique subculture of the family (McGoldrick,
Pearce, & Giordano, 2005) as well as how unquestioned
assumptions from the larger culture may affect a family’s
problems (Doherty, 1991).

In working with minority families, it may be more
important for therapists to develop cultural sensitivity than
to actually share the same background as their clients. Fam-
ilies may come to trust a therapist who has taken the time
to learn about their particular culture as much as one who
happens to be of the same race or nationality.

One way to develop cultural sensitivity is to make
connections after working hours. For example, a White
therapist could attend an African American church ser-
vice in the community where his or her clients live, go to
a Latino dance, or visit an Asian community center. Doing
these things won’t make you an expert, but it may demon-
strate to client families that you care enough to respect their



ways. It’s also important to take a one-down position in
regard to cultural and ethnic diversity—that is, to ask your
clients to teach you about their experience and traditions
rather than assume the role of expert.

The challenge for a practitioner is twofold: learn-
ing to respect diversity and developing sensitivity to some
of the issues faced by members of other cultures and eth-
nic groups. Numerous books are available describing the
characteristics and values of various ethnic groups, many
of which are listed in the section on multiculturalism in
Chapter 10. In addition to these academic books, novels
such as The Kite Runner, Beloved, Song of Solomon, How
The Garcia Girls Lost Their Accent, The Mambo Kings
Play Songs of Love, The Scent of Green Papaya, The Brief
Wondrous Life of Oscar Wao, and The Joy Luck Club often
bring other cultures more vividly to life.

In working with clients from other cultures, it’s more
important to be respectful of differences and to be curious
about other ways of doing things than to attempt to become
an expert on ethnicity. Yet while it’s important to respect
other people’s differences, it can be a problem to accept
uncritically statements to the effect that “We do these
(counterproductive) things because of our culture.” Unfor-
tunately, it’s difficult for a therapist from another culture to
assess the validity of such claims. Perhaps the best advice is
to be curious. Stay openminded, but ask questions.

THE ETHICAL DIMENSION

Most therapists are aware of the ethical responsibilities of
their profession, including:

e Therapy should be for the client’s benefit, not to
work out unresolved issues for the therapist.

 Clients are entitled to confidentiality, and so limits
on privacy imposed by requirements to report to pro-
bation officers, parents, or managed care companies
should be made clear from the outset.

e Therapists should avoid exploiting the trust of their
clients and students and therefore must make every
effort to avoid dual relationships.

» Professionals are obligated to provide the best pos-
sible treatment; if they aren’t qualified by training or
experience to meet the needs of a particular client,
they should refer the case to someone who is.

Whenever there is any question or doubt regarding
ethical issues, it’s a good idea to consult with a colleague
Or Supervisor.

Although most therapists are aware of their own
responsibilities, many think less than they might about
the ethical dimensions of their clients’ behavior. This is
an area where there are no hard-and-fast rules. However,
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a complete and conscientious assessment of every fam-
ily should include some consideration of family mem-
bers’ entitlements and obligations. What obligations of
loyalty do members of a family have? Are invisible loy-
alties constraining their behavior (Boszormenyi-Nagy
& Spark, 1973)? If so, are these loyalties just and equi-
table? What is the nature of the partners’ commitment to
each other? Are these commitments clear and balanced?
What obligations do family members have with regard
to fidelity and trustworthiness? Are these obligations
being met?

A good place to start in understanding the ethical
responsibilities of clinical practice is with the guidelines of
your profession. The Ethics Code of the American Psycho-
logical Association (APA), for example, outlines principles
such as these:

e Psychologists offer services only within the areas of
their competence based on their education, training,
supervision, and professional experience.

* When understanding age, gender, race, ethnicity, cul-
ture, national origin, religion, sexual orientation, dis-
ability, language, or socioeconomic status is essential
for the effective delivery of services, psychologists
will have or seek out training and supervision in
these areas or make the appropriate referrals.

* When psychologists become aware of personal
problems that might interfere with their profes-
sional duties, they take appropriate measures, such
as obtaining professional assistance and determining
whether they should limit, suspend, or terminate their
work-related duties.

The Code of Ethics for the National Association of Social
Workers (NASW) mandates the following:

* Social workers should not engage in dual relation-
ships with clients or former clients.

* Social workers should not solicit private informa-
tion from clients unless it is essential to providing
services.

¢ Social workers should not disclose confidential
information to third-party payers unless clients have
authorized such disclosure.

¢ Social workers should terminate services to clients
when such services are no longer required.

The American Counseling Association (American Coun-
seling Association [ACA], 2014) covers many of the same
issues as the APA and NASW, yet it provides further man-
dates related to social media, such as:

* Counselors are not allowed to maintain a relationship
with current clients through social media.
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» Counselors must wait five years after the last clinical
contact to have a sexual or romantic relationship with
a former client or a family member of a client. This
applies to both in-person and electronic interactions
or relationships.

While some of these principles may seem obvious,
they provide fairly strict guidelines within which practi-
tioners should operate. When it comes to working with
couples and families, however, complications arise that cre-
ate a host of unique ethical dilemmas. When, for example,
should a family therapist share with parents information
learned in sessions with a child? If a 12-year-old starts
drinking, should the therapist tell her parents?

Recently, professional codes of conduct have added
guidelines to address issues involved in treating couples
and families. For example, the APA specifies that when a
psychologist provides services to several people who have a
relationship (such as spouses or parents and children), he or
she must clarify at the outset which individuals are clients
and what relationship he or she will have with each individ-
ual. In addition, if it becomes apparent that a psychologist
may be called on to perform potentially conflicting roles
(such as family therapist and then witness for one party in
divorce proceedings), he or she must attempt to clarify and
modify those rules or withdraw from them appropriately.

Similarly, the NASW states that when social workers
provide services to couples or family members, they should
clarify with all parties the nature of their professional obli-
gations to the various individuals receiving services. And
when social workers provide counseling to families, they
should seek agreement among the parties concerning each
individual’s right to confidentiality.

The American Association for Marriage and Fam-
ily Therapy (American Association for Marriage and
Family Therapy [AAMFT], 2001) publishes its own code
of ethics, which covers many of the same points as the
codes of the APA and NASW. The AAMFT does, how-
ever, directly address complications with respect to confi-
dentiality when a therapist sees more than one individual
in a family. Without a written waiver, a family therapist
should not disclose information received from any family
member, presumably not even to other family members.

Still, as with many things, it may be easier to expound
ethical principles in the classroom than to apply them in the
crucible of clinical practice. Consider the following:

CASE EXAMPLE

It's clear that therapists must protect their clients’ right to
confidentiality. But what if a woman reveals she’s having an
extramarital affair and isn't sure whether to end it? When she

goes on to say that her marriage has been stale for years, the
therapist recommends a course of couples therapy to see if
the marriage can be improved. The woman agrees. But when
the therapist then suggests that she either break off the affair
or tell her husband about it, the woman adamantly refuses.
What should the therapist do?

Can a therapist offer effective couples treatment while
one of the partners is carrying on an extramarital relation-
ship? How much pressure should a therapist exert on a client
to do something he or she doesn’t want to do? How much
pressure should a therapist apply to urge a family member
to reveal a secret that might have dangerous consequences?
When does a therapist have the right to discontinue treat-
ment of a client who wants to continue because the client
refuses to accept the therapist’s recommendation?

One way to resolve ambiguous ethical dilemmas is to
use your own best judgment. In the case of the woman who
wanted to work on her marriage but wasn’t willing to end
her affair or inform her husband, a therapist might decline
to offer therapy under circumstances that would make it
unlikely to be effective. In that case, the therapist would be
obligated to refer the client to another therapist.

Subprinciple 1.10 of the AAMFT’s Code of Ethi-
cal Principles (AAMFT, 2011) states that “Marriage and
family therapists respectfully assist persons in obtaining
appropriate therapeutic services if the therapist is unable
or unwilling to provide professional help.” And Subprin-
ciple 1.11 states that “Marriage and family therapists do
not abandon or neglect clients in treatment without mak-
ing reasonable arrangements for the continuation of such
treatment.”

Given the same set of circumstances, another thera-
pist might decide that even though the woman refuses to
end her affair, treating the couple might make it possible
for the woman to break off the affair later or talk to her
husband about it. In this scenario, the therapist would be
bound by the principle of confidentiality not to reveal what
the woman discussed in private.

While the outlines of ethical professional conduct are
clear, the pressures on practitioners are often powerful and
subtle. When dealing with clients who are having affairs
or considering divorce—or marriage, for that matter—
therapists may be influenced by their own unconscious
attitudes as well as clients’ projections. What would you
assume, for example, about a therapist whose depressed,
married clients all tended to get divorced after their indi-
vidual therapy? What might you speculate about the level
of satisfaction in that therapist’s own marriage?

The risk involved in trusting your own judgment
in ambiguous ethical situations lies in imposing your



own values on what should be a professional decision.
The principles of sound ethical practice are broader and
may be stricter than our own private morality and good
intentions. When in doubt, we recommend that clinicians
ask themselves three questions: First, what would hap-
pen if the client or important others found out about your
actions? Thus, for example, strategically telling two sib-
lings in separate conversations that each is the only one
mature enough to end the fighting between them violates
the “what if” principle because it’s entirely possible that
one or both might brag to the other about what the thera-
pist said. (Trust me!)

The second question to ask is, Would I be comfort-
able defending this decision on the stand in a court of law?
If so, be sure you can articulate the principles on which
you are basing your confidence. If not, it’s a good idea to
change course. More than one therapist has found him- or
herself on the stand wishing they’d asked this question.
The third question to ask in ethical decision making is,
Can you talk to someone you respect about what you’re
doing or considering? If you’re afraid to discuss with a
colleague that you are treating two married couples in
which the wife of one is having an affair with the husband
of the other or that you’re considering lending a client
money, you may be guilty of the arrogance of assuming
that you are above the rules that govern your profession.
Feeling compelled to keep something secret suggests
that it may be wrong. The road to hell is paved with the
assumption that this situation is special, that this client is
special, or you are special. The following red flags signal
potentially unethical practices:

* Specialness—Something about this situation is spe-
cial; the ordinary rules don’t apply.

* Attraction—Intense attraction of any kind, not only
romantic but also being impressed with the status of
the client.

e Alterations in the therapeutic frame—Longer or
more frequent sessions, excessive self-disclosure,
being unable to say no to the client, and other things
that signal a potential violation of professional
boundaries.

¢ Violating clinical norms—Not referring someone in
a troubled marriage for couples therapy, accepting
personal counseling from a supervisor, and so on.

e Professional isolation—Not being willing to discuss
your decisions with professional colleagues.

The Marriage and Family Therapy License

In 1964, California created the marriage and family
therapy (MFT) license, and in 2009 Montana became the
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fiftieth state to offer an MFT license. This milestone added
to the legitimacy of the profession and opened doors for
inclusion in federal programs such as Substance Abuse
and Mental Health Services and the Veterans Adminis-
tration. Today MFT is one of the fastest growing mental
health disciplines, inclusion in more federal programs
is pending, and managed care panels are increasingly
accepting MFTs.

What does it take to obtain an MFT license? Though
requirements vary by state, plan on completing a master’s
degree that prepares you to work with couples and fami-
lies and includes approximately 500 hours of practicum
experience, followed by one or two years of postdegree
supervised clinical experience, and a state licensing exam.
Education and experience requirements vary from state to
state, and reciprocity is rarely granted; therefore, you must
take the licensing exam in whatever state in which you plan
to practice.

The MFT license is similar to licensed professional
counselors (LPCs) and licensed clinical social workers
(LCSW5s) in that a master’s degree is the terminal degree,
and in most states job opportunities and responsibilities are
similar. Working systemically with couples and families is
the main thing that sets the MFT apart from other master’s-
level licenses. The MFT license differs most from a license
in psychology. Licensure in psychology requires a doctoral
degree and extensive training in research and diagnostic
testing. Historically, doctoral-level psychologists have
been paid more and have had a wider range of job oppor-
tunities. The recent downturn in the economy has changed
this somewhat, and many agencies are now replacing psy-
chology positions with lower-paying master’s-level clini-
cians. It’s unclear whether this trend will continue, but at
present licensed MFTs have very good prospects in the
job market.

FAMILY THERAPY WITH SPECIFIC
PRESENTING PROBLEMS

Once, most family therapists assumed that their approach
could be applied to almost any problem. Today, it has
become increasingly common to develop specific tech-
niques for particular populations and problems.

The following are samples of special treatment
approaches for two frequently encountered clinical prob-
lems: marital violence and sexual abuse of children.
While we hope these suggestions will provide some ideas
for dealing with these difficult situations, remember that
responsible therapists recognize the limits of their exper-
tise and refer cases they aren’t equipped to handle to more
experienced practitioners.
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Marital Violence

The question of how to treat marital violence polarizes the
field like no other. The prevailing paradigm is to separate
couples, referring the offender to an anger management
program and treating the partner in a group for survivors
of domestic violence (Edleson & Tolman, 1992; Gondolf,
1995). Traditional couples therapy is seen as dangerous
because placing a violent offender and his or her abused part-
ner in close quarters and inviting them to address contentious
issues puts the abused partner in danger and provides the
offender with a platform for self-justification (Avis, 1992;
Bograd, 1984, 1992; Hansen, 1993). Treating the partners
together implies that they share responsibility for the vio-
lence and confers a sense of legitimacy on a relationship that
may be malignant.

The argument for seeing violent couples together
is that violence is the outcome of mutual provocation—
an escalation, albeit unacceptable, of the emotionally
destructive behavior that characterizes many relationships
(Goldner, 1992; Minuchin & Nichols, 1993). When couples
are treated together, violent partners can learn to recognize
the emotional triggers that set them off and take responsi-
bility for controlling their actions. Their mates can learn to
recognize the same danger signals and take responsibility
for ensuring their own safety.

Because few systemic therapists advocate treat-
ing couples together when the violence has gone beyond
pushing and shoving, some of the debate between advo-
cates of a systemic versus an offender-and-victim model
is between apples and oranges. Michael Johnson (1995)
argues that there are two types of partner violence in fami-
lies. The first type is patriarchal terrorism, which is part
of a pattern in which violence is used to exercise con-
trol over a partner. Patriarchal terrorism is frequent and
severe and tends to escalate over time. The second pattern
is common couple violence and doesn’t involve a pattern
of power and control. This violence erupts as a response
to a particular conflict, is more likely to be mutual, occurs
infrequently, and tends not to escalate. Nevertheless, many
feminist thinkers remain opposed to couples therapy when
any form of violence is present (Avis, 1992; Bograd, 1984;
Hansen, 1993).

In the absence of empirical evidence showing gender-
specific group treatment to be safer or more effective than
couples therapy (Brown & O’Leary, 1995; Feldman &
Ridley, 1995; Smith, Rosen, McColum, & Thomsen, 2004),
clinicians remain split into two camps when it comes to the
treatment of marital violence. Rather than choose between
attempting to resolve the relationship issues that lead to vio-
lence or concentrating on providing safety and protection

for the victims of violence, it’s possible to combine ele-
ments of both approaches—not, however, by doing tradi-
tional couples therapy.*

In working with violent couples, there must be no
compromise on the issue of safety. A therapist doesn’t have
to choose between maintaining therapeutic neutrality (and
focusing on relationship issues) and advocating on behalf
of the victim (and focusing on safety). It’s possible to pur-
sue both agendas. Relationship issues can be construed as
mutual, but the perpetrator must be held responsible for
the crime of violence. As Pamela Anderson said when her
husband Tommy Lee was arrested for domestic battery, “It
takes two people to start an argument, but it only takes one
to break the other one’s nose.”

In the initial consultation with a couple in which
there is a suspicion of violence, it’s useful to meet with the
partners together and then separately. Seeing the couple
together permits you to see them in action, while speaking
with the partners privately allows you to inquire whether
either of them has left out information about the level of
violence or other forms of intimidation to which she has
been subjected.5

Violent partners and battered mates trigger strong
reactions in anyone who tries to help them. When such
couples seek therapy, they are often polarized between
love and hate, blaming and feeling ashamed, wanting to
escape and remaining obsessed with each other. Thus,
it’s not surprising that professional helpers tend to react
in extremes: siding with one against the other, refusing
ever to take sides, exaggerating or minimizing danger,
treating the partners like children or like monsters—in
other words, splitting into good and bad, just like the
dynamics of the couples themselves. In order to form
an alliance with both partners, it’s important to convey
respect for them as individuals, even if you can’t condone
all of their actions.

To assess the level of violence, it’s important to ask
direct questions: “How often do conflicts between the two
of you end in some kind of violence?” “When did this hap-
pen most recently?” “What’s the worst thing that’s ever
happened?” It’s important to find out if any incidents have
resulted in injuries, if weapons have been used, and if one
partner is currently afraid.

“#The following guidelines draw heavily from the work of Virginia Goldner
and Gillian Walker, codirectors of the Gender and Violence Project at the
Ackerman Institute.

SDomestic violence is committed by women as well as men, but to avoid
having to keep writing “he or she” we will refer to violent partners as “he”
and abused mates as “she.”



In addition to assessing the level of violence, a thera-
pist must also evaluate the partners’ ability to work construc-
tively in therapy. Is the man willing to accept responsibility
for his behavior? Is he argumentative or defensive toward
his partner? Toward the therapist? Is the woman willing
to take responsibility for her own protection, making her
physical safety the first priority? Is the couple able to talk
together and take turns, or are they so emotionally reactive
that the therapist must constantly interrupt to control them?

If a therapist decides to treat the couple together,
it’s essential to establish zero tolerance for violence. One
way of doing this is to make therapy contingent on no
further episodes of physical aggression. Virginia Goldner
and Gillian Walker define the first couple of sessions as a
consultation to determine whether it’s possible to create a
“therapeutic safety zone” where issues can be confronted
without putting the woman in harm’s way. They use these
initial sessions to focus on the risk of violence and the
question of safety while reserving the right to terminate
the consultation and propose other treatment alternatives
if they feel the case is too volatile for couples therapy
(Goldner, 1998).

With most couples it’s useful to encourage dialogue
as a way of exploring how the partners communicate. But
violent couples tend to be emotionally reactive, and when
that’s the case, it’s better to have them take turns talking to
the therapist. The therapist should do everything possible
to slow them down and make them think.

One of the best antidotes to emotionality is to ask
for specific, concrete details. A good place to start is with
the most recent violent incident. Ask each partner for a
detailed, moment-to-moment description of what hap-
pened. Be alert for linguistic evasions (Scott & Straus,
2007). A violent man may describe his actions as the result
of his partner’s “provocation” or of “built-up pressures.”
Thus, it’s not he who hits his wife; it’s the pressures that are
the culprit. A more subtle form of evasion is for the violent
partner to describe the problem as his impulsivity. When
arguments escalate, he starts to “lose it.” In this formula-
tion the man’s impulsive actions are not a choice he makes
but an unavoidable consequence of emotions welling up
inside him.

To this kind of evasion a therapist might respond,
“When you say you start to ‘lose it,” let’s think about what
you mean. What happened inside you at that moment that
you felt justified in breaking your promise never to hit her
again?” The therapeutic task is to hold the man account-
able for his violence while also trying to understand him
in complex and sympathetic terms. This double agenda
is in contrast to either shaming the man, which will only
exacerbate his rage, or trying to understand the couple’s
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dynamics without also holding the man responsible for
his actions.

Once both partners have begun to take responsibil-
ity for their actions—he for choosing to control his vio-
lent impulses, she for taking steps to ensure her safety—it
becomes possible to explore the relationship issues that
lead to escalating emotional reactivity (Holtzworth-
Munroe, Meehan, Rehman, & Marshall, 2002). This does
not, however, mean that at a certain point a violent couple
can be treated just like any other couple. Exploring the
interactional processes that both partners participate in
should never be allowed to imply that both are equally
responsible for acts of violence.

When the couple is ready to explore relationship
issues, it should be possible to encourage dialogue so that
the therapist and couple can understand what transpires
when they try to talk with each other. This brings the rela-
tionship into the consulting room. It’s one thing to tell a
man he should leave before he gets too angry. It’s another
thing to actually observe the beginnings of emotional esca-
lation and ask him if he’s aware that he’s started to get
upset and interrupt his partner. It then becomes possible to
say, “This is the moment when you should leave.” At this
same point his partner can be asked if she has begun to feel
the first signs of tension and fear.

Taking time out is an almost universally employed
strategy in marital violence programs. Recognizing the
cues of escalating anger (racing heart, growing agitation,
standing up, pacing) and removing oneself from the situa-
tion before violence occurs is encouraged as a way to head
off destructive actions that the partners will later regret.
Saying, “I’'m feeling angry (or scared), and I'm going to
take a time-out” helps distinguish this safety device from
simply refusing to talk. Each partner must be responsible
for his or her own time-outs. Telling the other person to
take a time-out is not allowed, nor is trying to stop the other
from leaving.

Although eliminating the escalating aggressive inter-
actions must be the first priority, couples should also learn
more constructive methods of addressing their differences.
Here, there is a paradox: Violent partners must learn to
control their behavior, but it is counterproductive to stifle
their resentments and complaints. In fact, it is precisely this
kind of suppression that leads to the emotional buildups
that result in violent explosions. Moreover, an individual
who resorts to violence with a partner is usually a weak
person—weak in the sense of not knowing how to articu-
late feelings in a way the partner can hear. Thus, in helping
couples learn to negotiate their differences, it is essential
to ensure that both partners learn to speak up and listen to
each other.
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Sexual Abuse of Children

When treating a family in which a child has been sexually
abused, the primary goals are first to ensure that the abuse
does not recur and second to reduce the long-term effects
of the trauma (Trepper & Barrett, 1989). As with marital
violence, treatment of sexual abuse tends to fall into one of
two categories: (1) a child-protective approach, which can
undermine the integrity of the family or (2) a family systems
approach, which can fail to protect the child. We recom-
mend supporting the family while at the same time protect-
ing the child. When these goals seem incompatible—for
example, when a father has raped his daughter—protecting
the child should take precedence.

Assessment of sexual abuse is often complicated by
conflicting stories about what happened (Campbell, Cook,
LaFleur, & Keenan, 2010; Herman, 1992). A father may say
that touching his daughter’s labia was accidental, whereas
the daughter may report that this has happened more than
once and that she experiences it as abusive. A grandfather
may claim that his caressing of his grandson is perfectly
innocent, while the district attorney may file charges of
indecent assault. A child-protective worker may believe
that a mother is tacitly supporting her husband’s abuse of
her child, while a family therapist may see a mother who
is doing her best to save her marriage. Such discrepancies
are best resolved by social and legal agencies.

The first priority is restricting unsupervised access to
children for the offender. Next a careful assessment should
be made to uncover other possible incidents of abuse or
patterns of inappropriate sexual expression (Furniss, 1991).
The offender must take responsibility for the behavior and
receive appropriate treatment for his or her actions (which
may include legal punishment). Often these measures
will have already been taken by a child-protective agency
before a family is referred for therapy.

One of the goals of therapy should be to establish a
support system to break through the isolation that facili-
tates sexual abuse and inhibits disclosure. For this reason
many programs favor a multimodal approach that includes
individual, group, and family sessions (Bentovim, Elton,
Hildebrand, Tranter, & Vizard, 1988; Ramchandani &
Jones, 2003; Trepper & Barrett, 1989). Family sessions
should be geared toward increasing support for the victim-
ized child, which may entail strengthening the parental unit.

When a child is the victim of sexual abuse, social
control agents may have to step in to protect the child,
which can involve taking over what might be considered
parental responsibilities. In the long run, however, it is the
family who will be responsible for the child. Therefore,
supporting the parents in developing appropriate ways of

carrying out their responsibilities, rather than taking over
for them, is usually in the best interests of the child.

In cases where a parent or stepparent is sent to jail
for sexual crimes against his or her children, part of a
therapist’s job is to help the family draw a boundary that
excludes the offender. The same is true if the children
are taken out of the home and sent to live with relatives
or foster parents. Subsequently, however, if reunion is
planned, therapy involves gradually reopening this bound-
ary through visits and phone calls, which gives the family
and therapist the opportunity to work together to improve
the family’s functioning.

One of the keys to helping resolve the trauma of abuse
is to give the child a safe forum to explore his or her com-
plex and often ambivalent feelings about what happened.
In addition to feeling violated and angry, the child may feel
guilty about getting an adult in trouble. Often a child will
secretly blame the other parent, usually the mother, for not
preventing the abuse. And finally, the child may fear that
his or her mother’s dependence on the abuser might result
in his return, leaving the child again vulnerable to abuse.

A combination of individual and conjoint sessions
helps make it safe to talk about feelings. Meeting first with
the nonoffending parent (or parents) allows the parents to
describe what happened and to express feelings about the
abuse without having to edit what they say because the
child is present.® Among the mother’s complex feelings
will surely be rage and a sense of betrayal. But a part of her
may still love the abuser and miss him if he’s been sen-
tenced. She may also feel guilty for not having protected
her child. It’s important to make it safe for her to share all
of these feelings.

When first meeting with a mother and abused daugh-
ter, it’s reassuring to say that although they will probably
eventually want to talk about the abuse, it’s up to them to
choose where to start. It’s also helpful to give parents and
children the choice of how much to talk about the abuse
and whether to do so first in an individual session or con-
jointly. If children choose to discuss their feelings privately,
they should be reassured that it’s up to them to decide what
they later want to share with their parents.

When meeting with abused children, it’s helpful to
explain that the more they talk about what happened, the
less troubling their feelings are likely to be. However, it’s
essential to let them decide when and how much to open
up. Abused children need to recover a sense of control over
their lives (Sheinberg, True, & Fraenkel, 1994).

®For the sake of simplicity, the following discussion will assume the
common instance of a stepfather as abuser and a mother and her abused
daughter as clients.



When family members talk about their feelings, it’s
wise to keep in mind that feelings don’t come in either/or
categories. One way to help make it safe for them to talk
about complex and even contradictory emotions is to use
the metaphor of parts of the self (Schwartz, 1995). Thus,
an abused child might be asked, “Does part of you think
your mother should have figured out what was happen-
ing?” Likewise, a mother might be asked, “Does part of
you miss him?”

One problem with meeting privately with a child is
that doing so creates secrets. At the end of a private session,
it’s helpful to ask the child what she wants to share with her
family and how she wants to do it. Some children ask the
therapist to take the lead in opening up some of what they
want their mothers to understand but find it hard to talk about.
Finally, although it’s important to help children voice any
thoughts they may have about feeling guilty for what hap-
pened, after exploring these feelings, abused children need
to hear over and over that what happened was not their fault.

Working with Managed Care

Rarely has a profession undergone such upheaval as mental
health providers experienced with the advent of managed
care. Practitioners used to making decisions based on their
own clinical judgment were now told by the managed care
industry which clients they could see, which treatments to
apply, what they can charge, and how many sessions they
could offer. Professionals taught to maintain confidentiality
in their dealings with clients found themselves negotiating
with anonymous strangers over the telephone.

Now several decades into its existence, the managed
care industry is coming to terms with two important facts.
First, while practitioners’ mandate is still to contain costs,
their ultimate responsibility is to see that clients receive
effective treatment. Second, despite what once seemed to
be a built-in adversarial relationship with practitioners,
industry case managers are discovering something that cli-
nicians should also come to terms with: Both sides profit
when they begin to work in partnership.

The key to succeeding in a managed care environ-
ment is to get over the sense that the case manager is your
enemy. Actually, for those who learn to collaborate effec-
tively with managed care, case managers can be the best
source of referrals.

Learning to work with managed care should begin
as early as planning your education. Most managed care
companies accept licensed practitioners from all major
mental health disciplines, though some only accept cer-
tain degrees on their preferred provider lists. So, just as it’s
prudent to take state licensing requirements into account
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when planning a postgraduate education, it’s also wise
to consider the requirements of the major managed care
companies. Moreover, because most companies require
at least three years of postdegree experience, it’s a good
idea to begin your career in a supervised agency. Work-
ing in a public agency almost invariably includes regular
internal and external oversight and the opportunity not only
to refine clinical practices but also to document them in
effective ways.

In areas with a high concentration of mental health
providers, it may be necessary to market your skills in order
to be selected as a managed care provider. Case managers
are always looking for practitioners who can make their
jobs easier. Showing willingness to accept crisis referrals
and work with difficult cases (e.g., people with borderline
personality disorder, chronic and multiproblem clients),
being accessible, and having specialized expertise help
make therapists attractive to managed care companies.

Once you have the opportunity to become a pro-
vider, remember to work with case managers, not against
them. Managed care companies maintain databases that
include information such as the average number of ses-
sions a professional provides to each client. Outliers who
use a significantly greater number of sessions per client
are warned, and referrals often decrease. Treatment plans
that include clear, measurable objectives are probably the
most helpful but most often poorly executed component of
clinical documentation. Paperwork can be frustrating, but
keep in mind that case managers have feelings too—and
they have memories.

Case managers appreciate getting succinct and
informative reports. When challenged, some therapists
fall back on justifying their requests by saying, “It’s my
clinical opinion.” Being asked to justify their conclusions
makes some practitioners angry. They feel they are doing
their best for their clients, and they’re not used to having
someone looking over their shoulder. Get used to it. If you
use sound clinical judgment, you should be able to provide
reasons for your recommendations.

If you can’t reach agreement with a case manager,
don’t lose your temper. If you can’t be friendly, don’t be
hostile. Follow the grievance procedure. Do the required
paperwork, and submit it on time. Write concise, well-
defined treatment plans. Return phone calls promptly.

Being successful in the current healthcare climate
means developing a results-oriented mind-set. If you’re
trained in solution-focused therapy, by all means say so, but
don’t try to pass yourself off as something you’re not. Call-
ing yourself “eclectic” is more likely to sound fuzzy than
flexible. Your goal is to establish a reputation for working
within established time limits—and getting results.
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On March 23, 2010, President Obama signed the
Affordable Care Act, often referred to as Obamacare. The
goal of the Affordable Care Act is to enhance the quality of
healthcare by lowering costs, increasing provider account-
ability, and making health insurance available to everybody
in the United States. The feasibility of these goals and the
mechanisms for achieving them have been bitterly divisive
political issues, and as a result the Affordable Care Act
has changed considerably since it was signed into law. It
is unclear how this law will affect mental health delivery,
but it will likely make mental health services available to a
much wider group of clients. The bill’s primary impact—
that people can no longer be denied health insurance or
charged more based on a preexisting mental illness—will
mean that an increased number of individuals will have the
means to seek mental healthcare. If you work in a hospital
or agency that serves a low-income population, it is antici-
pated that you will treat more people with severe problems
than in the past due to their increased access to healthcare
(Rasmussen, 2013). How the Affordable Care Act will
affect private practice is still unclear.

Community Mental Health

For many families seeking help, one 50-minute session per
week in a therapist’s office is not the best solution. Perhaps
their work schedule complicates treatment, or maybe they
don’t have adequate insurance or child care. Others may
have needs broader than one therapist can meet, such as
medication management or housing needs. Recognizing
that families have diverse needs, many communities have
established community mental health programs designed
to provide “wrap-around” care. Such programs typically
involve a team of mental health professionals, including
psychiatrists (for medication management), therapists (for
handling family relationships and individual functioning),
social workers (for helping meet the physical needs of the
family, such as food and housing), and case workers coor-
dinating everyone’s efforts.

The comprehensive nature of treatment allows a
family to make meaningful, lasting changes. They may
not only increase their differentiation or form a healthier
family structure but also get help finding a job, paying
their rent, and managing the biological aspects of their
mental health. A solo practitioner simply cannot do all
of that. That said, community mental health is not with-
out its challenges. It can be hard enough to get all fam-
ily members headed in the same direction, much less get
the entire treatment team coordinated as well. Without
healthy communication and clearly defined and respected
roles, treatment team members can fall into the trap of
pushing their agenda at the expense of others’. This is an

especially easy trap to fall into if family members are tri-
angulating treatment team members against one another.
Frequent treatment team meetings, open and respectful
discussion, and clear boundaries characterize the most
effective community mental health teams.

Fee-for-Service Private Practice

Managed care radically changed the face of private prac-
tice. While prior to the advent of managed care, most thera-
pists were willing to sign insurance forms to allow their
clients to be reimbursed, many were unwilling to accept the
increased documentation and lower reimbursement rates
under managed care. These constraints drove many thera-
pists out of private practice and into agency work. Some
practitioners, however, continued their private practices but
now insisted their clients pay 100 percent of their fees out
of pocket.

Many well-established therapists continue to thrive in
fee-for-service practices, but it has become difficult (nearly
impossible in some markets) to begin a private practice
and attract cash-paying clients. The Affordable Care Act is
expected to further erode the pool of fee-for-service clients
because many previously uninsured people will now have
insurance and therefore be eligible to be treated by thera-
pists accepting managed care. Furthermore, the Affordable
Care Act stipulates that people with a Flexible Spending
Account (which allows enrollees to set aside pretax money
to pay for uncovered medical expenses such as therapy) are
allowed to allocate only a limited amount of money per
year, which could affect the length of time people remain in
treatment. Nevertheless, given that the Affordable Care Act
is changing rapidly as it rolls out, it is difficult to anticipate
how, if at all, it will affect practitioners wishing to establish
a private practice.

Despite these uncertainties, there will always be
some people in every community who are willing to pay
out of pocket for high-quality, truly confidential mental
health services. The challenge for a practitioner wanting
to establish a private practice is to learn how to position
him- or herself in the marketplace to attract these clients.
Although doing so requires business savvy you don’t typi-
cally learn in graduate school, establishing and maintaining
a fee-for-service practice is nevertheless possible in most
metropolitan areas and can be very rewarding.

Your reputation is your most valuable asset for build-
ing a fee-for-service practice. Do all you can to establish
and maintain a solid reputation; once it is established,
your practice will be essentially self-perpetuating. A good
reputation starts with your training and skills. The best
investment you can make in your career is some form of
advanced training after you obtain your graduate degree.



Attendance at a training institute or taking a yearlong
externship will go a long way to helping you master your
craft. A series of workshops can stimulate and enhance the
skills of experienced practitioners, but it cannot substitute
for a protracted immersion in the approach of your choice.
Developing a specialty and providing training in that spe-
cialty can also help cement your reputation.

Attending networking meetings with other therapists
is also helpful. Networking sessions can be a great place to
meet a private practice mentor who can show you the ropes
in your local marketplace. Most communities have a core
of successful private practitioners, and many are willing
to mentor someone who seems to have something to offer.
Approach these mentors with an attitude of “How can |
help you?” rather than “How can you help me?” Offer to
assist with marketing, practice management, and so on in
exchange for advice and counsel instead of simply asking
them to help you. Many states allow prelicensed therapists
to work under the supervision of a therapist in private prac-
tice, which is ideal because once you are licensed, you will
have developed your own caseload.

Marketing is also important to spreading your
reputation and establishing a successful private practice.
If you have a specialty, be sure to network with related
professionals. If you work with couples struggling with
infertility, be sure to take the local infertility doctors
to lunch and bring their office staff coffee. Same with
divorce lawyers if you work with divorce-related issues;
churches if you focus your practice on a particular reli-
gious tradition; and so forth. Offering to give lectures or
workshops at local schools or other service organizations

Conclusion

Getting a whole family to come in; developing a systemic
hypothesis, pushing for change; knowing when to termi-
nate; being sensitive to ethnicity, gender, and social class;
building a practice or working with managed care—there’s
a lot to learn, isn’t there? Yes, and it takes time. But some
things you can’t learn, at least not from books.

Personal qualities, such as sincere concern for other
people and dedication to making a difference, are also
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in, say, parenting or communication skills is another use-
ful way to attract clients.

Building and maintaining an attractive website is
vitally important in today’s market. Once you have a web-
site, search for relevant keywords (e.g., “couples therapy,”
“anxiety,” or whatever is relevant to your practice), and
make sure you're doing what is necessary to get your web-
site at or near the first page of the search results. It is inex-
pensive and relatively easy to create a website yourself, or
you can use a company devoted to writing, building, and
promoting websites for therapists.

Many therapists spend a lot of energy promoting
their practices on social media. Very few, however, have
built their practices on social media. Most potential cli-
ents search for therapists online rather than on social
media, so don’t make the mistake of putting all your time
and money into building a social media presence at the
expense of building a website and establishing a profes-
sional network.

A successful private practice requires management
of income and expenses. An ideal office is one that allows
you to keep overhead low while still projecting compe-
tence. Check the fees of local therapists to determine what
you should charge for your services. Pricing your services
too high, particularly if you are new to the market, will take
longer to build your practice. Many clinicians start in the
middle and move up over time.

In most markets if a therapist stays clinically up to
date, builds a strong reputation, markets effectively, keeps
overhead low, is priced right, and can be patient, he or she
can establish a successful private practice.

important. Techniques may be the tools, but human quali-
ties are what distinguish the best therapists. You can’t be an
effective therapist without learning how to intervene, but
without compassion and respect for people and their way
of doing things, therapy will remain a technical operation,
not a creative human endeavor.

MyLab Helping Professions: Family Therapy

Video Example 3.1 This therapist describes the value of constructing a genogram of the family in establishing a
foundation for effective family therapy? How would a genogram help this client in beginning family therapy?

Video Example 3.2 This is a termination session with a woman in therapy who was attempting to stop using drugs so
she could get her son back. What does the therapist do to help the client understand her progress?
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Video Example 3.3 This beginning therapist is experiencing a clash in values with her client. What do you learn from

the supervisor about navigating ethical dilemmas?

Video Example 3.4 This therapist discusses challenges of treating clients under managed care. How can the challenges
she raises inform your choices as you start your career as a therapist?

Chapter Review 3.1 Assess your understanding of this chapter’s content.

In the Topic 4 Assignments: Assessment and Treatment Planning in Couple and Family Therapy, try Application
Exercise 4.1: Applying Systemic Perspectives During the Assessment and Case Conceptualization Processes.

Then, in the Topic 5 Assignments: History, Context, and Roles of Couple and Family Therapists, try Application
Exercise 5.2: Roles and Settings of Marriage and Family Counseling.
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CHAPTER

Bowen Family Systems Therapy

An Intergenerational Approach to Family Therapy

Learning Outcomes

e Describe the evolution of Bowen family systems
theory.

e Describe the main tenets of Bowen family systems
theory.

e Describe healthy and unhealthy family
development from a Bowen family systems
theory perspective.

are products of their context, but they limited their

focus to the nuclear family. Yes, our actions are
influenced by what goes on in our families. But what are the
forces, past and present, that mold those influences? What
makes a husband distance himself from his family? What
makes a wife neglect her own development to manage her
children’s lives? Murray Bowen sought answers to such ques-
tions in the larger network of extended family relationships.

According to Bowen, human relationships are
driven by two counterbalancing life forces: individuality
and rogetherness. We need companionship, and we need
independence. What makes life interesting—and frustrat-
ing—is the tendency for those needs to polarize us. When
one individual presses for connection, the other may feel
crowded and pull away. As time goes by, the pursuit of one
and withdrawal of the other drives the pair through cycles
of closeness and distance.

How successfully people reconcile these two polarities
of human nature depends on their ability to manage emo-
tionality or, to use Bowen’s term, their differentiation of self.
More about this later.

While no one doubts the formative influence of the
family, many people imagine that once they leave home,
they are grown-up, independent adults, free at last of their
parents’ control. Some people take it as a sign of matu-
rity to separate from their parents. Others wish they could
be closer but find visits painful, and so they stay away to
avoid disappointment. Once out of range of the immediate
conflict, they forget and deny the discord. But our families

The pioneers of family therapy recognized that people

e Describe the clinical goals and the conditions
necessary for meeting those goals from a Bowen
family systems theory perspective.

e Discuss and demonstrate the assessment and inter-
vention techniques of Bowen family systems theory.

¢ Discuss methods for evaluating Bowen family
systems theory.

remain with us wherever we go. As we will see, unresolved
emotional reactivity to our parents is the most important
unfinished business of our lives.

SKETCHES OF LEADING FIGURES

Murray Bowen’s interest in the family began when he was a
psychiatrist at the Menninger Clinic in the late 1940s. Turning
his attention to the enigma of schizophrenia, Bowen was
struck by the exquisite emotional sensitivity between patients
and their mothers. Others called it symbiosis, as though it
were some kind of mutation. Bowen saw it as simply an exag-
geration of a natural process, a more intense version of the
tendency to react emotionally that exists in all relationships.
In 1954 Bowen moved to the National Institute of
Mental Health (NIMH), where he initiated a project of
hospitalizing entire families containing a member with
schizophrenia. What he found was that the volatile bond
between mothers and their emotionally disturbed offspring
inevitably involved the whole family. At the heart of the
problem was anxious attachment, a pathological form of
closeness driven by anxiety. In these troubled families,
people were emotional prisoners of the way the others
behaved. The hallmark of these emotionally stuck-together,
or fused, relationships was a lack of personal autonomy.
When the NIMH project ended in 1959 and Bowen
moved to Georgetown University, he began working with
families whose problems were less severe. What he dis-
covered were many of the same mechanisms he had
observed in families that included members with psychosis.
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Murray Bowen's extended
family systems model is the
most comprehensive theory
in family therapy.

Photo Courtesy of The Bowen Center for

the Study of the Family

This convinced him that all families vary along a contin-
uum from emotional fusion to differentiation.

During his 31 years at Georgetown, Bowen devel-
oped a comprehensive theory of family therapy, inspired an
entire generation of students, and became an internation-
ally renowned leader of the family therapy movement. He
died after a long illness in October 1990.

Among the most prominent of Bowen’s students
are Philip Guerin and the late Thomas Fogarty, who
joined in 1973 to form the Center for Family Learning
in New Rochelle, New York. Under Guerin’s leadership,
the Center for Family Learning became one of the major
centers of family therapy training. Guerin is a laid-back,
virtuoso therapist and teacher, and two of his books, The
Evaluation and Treatment of Marital Conflict and Working
with Relationship Triangles, are among the most useful in
all the family therapy literature.

Philip Guerin’s applications
of Bowen theory have
produced some of the most
sophisticated clinical books
in family therapy.

Courtesy of Psychotherapy Networker

Betty Carter and Monica McGoldrick are best
known for their exposition of the family life cycle (Carter
& McGoldrick, 1999) and for championing feminism in
family therapy. Michael Kerr was a longtime student and
colleague of Bowen’s and the director of training at the
Georgetown Family Center. Kerr is perhaps the most faith-
ful advocate of all Bowen’s students, as his brilliant account
of Bowenian theory in the book Family Evaluation (Kerr &
Bowen, 1988) richly demonstrates. Kerr is now director of
the Bowen Theory Academy in Islesboro, Maine.

THEORETICAL FORMULATIONS

Family therapy’s pioneers were pragmatists, more con-
cerned with action than insight, more interested in tech-
nique than theory. Bowen was the exception. He was
always more committed to systems theory as a way of
thinking than as a set of interventions.

According to Bowen, we have less autonomy in
our emotional lives than we like to think. Most of us are
more emotionally reactive to one another than we realize.
Bowen’s theory describes how the family, as a multigen-
erational network of relationships, shapes the interplay
of individuality and togetherness using eight interlocking
concepts (Bowen, 1966, 1976; Kerr, 2000): differentia-
tion of self, triangles, nuclear family emotional process,
Sfamily projection process, multigenerational transmission
processes, emotional cutoff, sibling position, and societal
emotional processes.

CASE STUDY: ROBERT AND BECKY, PART 1

Robert and Becky were a professional couple in their late thirties
who sought therapy to address Robert’s drinking. Robert drank a
bottle of wine every night after work and would drink to excess
the few times each month the couple went to a party. Robert
had been laid off from his computer technology job during an
economic downturn, and he had struggled to find another job in
his field. As much as he hated being unemployed, part of him had
grown accustomed to all the free time. However, his confidence
had taken a big hit during his months of unemployment, and he
tried to drown his feelings of inadequacy by drinking, which only
made him feel worse about himself.

Becky had tried to hold things together by increasing her
hours at work and reducing her spending, but it didn't take
long for her to grow impatient with Robert’s “giving up too
easily” and turning to the bottle for comfort. A cycle developed
in which Becky would notice that Robert had been drinking,
she would tell him to get himself together, and Robert would
feel ashamed (especially when Becky called him a quitter and
a loser). Robert would promise to quit drinking, which he did,
until the next time. Deception became the new norm as Robert
became more and more secretive about his drinking. He even
kept a bottle of cranberry juice (which Becky disliked) heavily
laced with vodka in the refrigerator.

Becky had become so frustrated that when Robert got
his new job, she had a breathalyzer installed in his car that
would not allow him to start the car unless he was sober. She
didn't trust him anymore, and the truth was he wasn't very
trustworthy. Their marriage was close to ending when they
finally sought help.

Questions to Consider

e What principles of Bowen family systems theory might
apply to this couple, and how?



e What questions would you ask this couple as you
constructed their genogram?

e What patterns might you expect to see in their families
of origin? How did these problems emerge between
Robert and Becky?

e According to Bowen, what function did Robert’s
drinking serve?

e How might you describe Robert’s and Becky's respective
levels of differentiation?

Differentiation of Self

The cornerstone of Bowen’s theory is both an intrapsychic
and an interpersonal concept. Roughly analogous to ego
strength, differentiation of self is the capacity to think and
reflect, to not respond automatically to emotional pressures
(Kerr & Bowen, 1988). It is the ability to be flexible and
act wisely, even in the face of anxiety.

Undifferentiated people are easily moved to emotion-
ality. Their lives are ruled by reactivity to those around
them. A differentiated individual is able to balance thinking
and feeling: capable of strong emotion and spontaneity but
also possessing the self-restraint that comes with the ability
to resist the pull of emotionality.

In contrast, undifferentiated people tend to react
impetuously—submissively or defiantly—toward others.
They find it difficult to maintain their own autonomy, espe-
cially around anxious issues. Asked what they think, they
say what they feel; asked what they believe, they repeat
what they’ve heard. They agree with whatever you say, or
argue with everything. Differentiated people, on the other
hand, are able to take stands on issues because they’re able
to think things through, decide what they believe, and then
act on those beliefs.

Emotional Triangles

Take a minute to think about the most troublesome rela-
tionship in your life. That relationship almost certainly
involves one or more third persons. Virtually all relation-
ships are shadowed by third parties—relatives, friends,
even memories.

What drives triangles is anxiety (Guerin, Fogarty,
Fay, & Kautto, 1996). As anxiety increases, people experi-
ence a greater need for emotional closeness—or, to avoid
pressure, a greater need for distance. The more people are
driven by anxiety, the less tolerant they are of one another
and the more they are polarized by differences.

When two people have problems they are unable to
resolve, they get to the point where it’s hard to talk about cer-
tain things. Why go through all that aggravation? Eventually
one or both partners will turn to someone else for sympathy.
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Or the conflict will draw in a third person trying to help. If
the third party’s involvement is only temporary or pushes the
two people to work out their differences, the triangle doesn’t
become fixed. But if, as often happens, the third person stays
involved, the triangle becomes a part of the relationship.

The involvement of a third party decreases anxiety
in the twosome by spreading it through three relationships.
Thus, for example, a wife upset with her husband’s distance
may increase her involvement with the children. What
makes this a triangle is diverting energy that might other-
wise go into the marriage. The wife’s spending time with
her daughter may take pressure off her husband; however,
it also decreases the likelihood that the husband and wife
will develop interests they can share—and it undermines
the daughter’s independence.

A group of three isn’t necessarily a triangle. In a
healthy threesome, each pair can interact independently;
each person has options for his or her behavior; and each
can take a position without trying to change the other
two. In a triangle, on the other hand, each pair’s interaction
is tied to the behavior of the third person; each person
is driven by reactive emotion; none of them can take a
position without feeling the need to change the other
two; and each individual is entangled in the relationship
between the other two. Picture a rubber band around
three people who can’t allow it to drop. It constrains their
movement such that if two people get closer, the third
must move farther away.

Some triangles seem so innocent that we hardly
notice them. Most parents can’t resist complaining to
their children about each other. “Your mother’s always
late!” “Your father never lets anyone else drive!” These
interchanges may seem harmless, but what makes trian-
gles problematic is that they have a tendency to become
habitual.

Triangulation lets off steam but freezes conflict in
place. It isn’t that complaining or seeking solace is wrong,
but rather that triangles become diversions that undermine
relationships.

Nuclear Family Emotional Process

When things go wrong in a family—when its members are
faced with heightened, prolonged levels of stress—Bowen
said this stress will always manifest in one of four dysfunc-
tional patterns. The first is marital conflict, which occurs
when each spouse gets so anxious that he or she starts
blaming and trying to control the other rather than contain-
ing that anxiety and using it to solve the problem at hand.
Second, one spouse can focus her or his anxieties on
the other spouse, pressuring that individual to act or feel
certain ways. If the pressured spouse accommodates, this
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leads to dysfunction in one spouse. Once the low-power
spouse gives up and accommodates to anxieties of the dom-
inant spouse, the low-power spouse’s anxiety increases,
giving space for all sorts of different symptoms to arise.

In other families the marriage isn’t the casualty
as much as impairment in one or more children. Parents
often relieve their anxiety by over-emphasizing or creating
problems in their children. Bowen noted that while all
children are affected by the family’s anxiety, typically one
child bears the brunt of the parent’s or parents’ projected
anxiety. This child ends up being more sensitive to the
anxieties of his or her parents. While each child’s anxiety
may manifest differently—depression for one, or an eating
disorder for another—the function is the same: to absorb
the family’s anxiety until the family moves to a higher level
of differentiation.

The fourth dysfunctional pattern common to
distressed families is emotional distancing. Rather than
drawing closer to one another through enmeshment and
fighting as in the previous three examples, some families
choose to regulate anxiety by avoiding one another as much
as possible.

Family Projection Process

While nuclear family emotional process describes the
patterns through which anxiety manifests in families,
family projection process describes the specific process
through which these patterns are formed. It refers to the
means of transmission of anxiety from parents to children.
How do parents teach their children to have a heightened
need for approval and praise? Or to believe everyone else
is responsible for their well-being? Bowen claimed that
parents project their anxiety onto their children through a
three-step process (Kerr, 2000):

1. The parent over-focuses on a child, believing some-
thing is wrong with him or her regardless of whether
that is really the case.

2. The child behaves in a way that confirms the parent’s
fear that something is indeed wrong with the child
(and many anxious parents are willing to stretch the
bounds of their imagination to discover behavior that
justifies their continued focus).

3. The parent then treats the child as if there really were
something wrong with him or her.

The end result of these three steps is often a child
who believes something is wrong with her or him and ends
up embodying whatever symptom is required to maintain
a good relationship with the parent(s). This child ends
up being more vulnerable to the pressures and opinions
of others. One of us (SD) recalls a family therapy session

in which a mother was being asked about symptoms of
a recent panic attack. By the end of the assessment, her
teenage son, with whom the mother was deeply enmeshed,
was experiencing a panic attack. This lack of differentia-
tion and embodiment of symptoms is the sad duty of the
triangulated child.

Multigenerational Emotional Processes

Emotional forces in families operate over the generations
in interconnected patterns. Bowen originally used the term
undifferentiated family ego mass to describe excessive
emotional reactivity, or fusion in families. If you know
someone who overreacts to what you’re trying to say, then
you know how frustrating it can be to deal with emotionally
reactive people.

Lack of differentiation in a family produces reactive
children, which may be manifest as emotional over-
involvement or emotional cutoff from the parents, which
in turn leads to fusion in new relationships—because
people with limited emotional resources tend to project
all their needs onto each other. Because this new fusion is
unstable, it’s likely to produce one or more of the following:
(1) emotional distance, (2) physical or emotional dysfunction,
(3) overt conflict, or (4) projection of problems onto children.
The intensity of these problems is related to the degree of
undifferentiation, extent of emotional cutoff from families
of origin, and level of stress in the system.

A common case is when a husband who is emo-
tionally reactive to his family keeps his distance from his
wife. This predisposes her to focus on her children. Kept
at arm’s length by her husband, she becomes anxiously
attached to the children, usually with greatest intensity
toward one child. This might be the oldest son or daugh-
ter, the youngest, or perhaps the child most like one of the
parents. This isn’t caring concern; it’s anxious, enmeshed
concern. Because it relieves his own anxiety, the husband
may accept his wife’s over-involvement with the children,
reinforcing their entanglement and his distance.

The more a mother focuses her anxiety on a child,
the more that child’s functioning is stunted. This imma-
turity encourages the mother to hover over the child,
distracting her from her own anxieties but crippling the
child emotionally.

In every generation the child most involved in the
family’s fusion moves toward a lower level of differentiation
(and chronic anxiety), while the least involved child moves
toward a higher level of differentiation (and less anxiety).

Parents who anxiously intrude their concerns on
their children leave them little choice but to conform or
rebel. Instead of learning to think for themselves, such
children function in reaction to others. When these children



leave home, they expect to become authors of their own
lives. They’re not going to turn out like their parents!
Unfortunately, our inheritance usually catches up with us.

Emotional Cutoff

Emotional cutoff describes how some people manage
anxiety in relationships. The greater the fusion between
parents and children, the greater the likelihood of a cutoff.
Some people seek distance by moving away; others do so
emotionally by avoiding intimacy or insulating themselves
with the presence of third parties. Michael Nichols (1986)
describes how some people mistake emotional cutoff for
maturity:

We take it as a sign of growth to separate from
our parents, and we measure our maturity by
independence of family ties. Yet many of us

still respond to our families as though they were
radioactive. Only one thing robs Superman of his
extraordinary power: kryptonite, a piece of his
home planet. A surprising number of adult men
and women are similarly rendered helpless by
even a brief visit from their parents. (p. 190)

Sibling Position

Bowen noticed that a child’s birth order had a predictable
influence on his or her personality development.
Specifically, oldest siblings tend to be more comfortable in
leadership roles, whereas younger siblings tend to be more
comfortable as followers. Middle children typically adopt
attributes of both, depending in part on family dynamics
and native temperament. None of these traits are better than
the other, but they do have implications for relationship
pairings. Specifically, adult relationships defined by birth
order complementarity tend to be more stable than those
defined by similarity. For example, the marriage of two
older siblings may be marked by a struggle for power and
control, with the kids being placed in the middle and their
differentiation suffering as a result. If two younger siblings
marry, the family may drift along without a clear leader.
Both extremes can add considerably to the level of anxiety
in the family, thus making it likely that family members will
develop low differentiation. The ideal marriage, according
to Bowen, is between a youngest and oldest, both of whom
are comfortable in their stereotypical birth order roles as
children.

Chances are you know of exceptions to the birth
order personality traits Bowen described. Bowen noted
that the concept of differentiation explains some of these
exceptions (Kerr, 2000). For example, if a father projects
his anxieties about being successful onto his oldest child,
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constantly pressuring her or him to succeed without provid-
ing adequate support, that child is likely to be paralyzed
with anxiety and indecision. He or she may reactively push
back or fold under the pressure of others’ expectations. Or
if a younger child is doted on too much by a mother reluc-
tant to let her baby grow up, that child is likely to expect
others to take responsibility for her or his well-being.

There is, of course, nothing that can be done about
one’s birth order. It can be helpful, though, to realize
the impact your birth order has on your personality
development. Doing so can free you from reactively living
out a role when more flexibility may be helpful.

Societal Emotional Process

Bowen anticipated the contemporary concern about social
influence on how families function. Kerr and Bowen
(1988) cite the example of the high crime rate that results
in communities with great social pressure. Bowen agreed
that sexism and class and ethnic prejudice are toxic social
emotional processes, but he believed that families with
higher levels of differentiation were better able to resist
these destructive social influences.

To the theoretical concerns of Bowenian therapists,
Monica McGoldrick and Betty Carter added gender and
ethnicity. These feminist Bowenians believe that ignoring
gender inequalities helps perpetuate the forces that keep
men and women trapped in inflexible roles. Moreover, they
might point out that the previous sentence is inaccurate in
implying that men and women alike are victims of gender
bias. Women live with constraining social conditions and
with men who profit from them—men who may not feel
powerful with their wives and mothers but who take for
granted social advantages that make it easier for men to
get ahead in the world.

McGoldrick has also been a leader in calling attention
to ethnic differences among families. Her book Ethnicity
and Family Therapy (McGoldrick, Pearce, & Giordano,
1982) was a landmark in family therapy’s developing
awareness of this issue. Without being sensitive to how

Betty Carter was a highly
respected Bowenian
therapist and a forceful
advocate for gender
equality.

Courtesy of Family Institute of Family

Westchester
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cultural values differ from one ethnic group to the next,
there is a danger of therapists imposing their own ways of
looking at things on families who aren’t dysfunctional but
simply different.

FAMILY DYNAMICS

Bowen’s theory is perhaps the richest in all of family ther-
apy in terms of explaining how families work—and how
they get off track. Careful readers will discover that the
following principles can help us take charge of our own
lives. Because, of course, blaming other people for your
life’s difficulties leads nowhere.

Normal Family Functioning

Optimal development is thought to take place when family
members are differentiated, anxiety is low, and partners are in
good emotional contact with their own families. Most people
leave home in the midst of transforming relationships with
their parents from an adolescent to an adult basis. Thus the
transformation is usually incomplete, and most of us, even
as adults, continue to react with adolescent oversensitivity to
our parents—or anyone else who pushes the same buttons.

Normally, but not optimally, people reduce contact
with their parents and siblings to avoid the anxiety of deal-
ing with them. Once out of the house and on their own,
people tend to assume that they’ve put the old difficulties
behind them. However, we all carry unfinished business in
the form of unresolved sensitivities that flare up in intense
relationships wherever we go. Having learned to ignore
their role in family conflicts, most people are unable to
prevent recurrences in new relationships.

Another heritage from the past is that the emotional
attachment between intimate partners comes to resemble
that which each had in their families of origin. People from
undifferentiated families will continue to be undifferentiated
when they form new families. Those who handled anxiety
by withdrawal will tend to do the same in their marriages.
Therefore, Bowen was convinced that differentiation of
autonomous personalities, accomplished primarily in
the family of origin, was both a description of normal
development and a prescription for therapeutic progress.

Carter and McGoldrick (1999) describe the fam-
ily life cycle as a process of expansion, contraction, and
realignment of the relationship system to support the entry,
exit, and development of family members.

In the leaving home stage, the primary task for young
adults is to separate from their families without cutting off
or fleeing to an emotional substitute. This is the time to
develop an autonomous self before pairing off to form a
new union.

In the joining of families through marriage stage, the
primary task is commitment to the new couple. But this
is not simply a joining of two individuals; it is a trans-
formation of two entire systems. While problems at this
stage may seem to be primarily between the partners, they
often reflect a failure to separate from families of origin or
cutoffs that put too much pressure on a couple. The forma-
tion of an intimate partnership requires the partners to shift
their primary emotional attachment from their parents and
friends to their mates. Making wedding plans, choosing
a place to live, buying a car, having a baby, and selecting
schools are times when this struggle may become explicit.

Families with young children must make space for
the new additions, cooperate in childrearing, keep the
marriage from being submerged in parenting, and realign
relationships with the extended family. Young mothers and
fathers must meet their children’s needs for nurture and
control, and they must learn to work together as a team.
This is a stressful time, especially for new mothers, and it
is the stage with the highest divorce rate.

The reward for parents who survive the preced-
ing stages is to have their children turn into adolescents.
Adolescence is a time when children no longer want to be
like mommy and daddy; they want to be themselves. They
struggle to become autonomous individuals and to open
family boundaries—and they struggle however hard they
must. Parents with satisfying lives of their own welcome (or
at least tolerate) the fresh air that blows through the house at
this time. Those who insist on controlling their teenagers, as
though they were still little ones, may provoke escalations
of the rebelliousness that’s normal for this period.

In the launching of children and moving on stage,
parents must let their children go and take hold of their own
lives. This can be liberating or a time of midlife crisis (Nichols,
1986). Parents must deal not only with changes in their
children’s and their own lives but also with changes in their
relationship with aging parents, who may need increasing
support or at least don’t want to act like parents anymore.

Families in later life must adjust to retirement, which
not only means a loss of vocation but also increased prox-
imity. With both partners home all day, the house may seem
a lot smaller. Later in life families must cope with declining
health, illness, and then death, the great equalizer.

One variation in the life cycle that can no longer be
considered abnormal is divorce. With the divorce rate at
50 percent and the rate of redivorce at 61 percent (U.S.
Bureau of the Census, 2017), divorce now strikes the majority
of American families. The primary tasks of a divorcing
couple are to end the marriage but maintain cooperation as
parents. Some postdivorce families become single-parent
families—consisting in the main of mothers and children—
and in the vast majority of cases, staggering under the



weight of financial strain. The alternative is remarriage and
the formation of stepfamilies, in which, often, loneliness is
swapped for conflict.

Development of Behavior Disorders

Symptoms result from stress that exceeds an individual’s
ability to manage it. The ability to handle stress is a func-
tion of differentiation: The more well differentiated people
are, the more resilient they will be and the more flexible
and sustaining their relationships. In less well-differentiated
people, it takes less stress to produce symptoms.

If differentiation were reduced to maturity, this formula
wouldn’t add much to the familiar diathesis-stress model,
which says that illness develops when an individual’s vulner-
ability is overtaxed. The difference is that differentiation isn’t
just a quality of individuals but also of relationships. An indi-
vidual’s basic level of differentiation is largely determined
by the degree of autonomy achieved in his or her family, but
the functional level of differentiation is influenced by the
quality of current relationships. Thus a somewhat immature
individual who manages to develop healthy relationships will
be at less risk than an equally immature individual who’s
alone or in unhealthy relationships. Symptoms develop when
the level of anxiety exceeds the system’s ability to handle it.

The most vulnerable individual (in terms of isola-
tion and lack of differentiation) is most likely to absorb the
anxiety in a system and develop symptoms. For example,
a child of 10 with a conduct disorder is likely to be the
most triangled child in the family and thereby the one most
emotionally caught up in the conflict between the parents
or most affected by one of the parents’ anxieties.

According to Bowen, the underlying factor in the gen-
esis of psychological problems is emotional fusion, passed
down from one generation to the next. The greater the
fusion, the more one is programmed by primitive emotional
forces, and the more vulnerable to the emotionality of others.

Emotional fusion is based on anxious attachment,
which may be manifest either as dependency or isolation.
Both the overly dependent and the emotionally isolated
individual respond to stress with emotional reactivity. The
following clinical vignette illustrates how emotional fusion
in the family of origin is transmitted.

CASE STUDY

Janet and Warren Langdon requested help for their son,
Martin, after Mrs. Langdon found marijuana in a plastic
bag at the bottom of his underwear drawer. Mr. and
Mrs. Langdon didn’t object when the therapist said she’d like
to meet with all three of them. It turned out that the discovery
of marijuana was just the latest incident in a long series of
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battles between Mrs. Langdon and her son. Lots of 15-year-
olds experiment with marijuana; not all of them leave the
evidence around for their mothers to find.

After meeting with the family and then talking with the
boy and his parents separately, the therapist concluded that
Martin did not have a serious drug problem. Of greater con-
cern, however, were the intensity of his shouting matches with
his mother and his poor social adjustment at school. What she
told the family was that she was concerned not only about the
marijuana but also about these other signs of unhappy adjust-
ment and that she'd like to extend the evaluation by having
a couple of meetings with Martin and his parents separately.
Mr. and Mrs. Langdon agreed without enthusiasm.

After his father died, Mr. Langdon and his older sister
were raised by their mother. They were all she had left,
and she devoted all her energy to shaping their lives. She
was demanding and critical, and resentful of anything they
wanted to do outside the family. By late adolescence, Warren
could no longer tolerate his domineering mother. His sister
was never able to break free; she remained single, living at
home with her mother. Warren, however, was determined
to become independent. Finally, in his mid-twenties, he left
home and turned his back on his mother.

Janet Langdon came from a close-knit family. She and
her four sisters were devoted to one another and remained
best friends. After graduating from high school, Janet
announced that she wanted to go to college. This was con-
trary to the family norm that daughters stay at home and pre-
pare to be wives and mothers. Hence a major battle ensued
between Janet and her parents; they were struggling to hold
on, and she was struggling to break free. Finally she left for
college, but she was ever after estranged from her parents.

Janet and Warren were immediately drawn to each
other. Both were lonely and cut off from their families. After
a brief, passionate courtship, they married. The honeymoon
didn’t last long. Never having really differentiated from his dic-
tatorial mother, Warren was exquisitely sensitive to criticism
and control. He became furious at Janet's slightest attempt
to change his habits. Janet, on the other hand, sought to
reestablish the closeness she’d had in her family. In order to
be close, she and Warren would have to share interests and
activities. But when she moved toward him, suggesting that
they do something together, Warren got angry and resent-
ful, feeling that she was impinging on his individuality. After
several months of conflict, the two settled into a period of
relative equilibrium. Warren put most of his energy into his
work, leaving Janet to adjust to the distance between them.
A year later Martin was born.

Both of them were delighted to have a baby, but what
was for Warren a pleasant addition to the family was for
Janet a way to fulfill a desperate need for closeness. The baby
meant everything to her. When Martin was an infant, she was
the perfect mother, loving him tenderly and caring for his
every need. When Warren tried to become involved with his
infant son, Janet hovered about making sure he didn't “do
anything wrong.” This infuriated Warren, and after a few
bitter blowups he left Martin to his wife's care.
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As Martin learned to walk and talk, he got into mis-
chief, as children do. He grabbed things, refused to stay in
his playpen, and fussed whenever he didn’t get his way. His
crying was unbearable to Janet, and she found herself unable
to set limits on her precious child.

Martin grew up with a doting mother, thinking he was
the center of the universe. Whenever he didn’t get what he
wanted, he threw a tantrum. Bad as things got, at least the
family existed in a kind of equilibrium. Warren was cut off
from his wife and son, but he had his work. Janet was alien-
ated from her husband, but she had her baby.

Martin’s difficulties began when he went off to school.
Used to getting his own way, he found it difficult to get along
with other children. His tantrums did nothing to endear him
to his schoolmates or teachers. Other children avoided him,
and he grew up having few friends. With teachers he acted
out his father’s resistance to any effort to control him. When
Janet heard complaints about Martin’s behavior, she sided
with her son. “Those people don’t know how to deal with a
creative child!”

Martin grew up with a terrible pattern of adjustment
to school and friends but retained his close relationship
with his mother. The crisis came with adolescence. Like his
father before him, Martin tried to develop independent
interests outside the home. However, he was less capable
of separating than his father had been, and his mother was
incapable of letting go. The result was the beginning of
chronic conflicts between Martin and Janet. Even as they
argued and fought, they remained focused on each other.
Martin spent more time battling his mother than doing
anything else with his life.

Martin’s history illustrates Bowen’s theory of
behavior disorder. Symptoms break out when the vertical
problems of anxiety and toxic family issues intersect
with the horizontal stresses of transition points in the life
cycle. Thus Martin’s greatest vulnerability came when the
unresolved fusion he inherited from his mother intersected
with the stress of his adolescent urge for independence.

According to Bowen, people tend to choose mates
with similar levels of undifferentiation. When conflict
develops, each partner will be aware of the emotional
immaturity—of the other one. Each will be prepared for
change—in the other one. He will discover that her treat-
ing him like a father entails not only affectionate clinging
but also tirades and temper tantrums. She will discover
that he withdraws the closeness she found so attractive
in courtship as soon as she makes any demands. Sadly,
what turned them on to each other carries the switch that
turns them off.

What follows is marital conflict, dysfunction in one
of the spouses, preoccupation with one of the children, or a
combination of all three. Whatever the presenting problem,

however, the dynamics are similar: Undifferentiation in
families of origin is transmitted to marital problems, which
are projected onto a symptomatic spouse or child. Thus the
problems of the past are visited on the future.

MECHANISMS OF CHANGE

When people ask how therapy works, they’re usually inter-
ested in how therapists bring about change. That’s all very
well, except for one thing: Therapists don’t bring about
change; they help clients bring about change in their own
lives. Few schools of therapy appreciate this truth better
than Bowen family systems therapy.

Goals of Therapy

Bowenians don’t try to change people, nor are they much
interested in solving problems. They see therapy as an
opportunity for people to learn about themselves and their
relationships so that they can assume responsibility for their
own problems. This is not to say, however, that therapists sit
back and allow families to sort out their own conflicts. On the
contrary, Bowenian therapy is a process of active inquiry, in
which the therapist, guided by the most comprehensive theory
in family therapy, helps family members get past blaming in
order to explore their own roles in family problems.

Tracing the pattern of family problems means paying
attention to process and structure. Process refers to patterns
of emotional reactivity; structure, to interlocking networks
of triangles.

To change a system, modification must take place in
the most important triangle in the family—the one involv-
ing the marital couple. If a therapist stays in contact with
the partners while remaining emotionally neutral, they can
begin the process of detriangulation and differentiation
that will profoundly affect the entire family system.

The clinical methodology tied to this formulation
calls for: (1) increasing the parents’ ability to manage their
own anxiety and thereby becoming better able to handle
their children’s behavior and (2) fortifying the couple’s
emotional functioning by increasing their ability to operate
with less anxiety in their families of origin.

Conditions for Behavior Change

Increasing the ability to distinguish between thinking and
feeling, and learning to use that ability to resolve rela-
tionship problems, is the guiding principle of Bowenian
therapy. Lowering anxiety and increasing self-focus—the
ability to see one’s own role in interpersonal processes—
are the primary mechanisms of change.

Understanding, not action, is the vehicle of cure. There-
fore, two of the most important elements in Bowenian therapy



may not be apparent to someone who thinks in terms of tech-
niques. The atmosphere of sessions is designed to minimize
emotionality. Therapists ask questions to foster self-reflection,
and they direct them at individuals one at a time rather than
encourage family dialogues—which have a tendency to get
overheated. Because clients aren’t the only ones to respond
emotionally to family dramas, Bowenian therapists strive to
control their own reactivity and avoid triangulation. This is
easier said than done. The keys to staying detriangled are
avoiding taking sides and nudging each party toward accept-
ing more responsibility for making things better.

Part of the process of differentiating a self is to
develop a personal relationship with everyone in the
extended family. The power of these connections may
seem mysterious—particularly for people who don’t think
of their well-being as dependent on family ties. A little
reflection reveals that increasing the number of relation-
ships will enable an individual to spread out his or her emo-
tional energy. Instead of concentrating one’s investment in
one or two family relationships, it’s diffused into several.

Freud had a similar notion on an intrapsychic level. In
“The Project for a Scientific Psychology,” Freud described
his neurological model of the mind. The immature mind has
few outlets (cathexes) for channeling psychic energy and
hence little flexibility or capacity for delay. The mature mind,
on the other hand, has many channels of response, which
permits greater flexibility. Bowen’s notion of increasing the
emotional family network is like Freud’s model writ large.

THERAPY

The major techniques in Bowenian therapy include geno-
grams, process questions, relationship experiments, detri-
angling, coaching, taking “I-positions,” and displacement
stories. Because seeing one’s own role in family problems
as well as how those problems are embedded in the history
of the extended family are so important in Bowenian ther-
apy, assessment is more critical in this approach than most.

Assessment

Assessment begins with a history of the presenting prob-
lem. Exact dates are noted and later checked for their rela-
tionship to events in the extended family. Next comes a
history of the nuclear family, including when the parents
met, their courtship, their marriage, and childrearing. Par-
ticular attention is paid to where the family lived and when
they moved, especially in relation to the location of the
extended family. The next part of the evaluation is devoted
to the history of both spouses’ births, sibling positions, sig-
nificant facts about their childhoods, and the functioning
of their parents. All of this information is recorded on a
genogram, covering at least three generations.
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Williamsburg, VA
M. 1968

31

FIGURE 4.1 Basic Symbols Used in Genograms

Genograms are schematic diagrams showing family
members and their relationships to one another. Included are
ages, dates of marriage, deaths, and geographical locations.
Men are represented by squares and women by circles, with
their ages inside the figures. Horizontal lines indicate mar-
riages, with the date of the marriage written on the line;
vertical lines connect parents and children (Figure 4.1).!

What makes a genogram more than a static portrait
of a family’s history is the inclusion of relationship con-
flicts, cutoffs, and triangles. The fact that Uncle Fred was
an alcoholic or that Great Grandmother Sophie migrated
from Russia is relatively meaningless without some under-
standing of the patterns of emotional processes passed
down through the generations.

Dates of important events, such as deaths, mar-
riages, and divorces, deserve careful study. These events
send emotional shock waves throughout the family, which
may open lines of communication, or these issues may get
buried and family members may be progressively more
cut off. Another significant piece of information on the
genogram is the location of various segments of the fam-
ily. Dates, relationships, and localities provide a framework
to explore emotional boundaries, fusion, cutoffs, critical
conflicts, amount of openness, and the number of current
and potential relationships in the family.

Figure 4.2 shows symbols that can be used to describe
the relationship dynamics among family members. Three

Overly Close or Fused Distant

ANWWWW |

Estranged or Cut Off

Conflictual

FIGURE 4.2 Genogram Symbols for Relationship Dynamics

'For more detailed suggestions, see McGoldrick & Gerson, 1985.
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Jacob

Sigmund

FIGURE 4.3 Genogram of Sigmund Freud’s Family

parallel lines are used to indicate overly close (or fused)
relationships; a zigzag line, conflict; a dotted line, emotional
distance; and a broken line, estrangement (or cutoff). When
these symbols are used, triangular patterns across three
generations often become vividly clear—as shown in an
abbreviated diagram of Sigmund Freud’s family (Figure 4.3).

The history of a nuclear family begins with the court-
ship of the parents: What attracted them to each other? What
was the early period of their relationship like? What were
the problems during that period? When were the children
born, and how did the parents adapt to the new additions?

Of particular interest are the stresses a family has
endured and how they have adapted. This information
helps to evaluate the intensity of chronic anxiety in a
family and whether it is linked more to an overload of
difficult life events or to a low level of adaptiveness in
the family.

As Figure 4.4 shows, the bare facts of a nuclear fam-
ily genogram only provide a skeleton on which to flesh out
information about the Langdon family.

CONSTRUCTING A GENOGRAM CONTENT

e |dentify the names and titles of each family member
for three generations. Include significant nonfamily
members if appropriate.

e Ages, dates of death (indicated with an X), marriages,
serious illnesses, separations, and divorces.

e Physical location, including who currently lives with
whom.

e Frequency and type of contact between family
members.

e (Closest and most distant relationships, including how
the distance developed.

e Most conflictual relationships.

e Triangles. Who was in, who was out.
e Abortions and miscarriages.

e Family secrets.

e Serious problems, e.g., physical or sexual abuse,
substance use, suicide, etc.

e Mental illness.

o Affairs.

¢ Religious affiliation and degree of devotion.
e Dominant culture.

e Socioeconomic level.

Sample Questions

e How was emotion expressed? Were there emotions
that were not okay to express?

e What attracted the couple to each other?
e What was the early period of their relationship like?
e What were the problems during that period?

e When were the children born, and how did the parents
adapt to the new additions?

e What significant stresses has the family endured? How
have they adapted?

¢ In gathering information about extended families, a
therapist should ascertain which members of the clan
are most involved with the family being assessed; the
nature of ongoing ties to the extended family has a
great impact on both parents and their role in the
nuclear family.

e How old are you now? Where were you born? Do you
keep in touch? How often do you visit?

e Of equal importance is finding out who is not
involved, because people with whom contact has
been cut off can be an even greater source of
anxiety than the people with whom contact has been
maintained.

In gathering information about extended families, a
therapist should ascertain which members of the clan are
most involved with the family being assessed; the nature of
ongoing ties to the extended family has a great impact on
both parents and their role in the nuclear family. Of equal
importance, however, is finding out who is not involved,
because people with whom contact has been cut off can
be an even greater source of anxiety than the people with
whom contact has been maintained.

Philip Guerin demonstrates the kinds of questions for
constructing a genogram in the following vignette.
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FIGURE 4.4 Langdon Family Genogram

“THE INFAMOUS JERSEY SHORE"

Therapist:  So, are you ready? Your attorney tells
me that you're in the middle of divorce
litigation, and it's getting rough. Is
that the main reason you came in this
morning?

Patient: Yes. I'm very sad, and | wish | could
make it all go away.

Therapist: How long have you been married?

Patient: We were married in '92.

Therapist: How old are you now?

Patient: Forty-five this past June. My birthday is
June 6.

Therapist: ~ Where were you born?

Patient: In Mantoloking, New Jersey, a small
town on the coast—the infamous
Jersey Shore.

Therapist: Do you ever wish you were back there?

Patient: Only in the summer.

Therapist: How often do you go back?

Patient: Every year, at least for a few days.

Therapist: Is there anyone from your old clan still
there?

Patient: My dad is still there. He's 75, been retired
about five years.

Therapist: How about your mom?

Patient: She died of uterine cancer six years
ago. My father tried to keep on work-
ing—he was an attorney—>but his heart
just wasn'tin it.

Therapist: ~ How old was your mother? How long

had she been sick?

BlE @

Patient: Mom was 67. She was first diagnosed
two and a half years before she died.
Therapist: ~ Tell me about that time in your life.
Patient: | can remember the phone call the day
she got the news from the endometrial
biopsy . . . it's like it was yesterday.
Therapist: What makes you so clear about that day?
Patient: | don’t know for sure, but | think it feels
like the beginning of the end of our
idyllic life.
Therapist: ~ How many siblings do you have?
Patient: Three, two sisters and a brother.
Therapist: ~ And where do you fit in that chain?
Patient: You probably could have guessed—I'm

the oldest.

Therapeutic Techniques

Bowenian therapists believe that understanding how family
systems operate is more important than devising techniques
to change them. Bowen himself spoke of technique with
disdain, and he was distressed to see therapists relying on
formulaic interventions.

If there were a magic bullet in Bowenian therapy—
one essential technique—it would be the process question.
Process questions are designed to explore what’s going on
inside people and between them: “When your boyfriend
neglects you, how do you react?” “What about your wife’s
criticism upsets you most?” “When your daughter goes on
dates, what do you worry about?” Process questions are
designed to slow people down and start them thinking—not
just about how others are upsetting them but about how
they participate in interpersonal problems.
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CASE STUDY

In interviewing a couple in which the husband was a recov-
ering alcoholic with a history of abuse, the therapist asked,
“Where are you with the thoughts about the damage you've
done to your wife and kids with your alcoholism?”

When the man acknowledged responsibility for his
abusive behavior and seemed genuinely remorseful, the
therapist asked about his progress toward recovery, using
process questions to focus on rational planning and personal
responsibility. For example:

“What makes that step so hard?”
“Pride.”

“How does that manifest itself?”
"l get nasty.”

Notice how this line of questioning explores not only
the man’s personal progress but also how his problems affect
others in the family. Relationships take place in a systemic
web of connections, but individuals are responsible for their
own behavior.

Then the therapist shifted to open a discussion of the
wife’s role in the couple’s difficulties. “So, you're getting better
at taking responsibility for the drinking and the behavior
connected with it? Do you think your wife appreciates what
you're doing and the progress you're making?” And then a
few minutes later: “Has your wife ever been able to talk to
you about the things she’s contributed to the relationship
going sour?”

When the therapist asked the wife about her think-
ing, she reiterated all the annoying things her husband was
doing—pressuring her to forgive him and get back together.
Although he would eventually like her to consider her own
role in the process, the therapist tried to empathize with
her upset. “So, he’s just bugging you by trying to get you to
change your mind?” Then after a few minutes, the therapist
tried to shift the wife to thinking more and feeling less.
“Can you give me a summary of your thinking—how you
came to that conclusion?” And when the wife again got
angry and blamed her husband, the therapist just listened.
A moment later he asked, “What do you do in the face of
that abuse?”

"l get upset.”

“Do you understand what it is about you that sets him
off?”

“No."

“Has he ever been able to tell you?”

Notice how the therapist attempts to explore the pro-
cess of the couple’s relationship, asking both partners to think
about what's going on between them, increase their aware-
ness of their own contributions, and consider what they’'re
planning to do to take responsibility to make things better.

SELF-FOCUS

e Part of being a grown-up is taking responsibility for
your own emotions and the behavior those emotions
drive.

e Self-focus does not release others from responsibility;
it is a way for people to have more control in their
own lives.

e Self-focus gives people more options for movement
than a helpless victim has.

e “What percentage would you say is his (her) contribution,
and what percentage is yours?”

e "What part might you be playing?”

e “What are your goals?” “What have you been doing
to achieve them?” “What else?”

Philip Guerin, perhaps more than any other Bowenian,
has developed clinical models that feature specific techniques
for specific problems. As an example, he categorized marital
conflict into four stages of severity with detailed sugges-
tions for treating each stage (Guerin, Fay, Burden, & Kautto,
1987). In Working with Relationship Triangles, Guerin and
his colleagues bring this same systematic approach to under-
standing and resolving triangles (Guerin et al., 1996). In early
marriage, the “In-Law Triangle” is most common. Primacy
of attachment and influence are the underlying issues.

In the “Wedding Gift Triangle,” a young husband
turns over his relationship with his mother to his wife.
(“Thanks, honey.”) The wife and her mother-in-law form a
bond, while the husband remains distant. He may like this
at first but later become jealous. Guerin recommends sepa-
rating the wife from over-involvement with her mother-in-
law and exploring her relationship as a wife rather than
only as a mother and daughter-in-law. She might be asked
to consider how her involvement in her primary parental
triangle may have set her up for her present position in the
in-law triangle. If there is conflict between the wife and her
mother-in-law about influence over the husband, the two of
them should be helped to understand what properly belongs
to a son’s relationship with his mother and what belongs in
his relationship with his wife.

The “Loyalty Alignment Triangle” is one in which
a partner and his or her parents remain overly close, with
the new mate on the outside. In such cases, one or both
partners never really left the family of origin. Here, most
of the work should be aimed at helping the adult child work
through his or her relationship with his or her parents. This
doesn’t mean cutting off from them but transforming the
relationship from an adolescent to an adult-to-adult basis.
In the “Dominant Father-in-Law Triangle,” a wife and her



idealized father are united in implicit criticism of the hus-
band. This can occur even, or especially, if the wife’s father
is dead. It’s hard to live up to a myth.

In such cases, as with all triangles, the focus should
not be on the content of the quarrels but on the triangular
process underlying them. The goal is to foster an increasing
primacy of the marital bond without doing damage to the
relationships the partners have with their parents.

The second major technique in Bowenian therapy, after
the process question, is the relationship experiment. Process
questions are designed to help family members realize that it
isn’t what other people do but how they respond that perpetu-
ates their problems. Relationship experiments are designed to
help clients try something different from their usual emotion-
ally driven responses. Some of these experiments may help
resolve problems, but their primary purpose is to help clients
develop the ability to resist being driven by their emotions.

CASE STUDY

The Kennedys came to therapy because 16-year-old David was
doing badly in school. David was on the verge of flunking out
of an exclusive private school partly because he was a poor
student and partly because his evenings with friends included
heavy drinking and marijuana smoking. His father had got-
ten after him to study harder and had suspended his driving
privileges after he came home one school night quite drunk.
Unfortunately, these efforts weren't very effective because
David didn't respect his father, who was an alcoholic and fre-
guently falling down drunk around the house. David's step-
mother, who'd been living with them for only two years, had
little ability to control him, and she knew enough not to try.

| told the parents that | wouldn’t see them in family
therapy because David didn’t respect the father, who was
drunk every night and who, | added, didn't show any signs
of being ready to do anything about his drinking. | did agree,
however, to see David to try to help him finish the school year
with passing grades.

David was able to pass the eleventh grade, and |
continued to see him into the following year, not entirely
comfortable in my role as substitute father figure. Although
| maintained my resolve not to do therapy with a family that
included a member who was actively abusing alcohol, | did
meet with the family during three or four crises. The first three
crises occurred when Mr. Kennedy's drinking (and, it turned
out, cocaine abuse) got way out of control, and his father and
wife insisted that he reenter treatment.

The most prominent triangle in this case was that
Mr. Kennedy’s wife and father got together to pressure him
to quit drinking. He had gone to rehab several times, but
even the few times he'd actually finished a program, he soon
returned to drinking. The only reason he ever sought help was
as a result of ultimatums from his wife and father. His wife
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threatened to leave him, and his father threatened to cut him
off from the family estate. This case would go nowhere until
this triangle could be modified.

| encouraged Mr. Kennedy’s wife and father to work on
being less reactive while separating from each other around
the issue of Mr. Kennedy’s drinking. Mr. Kennedy needed to
take a stand for himself rather than comply with his wife's and
father’s wishes. In fact, | wondered aloud with him if taking
an honest stance with his family wouldn’t mean telling them
that he didn't intend to quit drinking. What he decided to tell
them was that while he was willing to work on controlling his
drinking and use of cocaine, he didn’t intend to quit.

| encouraged Mr. Kennedy’s father to back off and let
the other two battle it out. Reluctantly, he agreed to do so.
| then got Mrs. Kennedy to make a clear statement about
how she felt about her husband’s drinking but to discontinue
her fruitless efforts to make him stop. | encouraged her to
maintain her connection with her father-in-law but without
talking about her husband all the time. Two months later,
Mr. Kennedy decided to stop drinking and using cocaine.

This time he successfully completed a 28-day rehab pro-
gram and entered AA and NA. Six weeks later he once again
relapsed. Over the following eight months, Mr. Kennedy’s
drinking and cocaine abuse got much worse. Finally, after a
serious altercation with a drug dealer, Mr. Kennedy made a
serious decision to get sober. This time, instead of going to
the respected local rehabilitation center that his father had
recommended, he did some research on his own and decided
to enter a famous drug treatment center in California. As of
this writing, Mr. Kennedy has been sober for 10 years.

BOWENIAN THERAPY WITH COUPLES The secret of cou-
ples therapy is to stay connected with both partners without
letting them triangle you. Bowen would speak with each
person one at a time, often beginning with the more moti-
vated partner. He would ask questions, verify facts, and
listen to people’s stories. But he would frame each question
to stimulate thinking rather than encourage expression of
feelings. His objective was to explore the perceptions and
opinions of each partner without siding emotionally with
either one. It’s taking sides that keeps people from learning
to deal with each other.

When things are calm, feelings can be dealt with
more objectively and partners can talk rationally with each
other. But when feeling outruns thinking, it’s best to ask
questions that get couples to think more and feel less—
and to talk to the therapist rather than to each other. (It’s
easier to hear when you aren’t busy preparing to respond.)
If all else fails to cool things down, Fogarty (1976b) recom-
mends seeing spouses in separate sessions.

As partners talk, the therapist concentrates on the
process of their interaction, not on the details under dis-
cussion. Focusing on content is a sign that the therapist
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Bowenian couples therapy is designed to reduce anxiety and
foster self-focus.

is emotionally entangled. It may be hard to avoid being
drawn in by hot topics like money, sex, and discipline of
children. But a therapist’s job isn’t to settle disputes—it’s
to help couples do so. The aim is to get clients to express
thoughts and opinions to the therapist in the presence of
their partners. Should one break down in tears, the ther-
apist remains calm and inquires about the thoughts that
touched off the tears. If a couple begins arguing, the thera-
pist becomes more active, calmly questioning one, then
the other, focusing on their respective thoughts. Asking for
detailed descriptions of events is one of the best ways to
cool overheated emotion and make room for reason.

Metaphors of complementarity are helpful to high-
light the process of interactions. Fogarty (1976b), for
example, described the pursuer—distancer dynamic. The
more one presses for communication and togetherness,
the more the other distances—watches television, works
late, or goes off with the children. Frequently, partners
pursue and distance in different areas. Men commonly
distance themselves emotionally but pursue sexually. The
trick, according to Fogarty, is “Never pursue a distancer.”
Instead, help pursuers explore their own inner emptiness.
“What’s in your life besides the other person?”

To underscore the need for objectivity, Bowen spoke
of the therapist as a “coach” or “consultant.” He didn’t
mean to imply indifference but rather to emphasize the
neutrality required to avoid triangulation. In traditional
terms this is known as managing countertransference. Just
as analysts are analyzed themselves so they can recognize
countertransference, Bowen considered differentiating a
self in one’s own family the best way to avoid being emo-
tionally triangled by clients.

To help partners define differentiated identities, it’s
useful for a therapist to take “I-positions” (Guerin, 1971)—
that is, to make nonreactive observations and statements of

opinion. The more a therapist takes an autonomous position
in relation to a family, the easier it is for family members to
define themselves to one another. Gradually, family mem-
bers learn to calmly state their own beliefs and to act on
them without attacking others or becoming overly upset
by their responses.

After sufficient harmony had been won with prog-
ress toward self-differentiation, Bowen taught couples
how emotional systems operate and encouraged them to
explore those webs of relationship in their own families
(Bowen, 1971).

For example, a woman locked into the role of emo-
tional pursuer might be asked to describe her relationship
with her father and then compare it with her current rela-
tionships. If lessening her preoccupation with her husband
and children seems advisable, the therapist might encour-
age her to connect with the most emotionally distant mem-
ber of her family, often her father. The idea wouldn’t be to
shift her attachment from one set of relationships to another
but to help her understand that the intensity of her need was
due in part to unfinished business.

Michael Kerr (1971) suggests that when relation-
ship problems in the nuclear family are being discussed,
therapists should occasionally ask questions about simi-
lar patterns in the family of origin. If family members
see that they are repeating earlier patterns, they are
more likely to recognize their own emotional reactivity.
Recently, this author saw a couple unable to decide what
to do with their teenage daughter with mental illness.
Although the daughter was virtually uncontrollable, her
mother found it difficult to consider hospitalization.
When asked what her own mother would have done,
without hesitating she replied that her mother would
have been too guilt-ridden even to consider placement—
“no matter how much she and the rest of the family
might suffer.” Little more needed to be said.

BOWENIAN THERAPY WITH INDIVIDUALS Bowen'’s suc-
cess at differentiating from his own family convinced him
that a single highly motivated individual can be the fulcrum
for changing an entire family system (Anonymous, 1972).
The goal of working with individuals is the same as with
larger units: developing person-to-person relationships,
seeing family members as people rather than emotion-
ally charged images, learning to recognize triangles, and,
finally, detriangling oneself (Bowen, 1974).

The process of change is begun by learning more
about the larger family—who made up the family, where
they lived, what they did, and what they were like. Some-
times a “good relationship” turns out to be one in which
tension is managed by distancing: infrequent contact,
superficial conversation, and gossiping about other family



members. Therefore, it’s useful to ask for descriptions
rather than conclusions—not, “Do you have a good rela-
tionship with your parents?” but, “Where do your parents
live? How often do you see them? What do you and your
mother talk about when you’re alone together? Do you ever
go out to lunch, just you and your dad?”

Gathering information about the family is an excel-
lent vehicle for the second step toward differentiation,
establishing person-to-person relationships with as many
family members as possible. This means getting in touch
and speaking personally with them, not about other people
or impersonal topics. If this sounds easy, try it. Few of us
can spend more than a few minutes talking personally with
certain family members without getting anxious. When
this happens, we’re tempted to withdraw or triangle in
another person. Gradually extending the time of personal
conversation improves the relationship and helps differ-
entiate a self.

Ultimately, differentiating yourself requires ceasing
to participate in interpersonal triangles. The goal is to relate
to people without gossiping or taking sides and without
counterattacking or defending yourself.

Triangles can be identified by asking who or what
people go to when they distance from someone with whom
they have been close. One sign of a triangle is its repetitive
pattern. The dynamic of a triangle is predictable because
it’s reactive and automatic.

Suppose that every time you talk to your mother she
starts complaining about your father. Maybe it feels good
to be confided in. Maybe you have fantasies about rescuing
your parents—or at least your mother. In fact, the triangling
is destructive to all three relationships: you and Dad, Dad
and Mom, and, yes, you and Mom. In triangles, one pair is
close and two are distant (Figure 4.5). Sympathizing with
Mom alienates Dad. It also makes it less likely that she’ll
work out her complaints with him.

Once you recognize a triangle for what it is, you can
stop participating in it. The idea is to do something to get
the other two people to work out their own relationship.
The most direct approach is simply to suggest that they do
so. In the example just given, you might suggest that your
mother discuss her concerns with your father, and refuse
to listen to more complaints. Less direct but more powerful

Mom \
/Dad
You

FIGURE 4.5 Cross-generational Triangle
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is to tell Dad that his wife has been complaining about
him, and you don’t know why she doesn’t tell him about
it. She’ll be annoyed but not forever. A more devious ploy
is to over-agree with Mom’s complaints. When she says
he’s messy, you say he’s a complete slob; when she says
he’s not very thoughtful, you say he’s an ogre. Pretty soon
she’ll begin to defend him. Maybe she’ll decide to work out
her complaints with him, or maybe she won’t. Either way
you’ll have removed yourself from the triangle.

Once you look for them, you’ll find triangles every-
where. Common examples include griping with col-
leagues about the boss, telling someone that your partner
doesn’t understand you, undercutting your spouse with
the kids, and watching television to avoid talking to your
family. Breaking free of triangles may not be easy, but
the rewards are great. The payoff comes not only from
enriching those relationships but also from enhancing
your ability to relate to anyone—friends, colleagues,
clients, and your spouse and children. Furthermore, if
you can remain in emotional contact but change the
part you play in your family—and maintain the change
despite pressures to change back—the family will have
to accommodate to your change.

Useful guidelines to help families avoid falling back
into unproductive but familiar patterns have been enumer-
ated by Carter and Orfanidis (1976), Guerin and Fogarty
(1972), and Herz (1991). You can also read about how to
work on family tensions by resolving your own emotional
sensitivities in two marvelous books by Harriet Lerner: The
Dance of Anger (Lerner, 1985) and The Dance of Intimacy
(Lerner, 1989).

CASE STUDY: ROBERT AND BECKY, PART 2

In the first session with Robert and Becky, the therapist noticed
that Becky answered every question asked of Robert. She had
an imposing presence to which Robert responded by slouching
down, avoiding eye contact, and speaking quietly while look-
ing down. The therapist interrupted to say, “I would like to
hear what Robert has to say in his own words.” Becky agreed
and stopped answering for him, to which Robert responded
by becoming visibly more uncomfortable. It seemed that he'd
gotten used to Becky's speaking for him—and avoiding having
to speak up for himself. At first, Robert continued looking down
and speaking hesitantly, but over the next few sessions, as Becky
stepped back (which took some reminders by the therapist), he
began making eye contact and speaking more confidently. And
finally he began to talk about his own feelings—specifically how
much he missed having Becky’s love and respect.

Speaking up for herself had never been Becky’s prob-
lem. It was making herself vulnerable by allowing her partner
to express his needs that was hard for her. She had always



74 Part2 ° The Classic Schools of Family Therapy

assumed that people would let her down, and if something
was going to get done, she’d have to be the one to do it. This
had led her to treat Robert with condescension even before
his drinking started.

As the therapist constructed a genogram, he learned
that both Becky’s and Robert's parents’ marriages mirrored
their own: a domineering wife married to a weak, ineffectual
husband. Both Becky and Robert had been taught to trade
emotional fusion for real connection and personal auton-
omy. Robert fell easily into the role of ineffectual husband
once he lost his job, a role he was becoming increasingly
frustrated with.

It became increasingly obvious that Becky and Rob-
ert weren't ready for couples therapy. Robert’s deception
and triangulation with the drinking made it impossible to
do the hard work couples therapy required. With much
resistance, Robert finally agreed to enter an alcohol treat-
ment program. While Robert was getting sober, Becky was
learning about her own role in their dynamic from an indi-
vidual therapist associated with Robert’s program. After
Robert completed his treatment program, they resumed
couples therapy, where Becky gradually learned to support
her husband, and Robert learned to deal with his problems
more directly.

Questions to Consider

e Which Bowenian techniques did the therapist use?
How did these techniques have the effect of increasing
differentiation?

e [f you were the therapist, what could you do with the
information contained in their genogram?

e To what degree do your adult romantic relationships
reflect those of your parents? What might you do to
keep the aspects you like and change the ones you
don't like?

e How was fusion manifest in Becky and Robert’s
marriage?

EVALUATING THERAPY THEORY
AND RESULTS

What makes Bowen’s theory so useful is that it explains
the emotional forces that regulate how we relate to other
people. The single greatest impediment to understand-
ing one another is our tendency to become emotionally
reactive. Like all things about relationships, emotional-
ity is a two-way street: Some people express themselves
with such emotionalism that others react to that pressure
rather than hearing what the individual is trying to say.
Bowenian theory locates the origin of this reactivity in
the lack of differentiation of self and explains how to

reduce emotionalism and move toward self-control—by
cultivating relationships widely in the family and learn-
ing to listen without becoming defensive or untrue to
one’s own beliefs.

In Bowenian theory, anxiety is the underlying
explanation (for why people are dependent or avoidant
and why they become emotionally reactive), reminiscent
of Freudian conflict theory (which explains all symp-
toms as the result of conflicts about sex and aggression).
The second pivotal concept in the Bowenian system is
differentiation. Since differentiation is roughly synony-
mous with maturity, students might ask, To what extent
is the proposition that more differentiated people func-
tion better a circular argument? In respect to the Bow-
enian tradition of asking questions rather than imposing
opinions, we’ll let this stand as an open question for
your consideration.

A possible shortcoming of the Bowenian approach
is that in concentrating on individuals and their extended
family relationships, it may neglect the power of working
directly with the nuclear family. In many cases the most
expedient way to resolve family problems is to bring every-
one in the household together and encourage them to face
one another and address their conflicts. These discussions
may become heated and contentious, but a skilled therapist
can help family members realize what they’re doing and
guide them toward understanding.

There are times when families are so belligerent
that their dialogues must be interrupted to help individu-
als get beyond defensiveness to the hurt feelings under-
neath. At such times, it’s useful, perhaps imperative, to
block family members from arguing with one another.
But an approach, such as Bowen'’s, that encourages ther-
apists to always speak to individual family members one
at a time underutilizes the power of working with fami-
lies in action.

Family researchers have tested the empirical valid-
ity of some of the propositions of Bowen’s theory, most
prominently the concept of differentiation of self. Three
psychometrically sound measures of differentiation of self
have been developed. Haber’s (1993) Level of Differentia-
tion of Self Scale contains 24 items that focus on emotional
maturity, such as “I make decisions based on my own set
of values and beliefs” and “When I have a problem that
upsets me, [ am still able to consider different options for
solving the problem.” This scale significantly correlates
(negatively) with chronic anxiety and psychological dis-
tress, which is consistent with Bowen theory. Skowron’s
Differentiation of Self Inventory (DSI) (Skowron & Fried-
lander, 1998) contains four subscales: Emotional Cutoff (“I
need to distance myself when people get too close to me,”



“I would never consider turning to any of my family
members for emotional support.”); “I”’-Position (“I do not
change my behavior simply to please another individual”);
Emotional Reactivity (“At times my feelings get the best
of me and I have trouble thinking clearly”); and Fusion
with Others (“It has been said of me that I am still very
attached to my parents”). As Bowen theory predicts, the
DSI correlates significantly with chronic anxiety, psycho-
logical distress, and marital satisfaction. Chabot Emotional
Differentiation Scale (CED) was designed to measure the
intrapsychic aspect of differentiation—the ability to think
rationally in emotionally charged situations (Licht &
Chabot, 2006). The CED asks participants to respond to
17 questions that assess integration of thinking and feeling
in nonstressful periods and periods of prolonged stress, as
well as when relationships are going well and when there
are difficulties in relationships.

Research has supported Bowen’s notion that
differentiation is related to trait anxiety (negatively) (Griffin
& Apostal, 1993; Haber, 1993; Skowron & Friedlander, 1998;
Peleg-Popko, 2002; Peleg & Yitzhak, 2011), psychological
and physical health problems (negatively) (Davis &
Jones, 1992; Haber, 1993; Bohlander, 1995; Skowron
& Friedlander, 1998; Elieson & Rubin, 2001; Bartle-Harlin &
Probst, 2004), and marital satisfaction (positively) (Haber,
1984; Richards, 1989; Skowron & Friedlander, 1998;
Skowron, 2000). Several studies have shown a significant
relationship between triangulation and marital distress
(Vuchinich, Emery, & Cassidy, 1988; Wood et al., 1989;
Gehring & Marti, 1993; Peleg, 2008) as well as problems
in intimate relationships (West, Zarski, & Harvill, 1986;
Protinsky & Gilkey, 1996). Finally, consistent with Bowen’s
belief in the multigenerational transmission of emotional
process, researchers have found that parents’ and children’s
beliefs are highly correlated (e.g., Troll & Bengston, 1979)
and that violence (e.g., Alexander, Moore, & Alexander,
1991), divorce (e.g., Amato, 1996), marital quality
(e.g., Feng, Giarrusso, Bengston, & Frye, 1999), eating
disorders (e.g., Whitehouse & Harris, 1998), depression
(e.g., Whitbeck et al., 1992), and alcoholism (e.g., Sher,
Gershuny, Peterson, & Raskin, 1997) are transmitted from
one generation to the next.

Additionally, some have proposed therapy models
that utilize a Bowenian theoretical framework to address
a host of presenting complaints. For instance, Kolbert and
colleagues have suggested that Bowenian family therapy
could be incorporated into individual therapy with adoles-
cents whose families cannot (and in some cases should not)
participate in joint sessions (Kolbert, Crothers, & Field,
2013). Others have similarly proposed models inspired by
Bowenian family therapy to treat adults who were abused
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as children (MacKay, 2012), adolescent runaways (Coco &
Courtney, 2003), and the homeless (Hertleing & Killmer,
2004). While these authors provide data from successful
case studies, to date there are no controlled outcome studies
testing the effectiveness of Bowenian therapy (Johnson &
Lebow, 2000; Miller, Johnson, Sandberg, Stringer-Seibold,
& Gfeller-Strouts, 2000). This, of course, is not surprising,
considering that research is usually conducted by academ-
ics, most of whom are more interested in behavioral mod-
els than in traditional approaches like psychoanalysis and
Bowen systems theory.

Ultimately, the status of extended family systems
therapy rests not on empirical research but on the ele-
gance of Murray Bowen'’s theory, clinical experiences
with this approach, and the personal experiences of
those who have worked at differentiating themselves in
their families of origin. Bowen himself was decidedly
cool to empirical research (Bowen, 1976), preferring
instead to refine and integrate theory and practice. Like
psychoanalysis, Bowen systems theory is probably best
judged not as true or false but as useful or not useful. On
balance, it seems eminently useful.

Current Status of the Model

Whether the longevity of Bowen’s theory is due to its thor-
oughness, usefulness, or Bowen’s charisma, his theory is
here to stay. Phil Guerin, director of the Center For Family
Learning in Rye Brook, New York, and Michael Kerr, direc-
tor of the Bowen Theory Academy in Islesbory, Maine, are
among the most active contemporary proponents of Bowen
theory. Both have made notable contributions, not only in
promulgating Bowenian theory but also in refining tech-
niques of therapy. Both are master therapists.

Monica McGoldrick, director of the Multicultural
Family Institute in Highland Park, New Jersey, makes
more of a contribution in studying how families work:
the family life cycle, ethnic diversity, and the pervasive
role of gender inequality. Because McGoldrick is a stu-
dent of the family as well as being a therapist, some
of her interventions have a decidedly educational fla-
vor. The same could be said of McGoldrick’s late col-
league Betty Carter, founder of the Family Institute of
Westchester in White Plains, New York. In working
with stepfamilies, for example, Betty Carter took the
stance of an expert and taught the stepparent not to try
to assume an equal position with the biological parent.
Stepparents have to earn moral authority; meanwhile,
what works best is supporting the role of the biologi-
cal parent. Just as Bowen’s approach is influenced by
his personal experience, it seems that both Carter’s and
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McGoldrick’s work as family therapists is informed by
their experience as career women and their convictions
about the price of inequality.

The most recent Bowenian theoretical developments
are outlined in Kerr’s (2019) text, Bowen Theory’s Secrets:
Revealing the Hidden Life of Families. In this text Kerr
proposes adding a ninth concept to Bowen theory: the uni-
disease concept. This concept underscores the role that
anxiety can play in physical health. The idea that the mind

Conclusion

Bowen’s conceptual lens was wider than that of most
family therapists, but his actual unit of treatment was
smaller. His concern was always with the multigenera-
tional family system, even though he usually met with
individuals or couples. Since first introducing the three-
generational hypothesis of schizophrenia, he was aware
of how interlocking triangles connect one generation to
the next—Ilike threads interwoven in a family tapestry.
Although Bowenian therapists are unique in sending
patients home to repair their relationships with parents,
the idea of intergenerational connections has been very
influential in the field.

According to Bowen, the major problem in families
is emotional fusion; the major goal is differentiation.
Emotional fusion grows out of an instinctual need for
others but is an unhealthy exaggeration of this need. Some
people manifest fusion directly as an excessive need for
togetherness; others mask it with a facade of independence.
In either case, contagious anxiety drives automatic
responses in close relationships and limits autonomous
functioning.

In addition to extending his analysis of family prob-
lems deeper into the anxieties of individuals, Bowen also
extended the focus wider, making the triangle the universal
unit of analysis—in principle and practice. When people
can’t settle their differences, the automatic tendency to
involve third parties stabilizes relationships but freezes
conflict in place. Bowen’s recognition that the majority of
family problems have triangular complications was one of
the seminal ideas in family therapy.

Bowen discouraged therapists from trying to fix
relationships and instead encouraged them to remain neu-
tral while exploring the emotional processes in conflictual
relationships with process questions. Bowenian therapists
rarely give advice. They just keep asking questions. The
goal isn’t to solve people’s problems but to help them learn

affects the body isn’t new, but Kerr takes that a step further
to claim that anxiety in particular leaves a person more
vulnerable to developing physical health problems. Anxi-
ety doesn’t cause health problems per se, but it does play
an important role in their development and maintenance.
Should this idea be more widely accepted, family therapy,
with its focus on increasing a family’s ability to regulate
their anxiety, would become a more central component of
healthcare.

to see their own role in how their family system operates.
This self-discovery isn’t merely a matter of introspec-
tion, because understanding is seen as a tool for repair-
ing relationships and enhancing one’s own autonomous
functioning.

Six techniques are prominent in the practice of
Bowen family systems therapy:

1. Genograms. In addition to recording biographic
data, the genogram is used to trace relationship con-
flicts, cutoffs, and triangles. This process of collect-
ing information is sometimes therapeutic in and of
itself: Family members often say, “It never occurred
to me how all those events fit together.” The most
comprehensive guide to working with genograms is
Genograms in Family Assessment (McGoldrick &
Gerson, 1985).

2. Neutralizing Triangles. If a therapist can remain
free of the emotional reactivity families bring to
therapy, clients will be better able to reduce their own
emotionality and begin to think more clearly about
their problems. The danger is that the same process of
emotional triangulation families use to stabilize their
conflicts will engulf the therapist. If so, therapy will
be stalemated. On the other hand, if the therapist can
remain free of reactive emotional entanglements—
in other words, stay detriangled—the family system
and its members will calm down to the point where
they can begin to work out their dilemmas.

3. Process Questions. Each family member is asked
a series of questions aimed at toning down emo-
tion and fostering objective reflection. Process
questions are also used to help manage and neu-
tralize triangles, including the potential triangle(s)
that may develop between the therapist and various
family members. The process question is aimed at



calming anxiety and gaining access to information
on how the family perceives the problem and how
the mechanisms driving the problem operate. If pro-
cess questions decrease anxiety, people will be bet-
ter able to think clearly. This clarity allows them to
discover more potential options for managing their
problems.

4. Relationship Experiments. Relationship experi-
ments are carried out around structural alterations
in key triangles. The goal is to help family mem-
bers become aware of systems processes and learn
to recognize their own role in them. Perhaps the best
illustrations of such experiments are those devel-
oped by Fogarty for use with emotional pursuers
and distancers. Pursuers are encouraged to restrain
their pursuit, stop making demands, decrease pres-
sure for emotional connection, and see what happens
in themselves and in the relationship. This exercise
isn’t designed to be a magic cure (as some people
hope) but to help clarify the emotional processes
involved. Distancers are encouraged to move toward
their partners and communicate personal thoughts
and feelings—in other words, to find an alterna-
tive to avoiding or capitulating to the other person’s
demands.

5. Coaching. Coaching is the Bowenian alternative
to the more emotionally involved role common to
other forms of therapy. By acting as a coach, the
Bowenian therapist hopes to avoid taking over for
clients or becoming embroiled in family triangles.
Coaching doesn’t mean telling people what to do.
It means asking questions designed to help people
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figure out family emotional processes and their role
in them.

6. The “I”’-Position. An “I”-position is a calm and
clear statement of personal opinion. In situations of
increased tension, it often has a stabilizing effect for
one person to be able to detach from the emotion-
ality and adopt an “I”’-position. Taking a personal
stance—saying what you feel instead of what others
are doing—is one of the most direct ways to break
cycles of emotional reactivity. It’s the difference
between saying “You’re lazy” and “I wish you would
help me more” or between “You’re always spoiling
the children” and “I think we should be stricter with
them.” It’s a big difference.

Bowenian therapists not only encourage clients to
take “I”-positions but also do so themselves. For example,
after a family session, the mother pulls the therapist aside
and confides that her husband has terminal cancer but she
doesn’t want the children to know. What to do? Take an
“I”’-position: Say to the mother, “I believe your children
have a right to know about this.” What she does, of course,
is up to her.

Finally, although students of family therapy are
likely to evaluate different approaches according to how
much sense they make and how useful they promise to be,
Bowen himself considered his most important contribution
to be showing the way to make human behavior a science.
Far more important than developing methods and tech-
niques of family therapy, Murray Bowen made profound
contributions to our understanding of how we function as
individuals, how we get along with our families, and how
these are related.

MyLab Helping Professions: Family Therapy

Video Example 4.1 This Bowenian therapist is interviewing a young mother about a recent loss in her family. What

effect can a loss have on a young family?

Video Example 4.2 This therapist is constructing a family genogram. Which questions would you ask when construct-

ing a genogram?

Chapter Review 4.1 Assess your understanding of this chapter’s content.

In the Topic 2 Assignments: Models, Theories, and Structure of Couples and Families, try Application Exercise 2.3:
Intergenerational Influences on Couples and Families and Licensure Quiz 2.3: Intergenerational Influences on Couples

and Families.

Then, in the Topic 6 Assignments: Socio-Cultural Contexts of Couples and Families, try Application Exercise 6.1:
Applying Knowledge of Vertical and Horizontal Stressors to Couple and Family Therapy.
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Strategic Family Therapy

Problem Solving

Learning Outcomes
e Describe the evolution of strategic family therapy.

e Describe the main tenets of the three models of
strategic family therapy.

e Describe healthy and unhealthy family development
from the perspective of each of the three basic
models of strategic family therapy.

e Describe the clinical goals and the conditions neces-
sary for meeting those goals from the perspective

ith their compelling application of cybernetics

s’s/ and systems theory, strategic approaches once

captivated family therapy. Part of their appeal

was a pragmatic, problem-solving focus, but there was also

a fascination with strategies to outwit and provoke families

into changing, with or without their cooperation. It was

this manipulativeness that eventually turned people against
strategic therapy.

The dominant approaches of the twenty-first century
have elevated cognition over behavior and encouraged thera-
pists to be collaborative rather than manipulative. Instead of
trying to solve problems and provoke change, therapists began
to reinforce solutions and inspire change. As a consequence,
the once celebrated voices of strategic therapy—1Jay Haley,
John Weakland, Mara Selvini Palazzoli—have been virtually
forgotten. Too bad, because their strategic approaches intro-
duced two of the most powerful insights in family therapy:
that families often perpetuate problems by their own actions,
and that directives tailored to the needs of a particular family
can sometimes bring about sudden and decisive change.

SKETCHES OF LEADING FIGURES

Strategic therapy grew out of the communications theory
developed in Bateson’s schizophrenia project, which
evolved into three distinct models: the MRI’s brief therapy,
Haley and Madanes’s strategic therapy, and the Milan sys-
temic model. The birthplace of all three was the Mental
Research Institute (MRI), where strategic therapy was

CHAPTER

of each of the three basic models of strategic family
therapy.

e Discuss and demonstrate assessment and interven-
tion techniques of each of the three basic models of
strategic family therapy.

e Discuss research support for the three basic models
of strategic family therapy.

inspired by Gregory Bateson and Milton Erickson, the
anthropologist and the alienist.

In 1952, funded by a Rockefeller Foundation grant
to study paradox in communication, Bateson invited Jay
Haley, John Weakland, and Don Jackson to join him in Palo
Alto. Their seminal project, which can be considered the
intellectual birthplace of family therapy, led to the conclu-
sion that the exchange of multilayered messages between
people defines their relationships.

Given Bateson’s disinclination to manipulate people,
it’s ironic that it was he who introduced project members to
Milton Erickson. At a time when therapy was considered a
laborious, long-term proposition, Erickson’s experience as
a hypnotherapist convinced him that people could change
suddenly, and he made therapy as brief as possible.

Many of what have been called paradoxical interven-
tions came out of Erickson’s application of hypnotic prin-
ciples to turn resistance to advantage (Haley, 1981). For
example, to induce trance, a hypnotist learns not to point
out that an individual is fighting going under but instead
tells the individual to keep his or her eyes open “until they
become unbearably heavy.”

Don Jackson founded the Mental Research Institute
in 1959 and assembled a creative staff, including Richard
Fisch, Jay Haley, John Weakland, and Paul Watzlawick.
What emerged was an elegantly brief approach based on
interrupting vicious cycles that occur when attempts to
solve problems only make them worse. This approach,
known as the MRI model, was described by Watzlawick,

79



80 Part2 ¢ The Classic Schools of Family Therapy

Milton Erickson was the guid-
ing genius behind the strategic
approach to therapy.

INTERFOTO/Personalities/Alamy Stock Photo

Weakland, and Fisch (1974) in Change: Principles of Prob-
lem Formation and Problem Resolution and in a follow-
up volume The Tactics of Change: Doing Therapy Briefly
(Fisch, Weakland, & Segal, 1982), which remains the most
comprehensive statement of the MRI model.

Jay Haley was always something of a maverick. He
entered the field without clinical credentials and established
his reputation as a gadfly and critic. His initial impact came
from his writing, in which he infused sarcasm with incisive
analysis. In “The Art of Psychoanalysis” (Haley, 1963),
Haley redefined psychoanalysis as a game of one-upmanship:

By placing the patient on a couch, the analyst gives
the patient the feeling of having his feet up in the air
and the knowledge that the analyst has both feet on
the ground. Not only is the patient disconcerted by
having to lie down while talking, but he finds himself
literally below the analyst and so his one-down
position is geographically emphasized. In addition,
the analyst seats himself behind the couch where he
can watch the patient but the patient cannot watch
him. This gives the patient the kind of disconcerted
feeling a person has when sparring with an opponent
while blindfolded. Unable to see what response his
ploys provoke, he is unsure when he is one-up and
when one-down. Some patients try to solve this
problem by saying something like, “I slept with my
sister last night,” and then whirling around to see
how the analyst is responding. These ““shocker” ploys
usually fail in their effect. The analyst may twitch,
but he has time to recover before the patient can
whirl fully around and see him. Most analysts have
developed ways of handling the whirling patient. As
the patient turns, they are gazing off into space, or
doodling with a pencil, or braiding belts, or staring at
tropical fish. It is essential that the rare patient who
gets an opportunity to observe the analyst see only
an impassive demeanor. (pp. 193-194)

In 1967 Haley joined Salvador Minuchin at the
Philadelphia Child Guidance Clinic. It was there that he

became interested in training and supervision, areas in
which he made his greatest contributions (Haley, 1996).
In 1976 Haley moved to Washington, DC, where with
Cloé Madanes he founded the Family Therapy Institute.
Madanes currently works with motivational speaker and
life coach Anthony Robbins. In 1995 Haley moved back to
California. He died in 2007.

Haley and Madanes are such towering figures that
their names often overshadow those who followed in their
footsteps. James Keim in California, who developed an
innovative way of working with oppositional children,
is ably carrying on the Haley—Madanes tradition. Other
prominent practitioners of this model include Neil Schiff
in Washington, DC; Scott Sells at the Savannah Family
Institute; and Jerome Price in Michigan.

The MRI model had a major impact on the Milan
Associates, Mara Selvini Palazzoli, Luigi Boscolo,
Gianfranco Cecchin, and Guiliana Prata. Selvini Palazzoli
was a prominent Italian psychoanalyst, specializing in eating
disorders, when, out of frustration with the psychoanalytic
model (Selvini Palazzoli, 1981), she began to develop her
own approach to families. In 1967 she led a group of eight
psychiatrists who turned to the ideas of Bateson, Haley,
and Watzlawick and formed the Center for the Study of the
Family in Milan, where they developed the Milan systemic
model. The Milan Associates eventually split, with Palazzoli
and Prata focusing on invariant prescriptions and eventually
incorporating more psychoanalytic concepts into their work,
and Boscolo and Cecchin focusing on circular questioning.
Both groups currently have training centers in Italy.

Giorgio Nardone is another prominent Italian fam-
ily therapist who trained at the MRI. A close colleague of
Watzlawick, the two have written several books together.
Nardone currently operates a large clinic and training pro-
gram in strategic therapy in Arezzo, Italy.

THEORETICAL FORMULATIONS

In Pragmatics of Human Communication, Watzlawick,
Beavin, and Jackson (1967) sought to develop a calculus
of human communication, which they stated in a series of
axioms. The first of these axioms is that people are always
communicating. Since all behavior is communicative and
since one cannot not behave, then it follows that one cannot
not communicate.

CASE EXAMPLE

Mrs. Rodriguez began by saying, “I don’t know what to do
with Ramon. He’s not doing well in school, and he doesn’t
help out around the house. All he wants to do is hang with



those awful friends of his. But the worst thing is that he
refuses to communicate with us.”

The therapist turned to Ramon and said, “What do you
have to say about all of this?” Ramon said nothing. He just
sat there slouched in the corner with a sullen look on his face.

Ramon isnt not communicating. He's communicating
that he’s angry and refuses to talk about it. Communica-
tion also takes place when it isn't intentional, conscious, or
successful—that is, in the absence of mutual understanding.

The second axiom is that all messages have report
and command functions (Ruesch & Bateson, 1951). The
report (or content) of a message conveys information, while
the command is a statement about the relationship. For
example, the message “Mommy, Sandy hit me!” conveys
information but also implies a command—Do something
about it. Notice, however, that the implicit command is
ambiguous. The reason for this is that the printed word
omits contextual clues. This statement shrieked by a child
in tears would have very different implications than if it
were uttered by a giggling child.

In families, command messages are patterned as
rules (Jackson, 1965), which can be deduced from repeated
patterns of interaction. Jackson used the term family rules
as a description of regularity, not regulation. Nobody lays
down the rules. In fact, families are generally unaware of
them.

The rules, or regularities, of family interaction oper-
ate to preserve family stability (Jackson, 1965, 1967).
Homeostatic mechanisms bring families back to equi-
librium in the face of disruption and thus serve to resist
change. Jackson’s notion of family homeostasis describes
the conservative aspect of family systems and is similar
to the cybernetic concept of negative feedback. Accord-
ing to communications analysis, families operate as goal-
directed, rule-governed systems.

CASE STUDY

Sam couldn’t understand why Mary was giving him such a
frantic look from across the room during their first visit to
Mary’s family. Sam and Mary were going hiking, and Mary’s
father was lending them a camera. Frank was explaining what
type of batteries to buy for the camera. Sam knew of a better
battery and was saying so to his future father-in-law. As soon
as Sam started explaining, Frank narrowed his eyes, pursed his
lips, and interrupted to insist on what he was recommending.
The rest of the family went silent and anxiously watched this
interaction. Sam missed all of these nonverbal cues and kept
insisting that he knew of a better kind of battery. He was
therefore shocked when Frank stood up, threw the camera on
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the floor, and stomped out of the room, shouting, “Nobody
in this family ever listens to me!”

This is how Sam discovered one of the rules in Mary’s
family: Never challenge Dad’s authority.

Communications theorists didn’t look for underly-
ing motives; instead, they assumed circular causality and
analyzed patterns of communications linked together in
chains of stimulus and response as feedback loops. When
the response to a family member’s problematic behavior
exacerbates the problem, that chain is seen as a positive
feedback loop. The advantage of this formulation is that
it focuses on interactions that perpetuate problems, which
can be changed, instead of inferring underlying causes,
which are often not subject to change.

Strategic therapists made the concept of the positive
feedback loop the centerpiece of their model. For the MRI
group, this translated into a simple yet powerful principle
of problem formation: Families encounter many difficulties
over the course of their lives; whether a difficulty becomes
a problem depends on how family members respond to it
(Watzlawick et al., 1974). That is, families often make mis-
guided attempts to solve their difficulties and, on finding
that the problem persists, apply more of the same attempted
solutions. This only produces an escalation of the problem,
which provokes more of the same, and so on—in a vicious
cycle. For example, if Jamal feels threatened by the arrival
of a baby sister, he may become temperamental. If so, his
father might think he’s being defiant and try to get him to
act his age by punishing him. But his father’s harshness
only confirms Jamal’s belief that his parents love his sister
more than him, and so he acts even younger. Father then
becomes more punitive, and Jamal becomes more alien-
ated. This is an escalating positive feedback loop: The
family system is reacting to a deviation in the behavior
of one of its members with feedback designed to dampen
that deviation (negative feedback), but it has the effect of
amplifying the deviation (positive feedback).

What’s needed is for Jamal’s father to reverse his
solution. If he could comfort rather than criticize Jamal,
then Jamal might calm down. The system is governed,
however, by unspoken rules that allow only one interpreta-
tion of Jamal’s behavior—as disrespectful. For his father to
alter his solution, this rule would have to be revised.

In most families, unspoken rules govern all sorts of
behavior. Where a rule promotes the kind of rigid attempted
solution described previously, it isn’t just the behavior but
the rule that needs to change. When only a specific behav-
ior within a system changes, this is first-order change,
as opposed to second-order change, which occurs when
the rules of the system change (Watzlawick et al., 1974).
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TABLE 5.1 First- or Second-Order Change

First-Order Change

Second-Order Change

Mother starts using gold stars to reward son for doing his
chores.

Mother and father work together as a team to address son’s
behavior.

Parents try several strategies to get daughter to come home
by curfew.

Parents start negotiating rules for daughter in recognition
that she is growing up.

Father takes a second job to keep up with growing family
expenses.

Mother takes a full-time job, and father assumes a greater
share of household duties.

How do you change the rules? One way is by reframing—
that is, changing the father’s interpretation of Jamal’s
behavior from disrespect to fear of displacement, from bad
to sad (see Table 5.1).

Thus, the MRI approach is elegantly simple: (1) iden-
tify feedback loops that maintain problems; (2) determine
the rules that support those interactions; and (3) find a
way to change the rules in order to interrupt problem-
maintaining behavior.

Jay Haley added a functionalist emphasis to the
cybernetic interpretation with his interest in the interper-
sonal payoff of behavior. Later, he incorporated struc-
tural concepts developed during the years he spent with
Minuchin. For example, Haley might notice that whenever
Jamal and his father quarrel, Jamal’s mother protects him
by criticizing his father for being so harsh. Haley might
also see Jamal becoming more agitated when his mother
criticizes his father, trying to get his parents’ attention off
their conflicts and onto him.

Haley believed that the rules around the hierarchical
structure of a family are crucial and found inadequate
parental hierarchies lurking behind most problems. Indeed,
Haley (1976) suggested that “an individual is more dis-
turbed in direct proportion to the number of malfunctioning
hierarchies in which he is embedded” (p. 117).

To counter a problem’s payoff, Haley borrowed
Erickson’s technique of prescribing ordeals, so that the
price for keeping a symptom outweighed that of giving it
up (Haley, 1984). To illustrate, consider Erickson’s famous
maneuver of prescribing that an insomniac set his alarm
every night to wake up and wax the kitchen floor.

Like Haley, Mara Selvini Palazzoli and her asso-
ciates (Selvini Palazzoli, Boscolo, Cecchin, & Prata,
1978b) focused on power games in families and on the
protective function symptoms served for a family. They
explored families’ histories over several generations,
searching for evidence to confirm their hypotheses about
how children’s symptoms came to be necessary. These
hypotheses often involved elaborate networks of fam-
ily alliances and coalitions. They frequently concluded
that patients developed symptoms to protect one or more

family members so as to maintain the delicate network of
extended family alliances.

FAMILY DYNAMICS

Those seeking comprehensive explanations of family
development should look elsewhere. Strategic therapists
say little more than whatever works is normal and that
what makes families malfunction are solutions that don’t
work. But if your goals are limited to solving the problems
families come in with, maybe that’s all the theory you need.

Normal Family Functioning

According to general systems theory, normal families,
like all living systems, depend on two vital processes
(Maruyama, 1968). First, they maintain integrity in the face
of environmental challenges through negative feedback. No
living system can survive without a coherent structure. On
the other hand, too rigid a structure leaves a system ill-
equipped to adapt to changing circumstances. That’s why
normal families also have mechanisms of positive feed-
back. Negative feedback resists disruptions; positive feed-
back amplifies innovations to accommodate to changed
circumstances. Recognizing that the channel for feedback
is communication makes it possible to state the case more
plainly: Healthy families are able to adapt because they
communicate clearly and are flexible.

The MRI group resolutely opposed standards of nor-
mality: “As therapists, we do not regard any particular way
of functioning, relating, or living as a problem if the client
is not expressing discontent with it” (Fisch, 1978). Thus,
by limiting their task to eliminating problems presented to
them, the MRI group avoided taking any position regarding
how families should behave.

The Milan Associates strove to maintain an attitude
of neutrality (Selvini Palazzoli, Boscolo, Cecchin, & Prata,
1980). They didn’t apply preconceived notions or norma-
tive models. Instead, by raising questions that helped fami-
lies examine themselves and that exposed hidden power
games, they trusted families to reorganize on their own.



In contrast to the relativism of these two approaches,
Haley’s assessments were based on assumptions about
sound family functioning. His therapy was designed to help
families reorganize into more functional structures, with
clear boundaries and generational hierarchy (Haley, 1976).

Development of Behavior Disorders

According to communications theory, the essential func-
tion of symptoms is to maintain the homeostatic equilib-
rium of family systems.! Symptomatic families were seen
as trapped in dysfunctional, homeostatic patterns of com-
munication (Jackson & Weakland, 1961). These families
cling to their rigid ways and respond to signs of change as
negative feedback. That is, change is treated not as an
opportunity for growth but as a threat, as the following
example illustrates.

CASE STUDY

Laban was a quiet boy, the only child of Orthodox Jewish par-
ents from Eastern Europe. His parents left their small farming
community to come to the United States, where they both
found factory work in a large city. Although they were now
safe from religious persecution, the couple felt alien and out
of sync with their new neighbors. They kept to themselves
and took pleasure in raising Laban.

Laban was a frail child with a number of peculiar man-
nerisms, but to his parents he was perfect. Then he started
school. Laban began to make friends with other children and,
eager to be accepted, picked up a number of American hab-
its. He chewed gum, watched cartoons, and rode his bicycle
all over the neighborhood. His parents were annoyed by the
gum chewing and Laban’s fondness for television, but they
were genuinely distressed by his eagerness to play with gen-
tile children. They may have come to the United States to
escape persecution but not to embrace pluralism, much less
assimilation. As far as they were concerned, Laban was reject-
ing their values—"Something must be wrong with him.” By
the time they called the child guidance clinic, they were con-
vinced that Laban was disturbed, and they asked for help to
“make Laban normal again.”

In strategic models there are three explanations of
how problems develop. The first is cybernetic: Difficulties
are turned into chronic problems by misguided solutions,
forming positive feedback escalations. The second is struc-
tural: Problems are the result of incongruous hierarchies.

IThe notion of symptoms as functional—implying that families need their
problems—was to become controversial.

Chapter 5 * Strategic Family Therapy 83

The third is functional: Problems result when people try
to protect or control one another covertly, so that their
symptoms serve a function for the system. The MRI group
limited itself to the first explanation, while Haley and the
Milan Associates embraced all three.

To clarify these differences, consider the following
example: Sixteen-year-old Juwan recently began refus-
ing to leave the house. An MRI therapist might ask his
parents how they had tried to get him to venture out. The
focus would be on the parents’ attempted solution, on the
assumption that this was likely to be maintaining Juwan’s
refusal, and on their explanation, or frame, for Juwan’s
behavior, believing that their framing of the problem might
be driving their false solution.

A Haley-style therapist might be interested in the
parents’ attempted solutions but would also inquire about
their marriage, the ways in which Juwan was involved in
struggles between them or other family members, and the
possible protective nature of Juwan’s problem. This thera-
pist would be acting on the assumption that Juwan’s behav-
ior might be part of a dysfunctional triangle, fueled by
unresolved conflict between the parents. Madanes would
also be interested in this triangle but, in addition, would be
curious about how Juwan’s behavior might be protecting
his parents from having to face some threatening issue.

A Milan systemic therapist wouldn’t focus so much
on attempted solutions but instead would ask about past
and present relationships in the family. In so doing, the
therapist would be trying to uncover a network of power
alliances, often continuing across generations, that consti-
tuted the family’s “game.” Some such game left Juwan in
the position of having to use his symptoms to protect other
family members. The family might reveal, for example,
that if Juwan were to grow up and leave home, his mother
would be drawn back into a power struggle between her
parents, which she had avoided by having a symptomatic
child. Also, by not succeeding in life, Juwan might be pro-
tecting his father from the shame of having a child who
exceeded him in accomplishment.

CASE STUDY: WHAT WOULD THE DOCTORS
THINK? PART 1

Harpreet and Mohammed, a newly married couple in their
early forties, sought marital counseling to help with their
increasing conflict. Mohammed's family wanted him to be
a doctor, but he became a medical device salesman instead.
He had explored becoming a doctor in his early twenties but
didn’t enjoy the classes. He had no plans to go to medical
school, ostensibly because he couldn’t afford it now that he
was married and in his forties, but really because deep down
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he didn’t want to—even though he believed strongly that
he should. Almost every time something went wrong in their
life, Mohammed would chalk it up to him not being a doctor.
They were short on money? Wouldn't be happening if he
had become a doctor. Treated disrespectfully by the waiter?
If only he had become a doctor, he'd get more respect. Life
feeling meaningless and flat? Probably because he hadn’t
become a doctor. He realized this belief was illogical, but he
couldn’t shake it. Perseverating on his failure to become a
doctor would often send him into a dark mood that would
last for a week or longer, during which time his work would
suffer and he would neglect his household responsibilities,
leaving Harpreet to pick up the slack. His recent gloominess,
which had brought them into therapy, had lasted almost
two months.

At first Harpreet was supportive and compassionate,
but eventually she grew frustrated with Mohammed'’s extreme
response to what seemed to her an illogical belief. She didn‘t
care if he was a doctor. She accused him of using his disap-
pointment as an excuse to not help around the house and
dreaded the pall his gloominess cast over their family. Over
time, she started responding to Mohammed’s dark moods
with anger, and when that didn’t work, she'd grow distant
and cold. She resented the extra work that came her way—
she had a full-time professional job as well, and she was los-
ing respect for Mohammed. “Suck it up, and be a man” was
becoming a common refrain, which didn‘t help Mohammed’s
sense of inferiority.

Outside of Mohammed's “doctor spirals,” as they
called them, their marriage was in good shape. They enjoyed
spending time together, communicated well, had good sex,
and were attentive to each other’s needs. Consequently, their
therapist hypothesized that if she could help Mohammed stop
his doctor spirals, they would be okay. At first she tried a
cognitive behavior therapy (CBT) approach; since Moham-
med worked with doctors all day (something he likened to
an alcoholic working in a bar), she had him ask his doctor
colleagues whether they would choose to be a doctor if they
could do it all over again. Even though over 90 percent of
them said no, and Mohammed acknowledged that most of
them seemed miserable, he still was obsessed with being a
doctor. Undeterred, she next had him ask his parents whether
they were truly disappointed in him for not being a doctor.
Mohammed asked, and even though they said no, he was
sure they were just patronizing him. Clearly the direct CBT
approach wasn’t working.

Questions to Consider

e Why might Harpreet and Mohammed be good candi-
dates for strategic therapy?

e If you were a strategic therapist, what type of paradoxi-
cal intervention(s) might you try? Why?

e Which of the three types of problem-maintaining solu-
tion loops (listed later under “Therapeutic Techniques”)

is Mohammed stuck in? Consequently, what should be
the treatment goal?

¢ To what would a strategic therapist attribute the failure
of CBT in this instance?

MECHANISMS OF CHANGE

Strategic therapists offer a circumscribed perspective on
what to change and how to do it. This perspective—which
is focused or limited, depending on your point of view—
concentrates their attention to identify and alter problem-
maintaining solutions.

Goals of Therapy

The MRI group is proudly minimalistic. Once the present-
ing problem is resolved, therapy is concluded. If a family
doesn’t ask for help with other issues, they aren’t targeted.
Because they view people who have problems as stuck
rather than sick, MRI therapists see their job as simply
getting them moving again.

MRI therapists help families define clear and reach-
able goals so that everyone knows when treatment has
been successful. They often find that much of the therapy
takes place simply in the process of pushing clients to set
concrete goals because in doing so clients are forced to
clarify vague dissatisfactions. The primary goal is behavior
change.

Haley’s approach is also behavioral and, even more
than the MRI group, downplays the importance of insight.
He was scornful of therapists who helped clients under-
stand why they made mistakes but failed to get them to
act differently. Haley’s ultimate goal was often a structural
reorganization of the family, particularly its hierarchy
and generational boundaries. Unlike in structural family
therapy, however, these structural goals are always directly
related to the presenting problem. For example, to improve
the relationship between the polarized parents of a rebel-
lious teenager, a structural therapist might get the parents
to talk about their marital problems, where Haley would
have them talk only about their difficulty working together
to deal with their child.

The original Milan approach (Selvini Palazzoli et al.,
1978b) was a direct offshoot of the MRI model. They
expanded the network of people involved in maintaining
problems but still concentrated on interrupting destructive
family games. They differed from other strategic schools in
being less problem-focused and more interested in chang-
ing family members’ beliefs about covert collusions and the
motives for strange behavior.



Conditions for Behavior Change

In the early days of family therapy, the goal was simply
to improve communication. Later the goal was refined
to altering specific patterns of communication that main-
tained problems. A therapist can either point out problem-
atic sequences or simply block them to effect therapeutic
change. The first strategy relies on insight and depends on a
willingness to change. The second does not; it’s an attempt
to beat families at their own games.

For the MRI school, the way to resolve problems is to
reverse the misguided solutions that have been maintaining
them. It’s believed that through seeing the results of alter-
ing rigid behavioral responses, clients will become more
flexible in their problem-solving strategies. When this hap-
pens, clients achieve second-order change—a change in the
rules governing their response to problems.

For example, Maria argues with her father about her
curfew, and her father grounds her. She then runs away
and stays with a friend. A first-order intervention might
be to help Maria’s father find a more effective punishment
to tame his rebellious child. A second-order strategic
intervention might be to direct the father to act disap-
pointed and sad around his daughter, implying that he has
given up trying to control her. This shifts Maria from feel-
ing controlled by her father to feeling concerned about
him, and she becomes more reasonable. Her father learns
that when attempted solutions aren’t working, he needs
to try something different. This change is second order in
that it alters the rules governing the way the father and
daughter interact.

Haley (1976) believed that telling people what they’re
doing wrong only mobilizes resistance. He was convinced
that changes in behavior alter perceptions, rather than the
other way around. The Milan group turned this behavior-
ism on its head. They were more interested in getting fami-
lies to see things differently (through a reframing technique
called positive connotation to be discussed later) than in
getting family members to behave differently. This shift
from behavior to cognition set the stage for the constructiv-
ist and narrative movements (see Chapters 3 and 12).

THERAPY
Assessment

The goals of an MRI assessment are to (1) define a resolv-
able complaint, (2) identify attempted solutions that main-
tain the complaint, and (3) understand the clients’ unique
language for describing the problem. The first two goals
show where to intervene; the third suggests how.
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The first step is to get a very specific, behavioral
picture of the complaint, who sees it as a problem, and
why it’s a problem now. When a therapist asks, “What is
the problem that brings you here today?” clients are often
vague: “We don’t communicate,” or make attributions: “We
think our 14-year-old is depressed,” or “Clarence seems to
be hyperactive.” The MRI therapist inquires about exactly
what these complaints mean. “We don’t communicate”
might mean “My son argues with everything I say” or “My
husband never talks to me.” “Depressed” might mean sad
and withdrawn or sullen and disagreeable; “hyperactive”
might mean disobedient or unable to concentrate. A useful
device is to ask, “If we had a video of this, what would it
look like?”

Once the problem has been defined, the therapist
tries to determine who has tried to solve it and how. Some-
times the attempted solution seems to have made things
worse. For example, a wife who nags her husband to spend
more time with her is likely to succeed only in driving him
further away. Likewise, parents who punish their son for
fighting with his sister might convince him that they favor
her. Or a husband who does everything his wife asks in
order to keep the peace may become so resentful that he
starts to hate her.

THE PROBLEM IS THE SOLUTION

“I nag because you withdraw.”
“I withdraw because you nag.”

Typically, the strategic objective will be a 180-degree
reversal of what the clients have been doing. Although
interventions typically involve prescribing some alterna-
tive behavior, the key is to stop the performance of the
problem-maintaining solution (Weakland & Fisch, 1992).

Grasping the clients’ unique language and ways of
seeing their dilemmas is important to framing suggestions
in ways they will accept. For example, a devoutly religious
wife might be amenable to the suggestion that she pray
for her husband to become more involved with the fam-
ily rather than continue to criticize his failings. In another
case, cited by Shoham and Rohrbaugh (2002), a young
woman was seen as perpetuating her boyfriend’s jealous
accusations by trying to reassure him. Unfortunately, these
efforts to reason with the boyfriend only ended up in argu-
ments, which were painful enough to threaten the relation-
ship. Because the woman was a devotee of mindfulness
meditation, the therapist suggested that the next time the
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boyfriend asked a jealous question and she felt like defend-
ing herself, she should tell him she was feeling stressed and
needed to meditate.

Haley’s assessment began with a careful definition
of the problem, expressed from the point of view of every
member of the family. But unlike the MRI group, Haley also
explored the possibility that structural arrangements in the
family may be contributing to their problems—especially
pathological triangles, or cross-generational coalitions.

In addition to structural problems, Haley and
Madanes also considered the interpersonal payoff of prob-
lem behavior. According to Haley, the apparent helpless-
ness of a patient often turns out to be a source of power in
relation to others whose lives are dominated by the demands
and fears of the symptomatic individual. A person diag-
nosed with schizophrenia who refuses to take his medica-
tion might, for example, avoid having to go to work. While
it isn’t necessary to decide what is or isn’t a real illness,
Haley tended to assume that all symptomatic behavior was
voluntary. Sometimes this is a crucial distinction—as, for
example, in cases of drug addiction or losing one’s temper.

In the Milan model, assessment begins with a prelim-
inary hypothesis, which is confirmed or disconfirmed in the
initial session. These hypotheses are generally based on the
assumption that the problems of the identified patient serve
a protective function for the family. Therefore, assessment
of the presenting problem and the family’s response to it
is based on questions designed to explore the family as a
set of interconnected relationships. For example, the reply
to a question like “Who has been more worried about this
problem, you or your wife?”” suggests a hypothesis about
the closeness and distance of family members. The ultimate
goal of assessment is to achieve a systemic perspective on
the problem.

Therapeutic Techniques

Although strategic therapists share a belief in the need for
indirect methods to induce change in families, they devel-
oped distinctly different techniques for doing so.

THE MRI APPROACH The MRI model follows a six-step
treatment procedure:

1. Introduction to the treatment setup
Inquiry and definition of the problem
Estimation of the behavior maintaining the problem
Setting goals for treatment

Selecting and making behavioral interventions

SR WD

Termination

Once the preliminaries have been concluded, the
therapist asks for a clear definition of the primary problem.

If a problem is stated in vague terms, such as “We just don’t
seem to get along,” or in terms of presumptive causes, such
as “Dad’s job is making him depressed,” the therapist helps
translate it into a clear and concrete goal, asking questions
like “What will be the first small sign that things are get-
ting better?”

After the problem and goals are defined, MRI thera-
pists inquire about attempted solutions. Solutions that per-
petuate problems tend to fall into one of three categories:

1. The solution is to deny that a problem exists; action
is necessary but not taken. For instance, parents do
nothing despite growing evidence that their teenage
son is using drugs.

2. The solution is an effort to solve something that isn’t
really a problem; action is taken when it shouldn’t be.
For example, parents punish a child for masturbating.

3. The solution is an effort to solve a problem within a
framework that makes a solution impossible; action
is taken but at the wrong level. For instance, a hus-
band buys gifts for his wife when what she wants is
affection.

Once the therapist conceives a strategy for changing
the problem-maintaining sequence, clients must be con-
vinced to follow this strategy. To sell their directives, MRI
therapists reframe problems to increase the likelihood of
compliance. Thus a therapist might tell an angry teenager
that when his father punishes him, it’s the only way his
father knows how to show his love.

To interrupt problem-maintaining sequences, strategic
therapists may try to get family members to do something
that runs counter to common sense. Such counterintuitive
techniques have been called paradoxical interventions
(Haley, 1973; Watzlawick et al., 1974). Watzlawick and
his colleagues (1974) describe such an intervention when
working with a young couple who were bothered by their
parents’ tendency to treat them like children by doing every-
thing for them. Despite the husband’s adequate salary, the
parents continued to send money and lavish gifts on them,
refused to let them pay even part of a restaurant check, and
so on. The strategic team helped the couple solve their dif-
ficulty with their doting parents by having them become
less rather than more competent. Instead of trying to show
the parents that they didn’t need help, the couple was told
to act helpless and dependent, so much so that the parents
got annoyed and finally backed off.

The techniques most commonly thought of as para-
doxical are symptom prescriptions in which a family is
told to continue or embellish the behavior they complain
about. In some contexts, such a prescription might be made
with the hope that the family will try to comply with it
and thereby be forced to reverse their attempted solution.



If Jorge, who is sad, is told to try to become depressed
several times a day, and his family is asked to encourage
him to be sad, then they will no longer try ineffectively to
cheer him up, and he won’t feel guilty for not being happy.

At other times, a therapist might prescribe the symp-
tom while secretly hoping the clients will rebel against this
directive. The therapist might encourage Jorge to continue
to be depressed because in doing so he’s helping his brother
(with whom Jorge is competitive) feel superior.

A favorite MRI technique for responding to cycles in
which an individual engages in self-destructive behavior in
response to feeling anxious or depressed is this: As soon
as the individual starts feeling overwhelmed, he or she is
instructed to make a list of all the things he or she might
do to sabotage his or her life. Doing so takes the rebellion
out of the self-destructive behavior and thus makes it less
attractive—and less likely to be done on impulse.

Sometimes a therapist might prescribe the symptom
with the hope that in doing so the network of relationships
that maintain the problem will be exposed. The therapist
says that Jorge should remain depressed because that way
he can continue to occupy his mother’s attention, which will
keep her from looking to his father for affection, since his
father is still overinvolved with his own mother, and so on.

Another example of a paradoxical directive would be
asking a couple to deliberately have an argument during the
week in order to help the therapist understand how they get
involved in such no-win encounters and how they are able
to get each other to act unreasonably. This assignment may
yield diagnostic information, and it creates an incentive
for the partners to resist provocation in order not to appear
“unreasonable.”

To prevent power struggles, MRI therapists avoid
an authoritarian posture. Their one-down stance implies
humility and helps reduce resistance. Although some strate-
gists adopt a one-down position disingenuously, a modest
approach was consistent with the late John Weakland’s own
unassuming character. While sitting clouded in the smoke
of his pipe, Weakland discouraged families from trying to
change too fast, warning them to go slow and worrying out
loud about the possibility of relapse when improvements
did occur. This restraining technique reinforced the thera-
pist’s one-down position.

CLEVER OR INSINCERE?

Like many strategic interventions, the restraining technique
can be honest or manipulative. The truth is most people don‘t
change; things are liable to stay the same. A therapist’s telling
people to go slow or saying that things may not change can
both be sincere and designed to motivate them to prove him
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or her wrong at the same time. Similarly, while paradoxical
directives can be delivered with clumsy reverse psychology—
“Oh no, don't throw me in the briar patch!” (wink, wink),
they can be phrased more artfully—*Perhaps you should con-
tinue to wake Ricky up for school; after all, you don’t want
to push him to be too responsible too soon.” Because they
seemed clever, paradoxical directives got a lot of attention,
especially in workshops. But the essence of the MRI approach
wasn't to be deceitful, or clever, or provocative: The main
thing was to discover what families were doing to perpetuate
their problems and then get them to try something different.
Indirection was usually resorted to only after a direct approach
met with resistance.

THE HALEY AND MADANES APPROACH Haley’s approach
is harder to describe because it is tailored to address the
unique requirements of each case. If strategic implies
systematic, as in the MRI approach, it also implies artful,
which is especially true of Haley’s therapy. As with other
strategic approaches, the definitive technique is the use of
directives. But Haley’s directives weren’t simply ploys to
outwit families or reverse what they were doing. Rather,
they were thoughtful suggestions targeted to the specific
requirements of each case.

Haley (1976) believed that if therapy is to end well, it
must begin properly. Therefore, he devoted a good deal of
attention to the opening moves of treatment. Regardless of
who is presented as the patient, Haley began by interview-
ing the entire family. His approach to this initial interview
followed four stages: a social stage, a problem stage, an
interaction stage, and finally a goal-setting stage.

Haley used the initial minutes of a first session to
help everyone relax. He made a point of greeting each fam-
ily member and making sure they were comfortable. Like
a good host, he wanted his guests to feel welcome. After
the social stage, Haley got down to business in the problem
stage, asking each individual for his or her perspective.
Because mothers are usually more central than fathers,
Haley recommended speaking first to fathers to increase
their involvement. This suggestion is typical of Haley’s
strategic maneuvering.

Haley listened carefully to the way each family mem-
ber described the problem, making sure no one interrupted
until each had a turn. During this phase, Haley looked for
clues about triangles and hierarchy, but he avoided making
any comments about these observations because that might
make the family defensive.

Once everyone had a chance to speak, Haley encour-
aged them to discuss their points of view among them-
selves. In this interactional stage, a therapist can observe,
rather than just hear about, the interchanges that surround
the problem. As they talked, Haley looked for coalitions
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between family members against others. How functional
is the hierarchy? Do the parents work as a team, or do they
undercut each other?

Sometimes Haley ended the first session by giving
the family a task. In subsequent sessions, directives played
a central role. Effective directives don’t usually take the
form of simple advice, which is rarely helpful because
problems usually persist for a reason.

THE USE OF DIRECTIVES

Directives aren’t given only to bring about change; they
are also used to establish a type of relationship: When
Kendra’s parents failed to follow the simple suggestion that
they sit down to discuss how to respond to her missing cur-
few, the therapist took this as negative feedback—a response
to his pushing for unwelcome change. Thereafter, the ther-
apist avoided making direct suggestions and concentrated
more on listening to the parents’ complaints.

Some directives are straightforward: “Instead of arguing
back when Javier complains, try listening to his complaints,
drawing him out, and avoid contradicting him. Arguments are
like ping-pong—it takes two to play.”

Some directives are indirect: “"Don’t do anything differ-
ent this week, but keep a written record of how often your
responses to your wife are critical or supportive.”

Indirect directives are usually used when straight-
forward ones aren’t followed: When Mr. and Mrs.
Montalvo reported that their efforts to take turns talking
and listening hadn’t gone well, the therapist suggested
they try again, but this time the person listening should
take notes about what made it hard for him or her to
listen without interrupting.

The following two tasks are taken from Haley’s
(1976) Problem-Solving Therapy. One couple, who were
out of the habit of being affectionate with each other, were
told to behave affectionately “to teach their child how to
show affection.” In another case, a mother who was unable
to control her 12-year-old son had decided to send him away
to military school. Haley suggested that since the boy had
no idea how tough life would be at military school, it would
be a good idea for his mother to help prepare him. They both
agreed. Haley directed her to teach the boy how to stand at
attention, be polite, and wake up early every morning to
make his bed. The two of them followed these instructions
as if playing a game, with the mother as sergeant and the son
as private. After two weeks the son was behaving so well
that his mother no longer felt it necessary to send him away.

One thing unique about Haley’s approach was his
focus on the interpersonal payoff of psychiatric symptoms.
The idea that people get something out of their symptoms
has been rejected by most schools of family therapy because
it is seen as a version of blaming the victim. Haley’s point
wasn’t that people become anxious or depressed in order
to manipulate others, but that such problems, once they
develop, may come to play a role in interpersonal struggles
in the family. It was this covert function of symptoms that
Haley explored.

Although MRI therapists speculate about what may
be maintaining symptoms, they emphasize misguided solu-
tions and don’t consider the possible interpersonal payoff
of the symptoms. The primary goal of hypothesizing in
Haley’s approach is to understand the heart of the family
drama the symptoms revolve around. Haley focused on the
meaning behind people’s problems and therefore believed
that problems should have reasonable solutions. The answer
is to help families find new ways to solve their problems.

CASE STUDY

In a case treated by Jerome Price, a 13-year-old girl was
referred to juvenile court because of chronic truancy. She had
repeatedly failed to show up at school, and both her parents
and school officials had tried a range of threats and punish-
ments—all to no avail. The judge referred the girl to therapy.
Price began by asking questions designed to find out why
the girl was skipping school. The most obvious question was
“"Where do you go when you don’t go to school?” To the
therapist's surprise, the girl said she went to the home of her
92-year-old grandmother. The girl’s parents assumed that she
was taking advantage of her grandmother. However, when
Price asked, “Why there?” he learned the grandmother lived
alone and was in constant fear of falling. Her children rarely
visited and didn’t address her concerns directly, so the grand-
daughter had taken it upon herself to see that her grand-
mother was safe.

Price’s directives addressed both the purpose of the
girl's truancy and the hierarchical imbalance that it reflected
in the family. He encouraged the parents to visit the grand-
mother more often, hire a caregiver to be there during the
day, and arrange activities at a local center for older adults.
Knowing that her grandmother was safe—and that her par-
ents were now taking charge—the girl returned to school.

Unlike many contemporary family therapists, practi-
tioners in the Haley/Madanes tradition openly address the
issue of interpersonal power in families. Early in his career,
Haley (1963) recognized that communication affects how



family members relate to one another in a way that either
increases or decreases their influence. This was not meant
as a judgment but merely a description of the way things
seem to work. Haley devoted much of his early effort to
observing how power was used and misused in families,
with the idea that therapists can either ignore power strug-
gles or recognize and help families resolve them.

CASE STUDY

When a man beats a woman, people have no trouble seeing
this as an issue of power and its misuse. But when 16-year-
old Brad (Price, 1996) verbally harassed his mother to get the
use of her car, his individual therapist didn‘t see this as Brad's
misuse of power. When Brad proceeded to push his mother
to the ground and rip the keys out of her hand, the therapist
still insisted on exploring Brad’s reasons for being angry at
his mother.

When Brad’s mother got fed up with this approach
and sought treatment from a strategic practitioner, the new
therapy focused on how Brad had become so powerful and
what it would take for his mother to regain leadership. Most
of the sessions included the mother and Brad's uncle, who
cared very much about him and was therefore more than
willing to help discuss and carry out decisions. When Brad
was faced with a united front of two adults, who met with
him and a therapist and also held meetings at his school, the
reformulation of the power balance began calming him down
and simplifying his life to the point where he could return
to acting like a 16-year-old rather than an abusive husband.

As is often the case, the underlying dynamics in
this family didn’t emerge until after the presenting prob-
lem improved. Once Brad started behaving respectfully
and performing better in school, his mother’s depres-
sion became more apparent. In a way, Brad had kept his
mother emotionally occupied by reenacting her struggles
with his father, which made it unnecessary for her to make
new friends, date, or move forward in her life. With Brad
improving and no crises to deal with, his mother became
conscious of what was missing in her life, and the therapist
was able to help her address her own future. Haley would
see Brad as trying to help his mother by giving her a prob-
lem that distracted her from her own. In some cases this
“helpfulness” is conscious; in other cases it isn’t.

Metaphor is another theme in Haley’s approach. In
the previous case, Brad’s misbehavior, which mimicked
that of his parents’ previous abusive relationship, could
be seen as a metaphor for his mother not having resolved
her emotional struggle over past abuse. In this approach,
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a symptom is often seen as a metaphor for an underlying
problem. Thus, a school problem in a child may mirror a
work problem of a parent. A child that is underachieving
might be a reflection of an under-functioning parent. A
child addicted to drugs may be a clue that someone else in
the family is secretly acting in self-destructive ways.

Such was the case in which 37-year-old Margery
asked for help with her three-year-old daughter. Whenever
the two entered a store, the little girl would steal something,
such as a pack of gum or candy. Upon further exploration,
the therapist learned that Margery was having an affair with
her best friend’s husband. The metaphor of stealing thus
proved apt.

Madanes (1981) describes how one relationship may
metaphorically replicate another. As was the case with Brad
and his mother, parents can fight with their children about
things they should be addressing between themselves. Two
children can fight with each other in the same way their
parents would be fighting if they weren’t distracted by the
children. One child can struggle with parents in a way that
deflects the scrutiny that otherwise might be directed at a
sibling. This is often the case when there is a young adult
at home who is not working or going to school and is basi-
cally stuck on the launching pad. A younger sibling may
become symptomatic and start failing at school in a way
that serves as a metaphor to force the parents to deal with
the issue of needing to be productive.

Madanes (1984) also addresses power imbalances
in couples and how they play a role in a wide range of
symptoms. She looks at the areas of couples’ lives in which
power is regulated, including money, education, control of
children, in-laws, religion, and sex. It often turns out that
the partner with the least power develops the most emo-
tional problems. Symptoms such as depression, headaches,
substance abuse, eating disorders, phobias, and so on cer-
tainly burden the individual who suffers them, but they also
burden other family members. Others in the family often

Cloé Madanes's “pretend
techniques” are a clever way
to help break control-and-
rebel cycles.

Courtesy of Cloé Mandanes
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try desperately to do something about such symptoms,
but the symptomatic individual may refuse to accept help,
thereby maintaining a perverse sort of power by holding
on to troublesome symptoms. Again, this process is typi-
cally not conscious, and this way of thinking about it is not
offered as some objective truth but rather as one possibly
useful clinical hypothesis.

Looking at such struggles in the light of power bal-
ancing, a therapist is able to have a more flexible view of
the drama a couple is embroiled in. Is the abuser someone
who actually needs more of a role in his or her children’s
lives? Does a partner need an avocation that can help him
or her feel more successful?

CASE STUDY

This dynamic was the case with Mark and Brianna. Mark
became more and more depressed and refused to seek a job
after being laid off. Six months had passed, and he had done
little. He spent money as if his income were still coming in,
while Brianna stayed home with the children despite being in
demand as a registered nurse. Brianna berated Mark about
his lack of action, shouting at him at times and generally
exacerbating his general sense of failure. She was the expert
on the children. She took them to church. She had a master’s
degree, while he had only two years of college.

As Mark became more depressed and did increasingly
less, Brianna was forced to go back to work and give up
staying home with the children. By what he didn't do—
“because he was depressed”—Mark dominated the fam-
ily that had previously dominated him. He now took care
of the children (albeit not to Brianna’s satisfaction) and
stayed home while she worked, and no one went to church
because Brianna had to work the graveyard shift on Saturday
nights. Mark’s depression had equalized the power imbal-
ance that developed when he lost his job and began to
feel like a failure. Brianna‘s emotional control over their lives
had previously been offset by the fact that Mark was the
breadwinner. When he lost that role, the couple went into
imbalance and Mark had to find another form of power to
replace his income. Ironically, the helplessness of depression
provided that power.

The artful commonsense component of Haley’s stra-
tegic therapy can be understood by looking at high-conflict
divorce. Rather than think of a high-conflict couple as
pathological, Haley would look at them developmentally
and in terms of the family life cycle (Haley, 1973; Haley &
Richeport-Haley, 2007). This approach attempts to come
up with benevolent hypotheses that describe clients in
the best possible light. Rather than see the ex-spouses as

personality disordered, a Haley-style therapist would more
likely see them as still in need of an emotional divorce
(Gaulier, Margerum, Price, & Windell, 2007). Such a con-
ceptualization offers a therapist ideas about what needs to
be done to resolve problems.

CASE STUDY

Even after they were divorced, Rob and Melissa continued to
argue over every aspect of their 17-year-old daughter Marta‘s
existence. When the therapist asked Marta if these arguments
looked like the arguments her parents had when they were
married, she sighed and said the arguments “were identical.”
The therapist asked the parents whether they were willing
to let go of each other, once and for all. Both resisted the
idea that they were still emotionally married, but the therapist
challenged them to prove they were not.

The therapist asked both parents to collect memo-
rabilia and write accounts of events from their marriage
that they would like to leave behind. The therapist led them
through a ritual over about a month, in which they brought
in the items and accounts, described them to each other and
said why they no longer wanted the effects of these things
in their lives, then ritually burned them in the therapist’s
presence. Rob and Melissa were directed to collect the ashes
in a jar and sent on a weekend trip to northern Michigan,
where they stopped in a virgin pine forest and ritually buried
the ashes. At the therapist’s suggestion, they took a boat
trip and, at a specific time and in a specific way, threw their
wedding rings (which they had kept) into the depths of
Lake Superior.

James Keim and Jay Lappin (2002) describe a strate-
gic approach to a case with a nagging wife and withdrawing
husband. First they reframe the problem as a “breakdown
in the negotiation process.” A negotiation, the couple is
told, is a conversation in which one party makes a request
and the other names a price. This reframing allows the wife
to make requests without thinking of herself as a nag—and
the husband to see himself as having something to gain in
negotiations rather than as a browbeaten husband who is
forced to give in to his wife.

Keim and Lappin recommend introducing couples
to the negotiation process as a “fun exercise” designed to
get them back on track in reaching agreements. Then the
couple is given a handout with elaborate instructions for
negotiating in a constructive fashion and asked to progress
from negotiating easy issues in the session to doing so at
home and then tackling more difficult issues, first in the
session and then at home. Finally, the couple is cautioned
that even after negotiating some exchanges, they may



choose not to accept the quid pro quo terms. Sometimes
it’s preferable to endure certain problems than pay the price
of trying to change them.

Madanes used the observation that people will often
do something they wouldn’t ordinarily do if it’s framed as
play to develop a range of pretend techniques. One such
strategy is to ask a symptomatic child to pretend to have the
symptom and encourage the parents to pretend to help. The
child can give up the actual symptom now that pretending
to have it is serving the same family function. The follow-
ing two cases, summarized from Madanes (1981), illustrate
the pretend technique.

CASE STUDY

CASE 1: Night Terrors

A mother sought therapy because her 10-year-old son had
night terrors. Madanes suspected that the boy was concerned
about his mother, who was poor, spoke little English, and
had lost two husbands. Since the boy had night terrors, the
therapist asked all the members of the family to describe their
dreams. Only the mother and the son had nightmares. In the
mother’s nightmare, someone was breaking into the house. In
the boy’s, he was being attacked by a witch. When Madanes
asked what the mother did when the boy had nightmares,
she said she took him into her bed and told him to pray to
God. She explained that she thought his nightmares were the
work of the devil.

Madanes's conjecture was that the boy’s night terrors
were both a metaphorical expression of the mother’s fears
and an attempt to help her. As long as the boy was afraid,
his mother had to be strong. Unfortunately, while trying to
protect him, she frightened him further by talking about God
and the devil. Thus, both mother and child were helping each
other in unproductive ways.

The family members were told to pretend they were
home and the mother was afraid that someone might break
in. The son was asked to protect his mother. In this way the
mother had to pretend to need the child’s help instead of
really needing it. At first the family had difficulty playing the
scene because the mother would attack the make-believe
thief before the son could help. Thus she communicated that
she was capable of taking care of herself and didn’t need the
son’s protection. After the scene was performed correctly,
with the son attacking the thief, they all discussed the per-
formance. The mother explained that it was difficult to play
her part because she was a competent person who could
defend herself.

Madanes sent the family home with the task of repeat-
ing this dramatization every evening for a week. If the son
started screaming during his sleep, his mother was to wake
him up and replay the scene. They were told this was impor-
tant to do no matter how late it was or how tired they were.
The son’s night terrors soon disappeared.
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CASE 2: The Incredible Hulk

A mother sought treatment for her five-year-old because he
had uncontrollable temper tantrums. After talking with the
family for a few minutes, Madanes asked the boy to show
her what his tantrums were like by pretending to have one.
“Okay,"” he said, “I'm the Incredible Hulk!"” He puffed out his
chest, flexed his muscles, made a monster face, and started
screaming and kicking the furniture. Madanes asked the
mother to do what she usually did in such circumstances.
The mother responded by telling her son, in a weak and inef-
fective way, to calm down. She pretended to send him to
another room as she tried to do at home. Next, Madanes
asked the mother if the boy was doing a good job of pretend-
ing. She said he was.

Madanes asked the boy to repeat the scene. This
time he was Frankenstein’s monster, and his tantrum was
performed with a rigid posture and a grimacing face. Then
Madanes talked with the boy about the Incredible Hulk and
Frankenstein's monster and congratulated the mother for rais-
ing such an imaginative child.

Following this discussion, mother and son were told to
pretend he was having a tantrum while she was walking him
to his room. The boy was told to act like the Incredible Hulk
and to make lots of noise. Then they were told to pretend to
close the door and hug and kiss. Next Madanes instructed
the mother to pretend she was having a tantrum, and the
boy was to hug and kiss her. Madanes instructed the mother
and son to perform both scenes every morning before school
and every afternoon when the boy came home. After every
performance the mother was to give the boy milk and cookies
if he did a good job. Thus the mother was moved from a help-
less position to one of authority, in which she was in charge
of rewarding her son’s make-believe performance. The next
week the mother called to say that they didn't need to come
for therapy because the boy was behaving very well and his
tantrums had ceased.

Haley (1984) returned to his Ericksonian roots in a
book called Ordeal Therapy, a collection of case studies
in which ordeals were prescribed to make symptoms more
trouble than they’re worth. “If one makes it more difficult
for a person to have a symptom than to give it up, the per-
son will give up the symptom” (p. 5). A standard ordeal
is for a client to have to get up in the middle of the night
and exercise strenuously whenever he or she had symptoms
during that day. Another example might be for the client
to have to give a present to someone with whom he or she
has a poor relationship—for example, a mother-in-law or
ex-spouse—each time the symptoms occur.

Haley also used ordeals to restructure families. For
example, a 16-year-old boy put a variety of items up his
behind and then expelled them, leaving his stepmother to
clean up the mess. Haley (1984) arranged that after each
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such episode, the father had to take his son to their back-
yard and have the boy dig a hole three feet deep and three
feet wide, in which he was to bury all the things he was
putting up his rear end. After a few weeks of this, Haley
reported that the symptom stopped, the father became more
involved with his son, and the stepmother became closer
to the father.

The current form of Haley/Madanes therapy, called
strategic humanism, still involves giving directives, but the
directives are now more oriented toward increasing family
members’ abilities to soothe and love than to gain control
over one another. This represents a major shift and is in
sync with family therapy’s movement away from the power
aspects of hierarchy and toward finding ways to increase
harmony.

An excellent example of strategic humanism’s blend
of compassion and cleverness is James Keim’s work with
oppositional children (Keim, 1998). Keim begins by reas-
suring anxious parents that they aren’t to blame for their
children’s oppositionalism. Next he explains that there are
two sides of parental authority—discipline and nurture.
To reinforce the parents’ authority while avoiding power
struggles, Keim encourages them to concentrate on being
sympathetic and supportive for a while. The parent who
soothes a child with the forgotten language of understand-
ing is every bit as much in charge as one who tries to tell
the child what to do. After progress has been made in
calming the child down—especially in breaking the pat-
tern by which oppositional children control the mood in
the family by arguing with everything their parents say—
Keim coaches the parents to post rules and enforce conse-
quences. This strategy puts parents back in charge without
the high-intensity melodrama that often attends work with
unruly children.

THE MILAN MODEL The original Milan model was
highly scripted. Families were treated by male—female
cotherapists and observed by other members of the team.
The standard format had five parts: presession, session,
intersession, intervention, and postsession discussion. As
Boscolo, Cecchin, Hoffman, and Penn (1987) describe:

During the presession the team came up with an
initial hypothesis about the family’s presenting
problem . . . During the session itself, the team
members would validate, modify, or change the
hypothesis. After about forty minutes, the entire
team would meet alone to discuss the hypothesis
and arrive at an intervention. The treating therapists
would then go back to deliver the intervention

to the family, either by positively connoting the
problem situation or by a ritual to be done by the

family that commented on the problem situation
and was designed to introduce change . . . Finally,
the team would meet for a postsession discussion
to analyze the family’s reactions and to plan for the
next session. (p. 4)

As indicated in this description, the primary inter-
vention was either a ritual or a positive connotation.

The positive connotation was the most distinctive
innovation to emerge from the Milan model. Derived from
the MRI technique of reframing symptoms as serving a
protective function—for example, Carlo needs to continue
to be depressed to distract his parents from their marital
issues—the positive connotation avoided the implication
that family members benefited from the patient’s symp-
toms. This implication made for resistance that the Milan
team found could be circumvented if the patient’s behavior
was construed not as protecting specific people but as pre-
serving the family’s overall harmony. Indeed, every family
member’s behavior was often connoted in this system-
serving way.

The treatment team would hypothesize about how
the patient’s symptom fit into the family system, and after a
midsession break, the therapists would deliver this hypoth-
esis to the family, along with the injunction that they should
not try to change. Carlo should continue to sacrifice himself
by remaining depressed as a way to reassure the family that
he will not become an abusive man like his grandfather.
Mother should maintain her over-involvement with Carlo
as a way to make him feel valued while he sacrifices him-
self. His father should continue to criticize Carlo and his
mother’s relationship so the mother will not be tempted to
abandon Carlo and become a wife to her husband.

POSITIVE CONNOTATIONS

Implying that some members of a family are “good” and oth-
ers are “bad” makes it difficult to treat the family as a systemic
unity. Positive connotations, therefore, must include the entire
family system and confirm the behavior of all family members
as maintaining the stability and cohesion of the group:

“You two are very generous. Leon, you keep secrets so
that Marta won't worry. And, Marta, you question Leon
about his comings and goings so he’ll know you care.”

“Henry, you keep busy at work so as not to interfere
with Candice’s handling of the children. Candice, you
control the children’s activities so that they will not waste
their time and Henry will not be bothered to participate.
Seth and Paula, you avoid initiating your own activities
so that your mother will continue to feel needed.”




Rituals were used to engage families in a series of
actions that ran counter to or exaggerated rigid family rules
and myths. For example, one family that was enmeshed
with their large extended family was told to hold family
discussions behind locked doors every other night after
dinner during which each family member was to speak
for 15 minutes about the family. Meanwhile they were to
redouble their courtesy to the other members of the clan.
By exaggerating the family’s loyalty to the extended family
while simultaneously breaking that loyalty’s rule by meet-
ing apart from the clan and talking about it, the nuclear
family was defining itself as a unit distinct from the clan,
permitting, without explicitly saying so, each member to
express his or her own thoughts and feelings without being
contradicted, and preventing, through the prohibition of
discussions outside these ritualized family meetings, the
persistence of secret coalitions.

Rituals were also used to dramatize positive conno-
tations. For example, each family member might have to
express his or her gratitude each night to the patient for
having the problem (Boscolo et al., 1987). The Milan group
also devised a set of rituals based on an odd-and-even-days
format (Selvini Palazzoli, Boscolo, Cecchin, Prata, 1978a).
For example, a family in which the parents were deadlocked
over parental control might be told that on even days of the
week Father should be in charge of the patient’s behavior
and Mother should act as if she weren’t there. On odd days,
Mother is in charge and Father is to stay out of the way.
Here, again, the family’s rigid sequences are interrupted,
and family members must react differently to one another.

Positive connotations and rituals were powerful and
provocative interventions. To keep families engaged while
using such methods, the therapeutic relationship is crucial.
Unfortunately, the Milan team originally saw therapy as a
power struggle between therapists and families. Their main
advice to therapists was to remain neutral in the sense of
avoiding the appearance of taking sides. This neutrality
was often manifest as distance, so that therapists delivered
their dramatic pronouncements while acting aloof; not sur-
prisingly, families often became angry and didn’t return.

In the early 1980s, the original Milan team split
around the nature of therapy. Selvini Palazzoli maintained
the model’s strategic and adversarial bent, although she
stopped using paradoxical interventions. Instead she and
Guiliana Prata experimented with a specific ritual called
the invariant prescription, which they assigned to every
family they treated.

Selvini Palazzoli (1986) believed that patients with
psychosis and anorexia patients are caught up in a “dirty
game,” a power struggle originally between their parents
that these patients are pulled into and ultimately wind up
using their symptoms in an attempt to defeat one parent for
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the sake of the other. In the invariant prescription, parents
were to go out together without telling anyone else in the
family of their whereabouts and to be mysterious about
where they went. The goal was to strengthen the parental
alliance and reinforce the boundary between generations.

In the 1990s Selvini Palazzoli reinvented her ther-
apy once more, this time abandoning short-term, strategic
therapy (invariant prescription included) for long-term
therapy with patients and their families (Selvini Palazzoli,
1993). Thus, she came full circle, beginning with a psy-
chodynamic approach, then focusing on family patterns,
and finally returning to a long-term therapy that empha-
sizes insight and focuses again on the individual. This
new therapy revolves around understanding the denial of
family secrets and suffering over generations. In this way
it is linked conceptually, if not technically, to her former
models.

Boscolo and Cecchin also moved away from strate-
gic intervening but toward a collaborative style of therapy.
This approach grew from their conclusion that the value in
the Milan model wasn’t so much in the directives (positive
connotations and rituals), which had been the model’s cen-
terpiece, but in the interview process itself. Their therapy
came to center around circular questioning, a clinical
translation of Bateson’s notion of double description. Cir-
cular questions are designed to shift clients from thinking
about individuals and linear causality and toward reciproc-
ity and interdependence. For example, a therapist might
ask: “Did she start losing weight before or after her sister
went off to college?” “How might your father have char-
acterized your mother’s relationship with your sister, if he
had felt free to speak with you about it?” “If she had not
been born, how would your marriage be different today?”
“If you were to divorce, which parent would the children
live with?” Such questions are structured so that the client
has to give a relational description in answer.

Circular questions were further refined and cata-
loged by Penn (1982, 1985) and Tomm (1987a, 1987b).
Boscolo (Boscolo & Bertrando, 1992) remains intrigued
with their potential. As an example, let’s return to Carlo’s
family and imagine the following conversation (adapted
from Hoffman, 1983):

Q: Who is most upset by Carlo’s depression?

A: Mother.

Q: How does Mother try to help Carlo?

A: She talks to him for hours and tries to do things for
him.

Q: Who agrees most with Mother’s way of trying to
help Carlo?

A: The psychiatrist who prescribes his medication.
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: Who disagrees?

: Father. He thinks Carlo shouldn’t be allowed to do
what he wants.

: Who agrees with Father?

: We all think Carlo is babied too much. And Grandma

too. Grandpa would probably agree with Mother but
he died.

Q: Did Carlo start to get depressed before or after
Grandfather’s death?

A: Not long after, I guess.

Q: If Grandfather hadn’t died, how would the family be
different now?

A: Well, Mother and Grandma probably wouldn’t fight
so much because Grandma wouldn’t be living with
us. And Mother wouldn’t be so sad all the time.

Q: If Mother and Grandma didn’t fight so much and
Mother wasn’t so sad, how do you think Carlo would
be?

A: Well, I guess he might be happier too. But then he’d
probably be fighting with Father again.

= 10

= 10

By asking circular questions, the frame for Carlo’s
problem gradually shifts from a psychiatric one to being
symptomatic of changes in the family structure.

Boscolo and Cecchin became aware that the spirit in
which these questions were asked determined their useful-
ness. If a therapist maintains a strategic mind-set—uses the
questioning process to strive for a particular outcome—the
responses of family members will be constrained by their
sense that the therapist is after something. If, on the other
hand, the therapist asks circular questions out of genu-
ine curiosity (Cecchin, 1987), as if joining the family in
a research expedition regarding their problem, an atmo-
sphere can be created in which the family can arrive at new
understandings of their predicament.

OTHER CONTRIBUTIONS Strategic therapists pioneered
the team approach to therapy. Originally, the MRI group
used teams behind one-way mirrors to help brainstorm
strategies, as did the Milan group. Papp (1980) and her col-
leagues at the Ackerman Institute brought the team directly
into the therapy process by turning the observers into a
“Greek chorus” who reacted to events in the session. For
example, the team might, for strategic purposes, disagree
with the therapist. In witnessing the staged debates between
the team and their therapist over what a family should do,
family members might feel that both sides of their ambiv-
alence were being represented. Having the team interact
openly with the therapist or even with the family during

sessions paved the way for later approaches in which the
team might enter the treatment room and discuss the family
while the family watched (Andersen, 1987).

Jim Alexander was a behaviorist who, out of frustra-
tion with the limits of his behavioral orientation, incor-
porated strategic ideas. The result was functional family
therapy (Alexander & Parsons, 1982), which, as the name
implies, is concerned with the function that family behavior
is designed to achieve (see also Chapter 10). Functional
family therapists assume that most family behaviors are
attempts to become more or less intimate and through rela-
beling (another word for reframing) help family members
see one another’s actions in that benign light. They also
help family members set up contingency management pro-
grams to help them get the kind of intimacy they want.
Functional family therapy represents an interesting blend
of strategic and behavioral therapies and, unlike other stra-
tegic models, retains the behaviorist ethic of basing inter-
ventions on sound research.

CASE STUDY: WHAT WOULD THE DOCTORS
THINK? PART 2

Harpreet and Mohammed’'s therapist realized that
Mohammed was resistant to letting go of his belief that he
would only be successful if he were a doctor. Even though
he knew it was illogical, he wouldn’t let it go. The thera-
pist decided to try to use his resistance against him with
a paradoxical intervention. Realizing that Mohammed was
trying to solve a problem that wasn't really a problem, her
goal was to get him to stop acting—to stop dwelling on the
fact that he wasn't a doctor. But instead of directly trying
to convince him to stop obsessing (she'd already tried that
unsuccessfully with CBT), she decided to amplify his illogi-
cal belief to highlight its absurdity. She hypothesized that
doing so would reframe the meaning and allure of being a
doctor for Mohammed, which would allow him to let go of
this belief, which in turn would help their marriage get back
on track. When making decisions throughout the day, he
was told to ask himself, “What would the doctors think?”
To help him remember, he was to put this question on his
mirror, on the kitchen refrigerator, on his car dashboard, and
as the background on his phone and computer. Whether he
was deciding where to go for lunch or which route to take
to his next appointment, he was to ask out loud, “What
would the doctors think?"” Harpreet was instructed to ask
him this question any time he was deliberating something,
large or small. “Does this shirt match?” “Hmm, what would
the doctors think?” You get the idea. They were reluctant
but agreed to participate.

To the therapist’s relief, Harpreet and Mohammed
showed up for their next appointment laughing. Asking



“What would the doctors think?” dozens of times through-
out each day had indeed highlighted the absurdity of his
perseverating, and they'd turned the whole thing into an
ongoing joke. They would send texts back and forth all day
long: “What should we have for dinner?” “Oh boy, we'd
better find out what the doctors think!” They were having
a blast. When the therapist asked what they'd learned from
the week, they replied:

Mohammed: | realize how stupid this whole thing
is. Really, who cares what the doctors
think? They're just people. It's just a job.
Therapist (with a hint of mock disbelief): Well, you
do! What they think and who they
are is very important, right? The most
important, even.

Mohammed (laughing): No, not really. You've made
your point. It's silly for me to believe
that. And saying it out loud all the time
is embarrassing.

Therapist (again with mock disbelief): Are you saying
the doctors are just like everyone else?
How can this be? Everyone loves the
doctors! The doctors are all knowing!

Mohammed (sarcastically): Yes, yes. They're very wise.

The therapist shifted the focus at that point; there’s a
fine line between highlighting the absurdity of a belief and
mocking someone for holding it. They discussed the fact that
Mohammed could use this new tool to separate himself from
his belief in the omniscience of being a doctor. Just because
he had the thought that he needed to be a doctor to be
worthwhile didn’t mean it was true, and he now had a way
to really let that sink in. Harpreet was also glad to have a
new, comical way to pull him out of his spirals—one that
didn’t make her the villain. Once she saw Mohammed making
progress, it was easy for her to abandon the resentment that
had started to build in her.

The therapist instructed them to continue the home-
work over the next week. During that time the novelty
faded, the task became more of a burden, and Mohammed
was increasingly annoyed at the thought of being a doctor,
so the therapist had them use the technique only as needed.

Over the next month, Mohammed's belief in the
importance of being a doctor faded. “What would the doc-
tors think?” became a private joke, and on the increasingly
rare occasion when Mohammed was not able to pull himself
out of that loop, Harpreet could get him out with a carefully
timed question. Mohammed found that he still had some
life satisfaction issues to address, but he and Harpreet used
therapy to talk about what he’d like to become, not what
he regretted he wasn’t. Within six months he’'d switched
careers away from the medical field into something he was
passionate about, and their marriage was doing well. They
even burned all his medical scrubs to signify his new start!
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Questions to Consider
e What strategic principles do you see in this example?

e Why did this paradoxical intervention succeed where
the CBT intervention failed?

¢ In which instances might paradoxical interventions be
appropriate? Inappropriate?

EVALUATING THERAPY THEORY
AND RESULTS

Communications family therapy wasn’t just an application
of psychotherapy to families; it was a radically new con-
ceptualization that altered the very nature of imagination.
What was new was a focus on the process of communica-
tion rather than its content. Communication was described
as feedback and as a tactic in interpersonal power struggles.

When communication takes place in a closed
system—an individual’s fantasies or a family’s private
conversations—there is little opportunity for objective
analysis. Only when someone outside the system provides
input can correction occur. Because the rules of family
functioning are largely unknown to the family, the best way
to examine them is to consult an expert in communication.
Today, the concepts of communications theory have been
absorbed into the mainstream of family therapy, and its
symptom-focused interventions have become the basis of
the strategic and solution-focused models.

Strategic therapy reached the height of its popularity
in the 1980s. It was clever, prescriptive, and expedient—
qualities appreciated by therapists who often felt over-
whelmed by the emotionality of families in treatment. Then
a backlash set in, and people began criticizing strategic
therapy’s manipulative aspects. Unfortunately, when strate-
gic therapists were confounded by the anxious inflexibility
of some families, they may have exaggerated the irrational
power of the family system.

In the 1990s the strategic approaches described in
this chapter were replaced on family therapy’s center stage
by more collaborative models. But even as the field moves
away from an overreliance on technique and manipulation,
we shouldn’t lose sight of useful aspects of strategic ther-
apy. These include having clear therapeutic goals, antici-
pating how families might react to interventions, tracking
sequences of interaction, and the creative use of directives.

Historically, most of the research on the effective-
ness of strategic therapy hasn’t been very rigorous. More
than any other model in this book, information about stra-
tegic therapy is exchanged through the case report format.
Nearly all of the articles and books on strategic therapy
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include at least one description of a successful treatment
outcome. Thus strategic therapy appeared to have a great
deal of anecdotal support for its efficacy (although peo-
ple tend not to write about their failed cases). Recently,
researchers have revisited these strategic ideas and have
attempted to provide more rigorous empirical support.

Some early studies of the outcome of family thera-
pies based on strategic therapy helped fuel its popularity.
In their classic study, Langsley, Machotka, and Flomenhaft
(1971) found that family crisis therapy, with similarities to
the MRI and Haley models, drastically reduced the need for
hospitalization. Alexander and Parsons found their func-
tional family therapy to be more effective in treating a group
of delinquents than a client-centered family approach, an
eclectic-dynamic approach, or a no-treatment control group
(Parsons & Alexander, 1973). Stanton, Todd, and associ-
ates (1982) demonstrated the effectiveness of combining
structural and strategic family therapies for treating her-
oin addicts. The results were impressive because family
therapy resulted in twice as many days of abstinence from
heroin than a methadone maintenance program.

In the early 1980s, the Milan Associates offered
anecdotal case reports of amazing outcomes with anorexia
nervosa, schizophrenia, and delinquency (Selvini Palazzoli
et al., 1978b, 1980). Later, however, members of the
original team expressed reservations about the model
and implied that it wasn’t as effective as they originally
suggested (Boscolo, 1983; Selvini Palazzoli, 1986; Selvini
Palazzoli & Viaro, 1988).

Although the original Milan model appears to have
gone the way of the dinosaurs, there are currently three
thriving strategic camps: the MRI group on the West Coast,
the Washington School started by Haley and Madanes on
the East Coast, and Nardone’s Strategic Therapy Center
in Italy.

Some followers of the MRI model have focused
their attention on accumulating empirical support for the
social cybernetic ideas. Several studies of both individual
problems (Shoham, Bootzin, Rohrbaugh, & Ury, 1996;
Shoham-Salomon, Avner, & Neeman, 1989; Shoham-
Salomon & Jancourt, 1985) and couples problems
(Goldman & Greenberg, 1992) suggest that strategic inter-
ventions are more effective than straightforward affective
or skill-oriented interventions when clients are resistant to
change. For example, Shoham and Rohrbaugh adapted the
MRI model of strategic therapy and developed a couples-
focused intervention for change-resistant health prob-
lems, including smoking and alcoholism (e.g., Shoham,
Rohrbaugh, Stickle, & Jacob, 1998; Shoham, Rohrbaugh,
Trost, & Muramoto, 2006). To date, their studies target-
ing smoking cessation have shown that this approach is, at
the very least, as successful as existing smoking-cessation

interventions and possibly demonstrates increased effec-
tiveness for certain higher-risk subpopulations (e.g.,
women smokers and dual-couple smokers) (Shoham et al.,
2006). Additionally, in their study of couples with an alco-
holic man, they found that couples who engaged in high
levels of demand—withdraw interactions (a positive feed-
back loop) were more likely to drop out of the CBT condi-
tions, while the level of demand—withdraw did not affect
drop out in their strategic couples-focused interventions
(Shoham et al., 1998). This would seem to suggest that
characteristics of the couples dynamic might be important
when determining what treatment would be the most effec-
tive. Strategic therapy, which tends to be less confronta-
tional and less directive, might fit better with couples who
engage in these types of demand—withdraw interactions.
A group of researchers in Miami have spent the last
several decades developing Brief Strategic Family Ther-
apy (BSFT), an intervention for adolescent substance use
and behavioral problems. Several of the central tenets of
this model borrow from the Haley and Madanes model
of strategic therapy. The researchers claim that BSFT
is: (1) pragmatic (using whatever means necessary to
encourage change), (2) problem-focused (targeting only
interactions associated with the identified problem), and
(3) planful. Additionally, in line with Madanes’s thinking
about the function of the symptom, the developers of BSFT
posit that the role of the symptom is to maintain family
patterns of interaction, and if the symptom is removed,
the pattern of interaction is threatened. Over the years, the
developers of BSFT have conducted numerous clinical tri-
als and found that their model is successful in engaging and
retaining families in treatment (Robbins, Turner, Alexan-
der, & Perez, 2003; Robbins et al., 2008; Szapocznik et al.,
1988), decreasing adolescent substance use and associated
problem behaviors, as well as improving family functioning
(Robbins, Alexander, & Turner, 2000; Robbins et al., 2012;
Santiseban et al., 2003). Interestingly, one study found
that reductions in adolescent substance use were related
to the amount of therapist demand/adolescent withdraw
in therapy sessions. Specifically, adolescents from fami-
lies who exhibited high levels of parent demand/adoles-
cent withdraw before treatment and went on to experience
high levels of therapist demand/client withdraw in sessions
were more likely to have increased drug use at follow-up
compared to low demand/withdraw adolescents (Rynes,
Rohrbaugh, Lebensohn-Chialvo, & Shoham, 2014). These
findings highlight the importance of attending to client/
therapist interactions that might mirror problematic family
interactions involved in maintaining symptomatic behavior.
What people came to rebel against was the gim-
mickry of formulaic techniques. But gimmickry wasn’t
inherent in the strategic models. For example, the MRI’s



emphasis on reversing attempted solutions that don’t work
is a sound idea. People do stay stuck in ruts as long as
they continue to pursue self-defeating strategies. If, in some
hands, blocking more-of-the-same solutions resulted in
rote applications of reverse psychology, that’s not the fault
of the cybernetic metaphor but of the way it was applied.

Current Status of the Model

Strategic therapists are currently integrating new ideas and
keeping up with the postmodern spirit of the twenty-first
century. Haley published a book in which the evolution
of his thinking is apparent (Haley, 1996), and a new book
on the influence of the MRI on the field was released
(Weakland & Ray, 1995). In addition, some authors
have integrated MRI strategic concepts with narrative
approaches (Eron & Lund, 1993, 1996). It’s good to see
that strategic thinking is evolving because even in this era

Conclusion

Communications therapy was one of the first and most
influential forms of family treatment. Its theoretical devel-
opment was based on general systems theory, and the
therapy that emerged was a systems approach par excel-
lence. Communication was the detectable input and output
therapists used to analyze the black box of interpersonal
systems.

Another significant idea of communications therapy
was that families are rule-governed systems, maintained by
feedback mechanisms. Negative feedback accounts for the
stability of normal families—and the inflexibility of dys-
functional ones. Because such families don’t have adequate
positive feedback mechanisms, they have difficulty adjust-
ing to changing circumstances.

While there were major differences among the thera-
peutic strategies of Haley, Jackson, Satir, and Watzlawick,
they were all committed to altering destructive patterns of
communication. They pursued this goal by direct and indi-
rect means. The direct approach, favored by Satir, sought
change by coaching clear communication. This approach
involved establishing ground rules, or metacommunica-
tional principles, and included such tactics as telling people
to speak for themselves and pointing out nonverbal and
multilevel channels of communication.

The trouble is, as Haley noted, one of the difficulties
of telling patients what to do is that “psychiatric patients are
noted for their hesitation about doing what they are told.”
For this reason, communications therapists began to rely on
more indirect strategies, designed to provoke change rather
than foster awareness. Telling family members to speak for
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of the nonexpert therapist, there is still room for thoughtful
problem-solving strategies and therapeutic direction.

The MRI still stands in Palo Alto, though not for long.
The board recently decided to sell the original building and
broaden their mission to become a think-tank for tackling
larger systems problems. What that means remains to be
seen, but a shift away from strategic therapy seems likely.
This leaves one of the main strategic therapy centers over-
seas at the Centro di Terepia Stretegica (Center for Strate-
gic Therapy) in Arezzo, Italy. This center, run by former
student of Paul Watzlawick Giorgio Nardone, has trained
hundreds of therapists over the years, many of whom have
gone on to establish strategic therapy training centers
around the world. Nardone and his colleagues have also
conducted several practice-based research studies demon-
strating the power of their approach (Jackson, Pietrabissa,
Rossi, Manzoni, & Castelnuovo, 2018; Nardone & Balbi,
2015; Pietrabissa et al., 2019).

themselves, for example, may challenge a family rule and
therefore meet with resistance. With this realization, com-
munications therapy evolved into a treatment of resistance.

Resistance and symptoms were treated with a vari-
ety of paradoxical directives, known loosely as therapeutic
double binds. Milton Erickson’s technique of prescribing
resistance was used as a lever to gain control, as, for exam-
ple, when a therapist tells family members not to reveal
everything in the first session. The same ploy was used
to prescribe symptoms, an action that made covert rules
explicit, implied that such behavior was voluntary, and put
the therapist in control.

Strategic therapy, derived from Ericksonian hypno-
therapy and Batesonian cybernetics, developed a body of
powerful procedures for treating psychological problems.
Strategic approaches vary in the specifics of theory and
technique but share a problem-centered, pragmatic focus
on changing behavioral sequences, in which therapists
take responsibility for the outcome of therapy. Insight and
understanding are eschewed in favor of directives designed
to change the way family members interact.

The MRI model is strictly interactional—observing
and intervening into sequences of interaction surrounding
a problem rather than speculating about the intentions of
the interactants. Haley and Madanes, on the other hand, are
interested in motives: Haley mainly in the desire to control
others and Madanes in the desire to love and be loved.
Unlike the MRI group, Haley and Madanes believe that
successful treatment often requires structural change, with
an emphasis on improving family hierarchy.
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Like Haley, the Milan Associates originally saw
power in the motives of family members. They tried
to understand the elaborate multigenerational games
that surrounded symptoms. They designed power-
ful interventions—positive connotation and rituals—to
expose those games and change the meaning of problems.
Later the original group split, with Selvini Palazzoli going

through several transformations until her current long-term
approach based on family secrets. Cecchin and Boscolo
moved away from formulaic interventions, became more
interested in the questioning process as a way to help fami-
lies to new understandings, and in so doing paved the way
for family therapy’s current interest in conversation and
narrative.
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CHAPTER 6

Structural Family Therapy

The Organization of Family Life

Learning Outcomes
e Describe the evolution of structural family therapy.

e Describe the main tenets of structural family
therapy.

e Describe healthy and unhealthy family
development from a structural family therapy
perspective.

ne of the reasons family therapy can be difficult
O is that families often appear as collections of indi-

viduals who affect one another in powerful but
unpredictable ways. Structural family therapy offers a
framework that brings order and meaning to those transac-
tions. The consistent patterns of family behavior are what
allow us to consider that they have structure, although of
course only in a functional sense. The emotional bound-
aries and coalitions that make up a family’s structure are
abstractions; nevertheless, the concept of family struc-
ture enables therapists to intervene in a systematic and
organized way.

Families usually seek help for a specific problem. It
might be a child who misbehaves or a couple who doesn’t
get along. Family therapists look beyond the specifics of
those problems to the family’s attempts to solve them. This
leads to the dynamics of interaction. The misbehaving child
might have parents who scold but never reward him. The
couple may be caught up in a pursuer—distancer dynamic,
or they might be unable to talk without arguing.

What structural family therapy adds to the equation
is a recognition of the overall organization that regulates
those interactions. The “parents who scold” might turn out
to be partners who undermine each other because one is
wrapped up in the child while the other is an angry outsider.
If so, attempts to encourage effective discipline are likely
to fail unless the structural problem is addressed and the
parents develop a real partnership. Similarly a couple who
doesn’t get along may not be able to improve the relation-
ship until they create a boundary between themselves and
intrusive in-laws.
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e Describe the clinical goals and the conditions neces-
sary for meeting those goals from a structural family
therapy perspective.

¢ Discuss and demonstrate the assessment and inter-
vention techniques of structural family therapy.

e Discuss research support for structural family therapy.

The discovery that families are organized in
subsystems with boundaries regulating the contact fam-
ily members have with one another turned out to be one
of the defining insights of family therapy. Perhaps equally
important, though, was the introduction of enactments, in
which family members are encouraged to deal directly with
one another in sessions, permitting the therapist to observe
and modify their interactions.

SKETCHES OF LEADING FIGURES

When he first burst onto the scene, Salvador Minuchin’s
galvanizing impact was as a master of technique. His
most lasting contribution, however, was a theory of family
structure and a set of guidelines to organize therapeutic
techniques.

Minuchin was born and raised in Argentina. He
served as a physician in the Israeli army and then came to
the United States, where he trained in child psychiatry with
Nathan Ackerman. After completing his studies, Minuchin
returned to Israel in 1952 to work with displaced children.
He moved back to the United States in 1954 to begin psy-
choanalytic training at the William Alanson White Insti-
tute, where he studied the interpersonal psychiatry of Harry
Stack Sullivan. After the White Institute, Minuchin took a
job at the Wiltwyck School for delinquent boys, where he
suggested to his staff that they start seeing families.

At Wiltwyck, Minuchin and his colleagues—Dick
Auerswald, Charlie King, Braulio Montalvo, and Clara
Rabinowitz—taught themselves to do family therapy,
inventing it as they went along. To do so, they built a



Courtesy of Salvador Minuchin

Salvador Minuchin’s structural
model is the most influential
approach to family therapy
throughout the world.

one-way mirror and took turns observing each other work.
In 1962 Minuchin made a hajj to what was then the Mecca
of family therapy, Palo Alto. There he met Jay Haley and
began a friendship that blossomed into an extraordinarily
fertile collaboration.

The success of Minuchin’s work with families at
Wiltwyck led to a groundbreaking book, Families of
the Slums (Minuchin, Montalvo, Guerney, Rosman, &
Schumer, 1967), which first outlined the structural model.
Minuchin’s reputation as a virtuoso therapist grew, and
he became the director of the Philadelphia Child Guid-
ance Clinic in 1965. The clinic then consisted of fewer
than a dozen staff members. From this modest beginning,
Minuchin created one of the largest and most prestigious
child guidance clinics in the world.

Among Minuchin’s colleagues in Philadelphia were
Braulio Montalvo, Jay Haley, Bernice Rosman, Harry
Aponte, Carter Umbarger, Marianne Walters, Charles
Fishman, Cloé Madanes, and Stephen Greenstein, all of
whom had a role in shaping structural family therapy. By
the 1970s structural family therapy had become the most
widely practiced of all systems of family therapy.

After leaving Philadelphia in 1981, Minuchin started
his own center in New York, where he continued to practice
and teach until 1996, when he retired and moved to Boston.
He retired (again) and moved to Boca Raton, Florida, in
2005, where he conducted professional trainings and
taught courses at Nova Southeastern University until his
death in 2017.

Following Minuchin’s retirement, the center in New
York was renamed the Minuchin Center for the Family,
and the torch was passed to a new generation. The staff of
leading teachers at the Minuchin Center now includes Amy
Begel, Cara Brendler, Jorge Colapinto, Patricia Dowds,
Ema Genijovich, David Greenan, Richard Holm, Daniel
Minuchin, Roni Schnadow, George Simon, and Wai-Yung
Lee. Among Minuchin’s other prominent students are
Charles Fishman, in private practice in Philadelphia; Jay
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Lappin, who teaches at the University of Pennsylvania and
Drexel; and Michael Nichols, who teaches at the College
of William and Mary.

THEORETICAL FORMULATIONS

Beginners often get bogged down in the content of fam-
ily problems because they don’t have a blueprint to help
them see the pattern of family dynamics. Structural fam-
ily therapy offers such a blueprint. Three constructs define
structural theory: structure, subsystems, and boundaries.

It’s easy to understand what’s meant by the structure
of a house: It’s the way the components of the house are
organized, how many rooms there are, where the rooms are
located, how they are connected, and so on. The family that
lives in the house is also organized, but their structure is a
little harder to characterize.

Family structure refers to the way a family is orga-
nized into subsystems whose interactions are regulated by
interpersonal boundaries. The process of family interac-
tions is like the patterns of conversation at the dinner table.
The structure of the family is where family members sit in
relation to one another. Who sits next to whom makes it
easier to interact with some people and less so with others.

To grasp a family’s structure, you must look beyond
their interactions to the organizational framework within
which they occur, and you must keep in mind that what
goes on in one part of a family is affected by the organiza-
tion of the whole system. Now let’s see how this organiza-
tional structure comes about.

As family transactions are repeated, they foster
expectations that establish enduring patterns. Once patterns
are established, family members use only a fraction of the
options available to them. The first time the baby cries or
a teenager misses the school bus, it’s not clear who will
do what. Will the load be shared? Will there be a quarrel?
Will one person get stuck with most of the work? Soon,
however, patterns are set, roles assigned, and things take
on a sameness and predictability. “Who’s going to . . . ?”
becomes “She’ll probably . .. and then “She always . ...”

Family structure is reinforced by the expectations
that establish rules in a family. For example, a rule such as
“family members should always look out for one another”
will be manifest in various ways depending on the context
and who is involved. If a boy gets into a fight with another
boy in the neighborhood, his mother will go to the neigh-
bors to complain. If a teenager has to wake up early for
school, her mother wakes her. If a husband is too hung
over to go to work in the morning, his wife calls to say he
has the flu. If the parents have an argument, their children
interrupt. The parents are so preoccupied with the doings of
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their children that it keeps them from spending time alone
together. These sequences are isomorphic: They’re struc-
tured. Modifying any of them may not change the basic
structure, but altering the underlying structure will have
ripple effects on all family transactions.

Family structure is shaped partly by universal and
partly by idiosyncratic constraints. For example, all fami-
lies have some kind of hierarchical structure, with adults
and children having different amounts of authority. Family
members also tend to have reciprocal and complementary
functions. Often these become so ingrained that their origin
is forgotten and they are presumed necessary rather than
optional. If a young mother, overwhelmed by the demands
of her infant, gets upset and complains to her husband, he
can respond in various ways. Perhaps he’ll move closer and
share the demands of childrearing. This creates a united
parental team. If, on the other hand, he decides that his
wife is depressed, she may end up in psychotherapy to get
the emotional support she needs. This creates a structure
where the father remains distant from the mother, and she
has to turn outside the family for sympathy.

Whatever the pattern, it tends to be self-perpetuating.
Although alternatives are available, family members are
unlikely to consider them until changing circumstances
produce stress in the system.

Families don’t walk in and hand you their structural
patterns as if they were bringing an apple to the teacher.
What they bring is chaos and confusion. You have to dis-
cover the subtext—and you must be careful that it’s accu-
rate, not imposed but discovered. Two things are necessary:
a theoretical system that explains structure and seeing the
family in action. Knowing that a family is a single-parent
family or that the parents are having trouble with a middle
child doesn’t tell you what their structure is. Structure
becomes evident only when you observe actual interac-
tions among family members. Consider the following. A
mother calls to complain of misbehavior in her 15-year-
old son. She is asked to bring her husband, son, and their
three other children to the first session. When they arrive,
the mother begins to describe a series of minor ways in
which the son is disobedient. He interrupts to say that she’s
always on his case; he never gets a break. This spontane-
ous bickering between mother and son reveals a preoccu-
pation with each other—a preoccupation no less intense
simply because it’s conflictual. This sequence doesn’t
tell the whole story, however, because it doesn’t include
the father or the other children. They must be engaged
to observe their role in the family structure. If the father
sides with his wife but seems unconcerned, then it may be
that the mother’s preoccupation with her son is related to
her husband’s lack of involvement. If the younger children
tend to agree with their mother and describe their brother

as bad, then it becomes clear that all the children are close
to the mother—close and obedient up to a point, then close
and disobedient.

Families are differentiated into subsystems—Dbased
on generation, gender, and function—which are demar-
cated by interpersonal boundaries, invisible barriers that
regulate contact with others. A rule forbidding phone calls
at dinnertime establishes a boundary that shields the family
from intrusion. If children are permitted to freely inter-
rupt their parents’ conversations, the boundary separating
the generations is eroded, and the couple’s relationship is
subverted to parenting. If parents always step in to settle
arguments between their children, the children won’t learn
to fight their own battles.

Interpersonal boundaries vary from rigid to diffuse
(Figure 6.1). Rigid boundaries are restrictive and permit
little contact with outside subsystems, resulting in disen-
gagement. Disengaged subsystems are independent but iso-
lated. On the plus side, this fosters autonomy. On the other
hand, disengagement limits affection and support. Disen-
gaged families must come under extreme stress before they
mobilize assistance. Enmeshed subsystems offer closeness
but at the expense of independence. Too much closeness
cripples initiative.

Although structure suggests a static condition, like
all things human, family structure goes through a process
of development (Minuchin, 1974). Families begin when
two people in love decide to share their lives together, but
a period of often difficult adjustment is required before
they complete the transition from courtship to a func-
tional partnership. They must learn to accommodate to
each other’s needs and styles of interaction. He learns
to accommodate to her wish to be kissed hello and good-
bye. She learns to leave him alone with his morning paper
and coffee. These little arrangements, multiplied a thou-
sand times, may be accomplished easily or only after
intense struggle.

The couple must also develop complementary pat-
terns of support. Some patterns are transitory. Perhaps,
for instance, one works while the other completes school.
Other patterns are more lasting. Exaggerated complemen-
tary roles can detract from individual growth; moderate
complementarity enables couples to divide functions to
support and enrich each other. When one has the flu, the
other takes over. One’s permissiveness may be balanced by
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FIGURE 6.1 Interpersonal Boundaries



the other’s strictness. Complementary patterns exist in all
couples; they become problematic when they are so rigid
that they create a dysfunctional subsystem.

The spouse subsystem must also develop a boundary
that separates it from parents, children, and other outsiders.
All too often, husbands and wives give up the space they
need for supporting each other when children are born.

A clear boundary enables children to interact with
their parents but excludes them from the spouse subsystem.
Parents and children eat together, play together, and share
much of each other’s lives; but there are some spouse func-
tions that need not be shared. Husbands and wives are sus-
tained as loving couples and enhanced as parents if they have
time to be alone together—to talk, to go out to dinner occa-
sionally, to fight, and to make love. Unhappily, the clamor-
ous demands of children often make parents lose sight of
the need to maintain a boundary around their relationship.

In addition to maintaining privacy for a couple, a
clear boundary supports a hierarchical structure in which
parents occupy a position of leadership. All too often this
hierarchy is subverted by a child-centered ethos, which
influences helping professionals as well as parents. Par-
ents enmeshed with their children argue with them about
who’s going to do what and misguidedly share—or shirk—
responsibility for making parental decisions.

In Institutionalizing Madness (Elizur & Minuchin,
1989), Minuchin makes a compelling case for a systems
view of emotional problems that extends beyond the family
to encompass the entire community. As Minuchin points
out, unless therapists learn to look beyond the limited slice
of ecology where they work to the larger social structures
within which their work is embedded, their efforts may
amount to little more than spinning wheels.

FAMILY DYNAMICS

By considering the underlying organization of families,
structural therapists are able to explain what regulates fami-
lies and why they behave as they do—how they form and
flourish, and sometimes get stuck.

Normal Family Functioning

When two people join to form a couple, the structural
requirements for the new union are accommodation and
boundary making. The first priority is mutual accom-
modation to manage the myriad details of everyday liv-
ing. Each partner tries to organize the relationship along
familiar lines and pressures the other to comply. They must
agree on major issues, such as where to live and whether
to have children. Less obvious, but equally important,
they must coordinate daily rituals, like what to watch on
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television, what to eat for supper, when to go to bed, and
what to do there.

In accommodating to each other, a couple must
establish a boundary between them as well as a boundary
separating them from the outside. A diffuse boundary exists
between a couple if they call each other at work frequently,
if neither has their own friends or independent activities,
and if they come to view themselves only as a pair rather
than as two separate personalities. On the other hand,
they’ve established a rigid boundary if they spend little time
together, have separate bedrooms, take separate vacations,
have different checking accounts, and are more invested in
careers or outside relationships than in their relationship.

Each partner tends to be more comfortable with the
level of proximity that existed in his or her own family.
Because these expectations differ, a struggle ensues that
may be the most difficult of the new union. He wants to play
poker with the boys; she feels deserted. She wants to talk;
he wants to watch ESPN. His focus is on his career; hers is
on the relationship. Each thinks the other is unreasonable.

Couples must also define a boundary between them
and their original families. Rather suddenly, the families
they grew up in must take second place to the new mar-
riage. This, too, can be a difficult adjustment, both for new-
lyweds and for their parents.

The birth of a child transforms the structure of a new
family into a parental subsystem and a child subsystem. A
woman’s commitment to a unit of three is likely to begin
with pregnancy, since the child in her womb is an unavoid-
able reality. Her husband, on the other hand, may only begin
to feel like a father when the child is born. Many men don’t
accept the role of father until their infants are old enough
to respond to them. Thus, even in healthy families, children
often bring stress and conflict. A mother’s life is usually
more radically transformed than a father’s. She sacrifices a
great deal and now needs more support from her husband.
The husband, meanwhile, continues his job, and the new
baby is far less of a disruption. Though he may try to sup-
port his wife, he’s likely to resent some of her demands.

Children require different styles of parenting at dif-
ferent ages. Infants need care and feeding. Children need
guidance and control, and adolescents need independence
and responsibility. Good parenting for a 2-year-old may be
inappropriate for a 5-year-old or a 14-year-old.

Minuchin (1974) warns therapists not to mistake
growing pains for pathology. What distinguishes normal
families isn’t the absence of problems but a functional
structure for dealing with them. Normal families experience
anxiety and disruption as their members grow and change.
Many families seek help at transitional stages, and therapists
should keep in mind that they may simply be in the process
of modifying their structure to adjust to new circumstances.
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CASE STUDY: ARLENE AND TOM, PART 1

Arlene sought individual therapy for depression. Arlene
was in her early thirties and was the mother of two preteen
girls. She'd gotten divorced three years earlier and had been
dating Tom for the past two years. After the first two ses-
sions, it was apparent that her depression had to do mostly
with the adjustment to single motherhood. Parenting, tight
finances, losing the support of her in-laws, an irresponsible
ex-husband—it was all proving to be too much. Above all, her
children were stressing her out. Her morning routine alter-
nated between pleading with and yelling at her kids to stop
dragging their feet so they would be on time for school. After
work, Arlene didn't have much energy left for parenting, and
most of her time was spent preparing dinner, pleading with
the kids to do their homework, and getting them in bed. By
the time it was all over, she'd collapse with exhaustion and
start all over again the next day.

Arlene’s marriage had failed, and now she felt she was
failing her children as well. Not only that, but their grades
had started to slip, and her oldest, 12-year-old Samantha,
had been getting in trouble at school. No wonder Arlene was
depressed!

Tom was a big help. An owner of a successful construc-
tion company, his hours were flexible and he was happy to
help out. They didn't live together, but he was committed,
available, and happy to help her. The only problem was that
Arlene had a hard time letting him help. She was worried
that a new man in her life would add further stress to her
daughters'’ lives, as they were often hurt by the inconsistency
of her ex-husband’s visits. Sometimes their father showed up
when he said he would, but often he made some excuse.
Arlene felt guilty introducing another man into that mix but
would sometimes relent and have Tom help out around the
house or pick up the kids from school. Tom wanted to respect
Arlene’s wishes, so he went along with the yo-yo involvement
she wanted. He was, however, starting to get tired of orbiting
around the family—he wanted a more permanent role.

Arlene’s therapist proposed family therapy, and she
agreed.

Questions to Consider

e As a structural therapist, who would you invite to the
initial family therapy sessions, and why?

e What would a structural hypothesis look like for
Arlene’s family?

e How would you describe the boundaries in Arlene’s
family? Coalitions? Hierarchical structure?

e Is Arlene’s family more enmeshed or disengaged?
How can you tell? What are the consequences of this
enmeshment or disengagement?

e What might a structural therapy treatment plan look
like for Arlene’s family?

Development of Behavior Disorders

Modifications in structure are required when a family or
one of its members encounters external pressures (a par-
ent is laid off, the family moves) and when developmental
transitions are reached (a child reaches adolescence, par-
ents retire). Healthy families accommodate to changed cir-
cumstances; dysfunctional families increase the rigidity of
structures that are no longer working.

In disengaged families, boundaries are rigid, and
the family fails to mobilize support when it’s needed.
Disengaged parents may be unaware that a child is
depressed or experiencing difficulties at school until the
problem is advanced. A single mother recently brought
her 12-year-old son to the clinic after discovering he
had missed two weeks of school. Two weeks! thought
the therapist; that’s a long time not to know your child’s
been skipping school.

A structural perspective would make two important
points. First, the obvious disengagement between this
mother and child is no more significant than the disengage-
ment between the mother and school authorities. Second,
a structural analysis might help to get past blaming this
woman for failing to know what was going on in her son’s
life. If she’s disengaged from her son, what is occupying
her elsewhere? Maybe the financial burden of single par-
enthood is overwhelming. Maybe she’s still grief stricken
over the death of her husband. The point to remember is
that if someone is disengaged in one relationship, he or she
is likely to be preoccupied elsewhere.

In enmeshed families, boundaries are diffuse, and
family members become dependent on one another. Intru-
sive parents create difficulties by stunting the development
of their children and interfering with their ability to solve
their own problems.

Although we may refer to families as enmeshed or
disengaged, it’s more accurate to describe particular sub-
systems as being enmeshed or disengaged. In fact, enmesh-
ment and disengagement tend to be reciprocal, so that, for
example, a father who’s overly involved with his work is
likely to neglect his family. A frequently encountered pat-
tern is the enmeshed mother/disengaged father syndrome—
“the signature arrangement of the troubled middle-class
family” (Minuchin & Nichols, 1993, p. 121).

Feminists have criticized the notion of an enmeshed
mother/disengaged father syndrome because they worry
about blaming mothers for an arrangement that is cultur-
ally sanctioned. This concern is valid. But stereotyping and
blaming are due to insensitive application of these ideas,
not to the ideas themselves. Skewed relationships, what-
ever their origin, can be problematic, though no one indi-
vidual should be expected to do all the changing.



Hierarchies can be rigid and unfair, or weak and
ineffective. In the first case, children may find themselves
unprotected because of a lack of guidance; in the second,
their growth as individuals may be impaired and power
struggles may ensue. Just as a functional hierarchy is nec-
essary for a family’s stability, flexibility is necessary for it
to adapt to change.

One problem often seen by family therapists arises
when parents who are unable to resolve conflicts between
themselves divert the focus of concern onto a child. Instead
of worrying about themselves, they worry about the child
(Figure 6.2). Although this reduces the strain on father (F)
and mother (M), it victimizes the child (C).

An equally common pattern is for the parents to argue
through the children. Father says Mother is too permissive;
she says he’s too strict. He may withdraw, causing her to
criticize his lack of concern, which in turn makes him with-
draw further. The enmeshed mother responds to children’s
needs with excessive concern. The disengaged father may
not respond at all. Both may be critical of the other’s way,
but they perpetuate each other’s behavior with their own.
The result is a cross-generational coalition (Figure 6.3).

Some families function well when the children are
young but are unable to adjust to an older child’s need for
discipline. Young children in enmeshed families receive
wonderful care: Their parents give them lots of attention.
Although such parents may be too tired from caring for the
children to have much time for each other, the system may
be moderately successful.

If, however, these doting parents don’t teach their
children to obey rules and respect authority, the children
may be unprepared to negotiate their entrance into school.
Used to getting their own way, they may be resistant to
authority. Several possible consequences may bring the
family into treatment. The children may be reluctant
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FIGURE 6.2 Scapegoating as a Means of Detouring Conflict
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FIGURE 6.3 Cross-Generational Coalition
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to go to school, and their fears may be reinforced by
“understanding” parents who permit them to stay home
(Figure 6.4). Such a case may be labeled as school pho-
bia and may become entrenched if the parents permit the
children to remain at home for more than a few days.

Alternatively, the children of such a family may go
to school, but since they haven’t learned to accommodate
to others, they may be rejected by their schoolmates. Such
children often become depressed. In other cases, children
enmeshed with their parents become discipline problems
at school, in which case school authorities may initiate
counseling.

A major upheaval that requires structural realignment
occurs when divorced or widowed spouses remarry. Such
blended families either readjust their boundaries or soon
experience transitional conflicts. When a woman divorces,
she and her children must learn to adjust to a structure
that establishes a clear boundary separating the divorced
spouses but still permits contact between father and chil-
dren; then if she remarries, the family must readjust to a
new husband and stepfather (Figure 6.5).

Sometimes it’s hard for a mother and children to
allow a stepfather to participate in the parental subsystem.
Mother and children have long since learned to accom-
modate to one another. The new parent may be treated as
an outsider who’s supposed to learn the right way of doing
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FIGURE 6.7 Johnny's Enmeshment with His Mother and
Disengagement with Outside Interests

things rather than as a new partner who will give as well as
receive ideas about childrearing (Figure 6.6).

The more the mother and children insist on maintain-
ing their familiar patterns without including the stepfather,
the more frustrated he’ll become. The result may lead to
child abuse or chronic arguing between the parents. The
sooner such families enter treatment, the easier it is to help
them adjust to the transition.

An important aspect of structural family problems
is that symptoms in one member reflect not only that indi-
vidual’s interactions but also other relationships in the fam-
ily. If Johnny, age 16, is depressed, it’s helpful to know he’s
enmeshed with his mother. Discovering that she demands
absolute obedience from him and refuses to accept inde-
pendent thinking or outside relationships helps to explain
his depression (Figure 6.7). But that’s only one segment of
the family system.

Why is the mother enmeshed with her son? Perhaps
she’s disengaged from her husband. Perhaps she’s a widow
who hasn’t made new friends. Helping Johnny resolve
his depression may best be accomplished by helping his
mother satisfy her need for closeness with other adults in
her life.

MECHANISMS OF CHANGE

Like most of the classic models of family therapy, struc-
tural therapy was once a strictly action-oriented approach.
Family therapy pioneers differentiated themselves from
psychoanalysis by aggressively ignoring emotion and cog-
nition—why family members interact the way they do—
and the past—how they learned to act that way—in order

to focus on interactions in the present. But, as you will see,
structural family therapy has evolved to consider not only
how family members interact but also how and why they
learned to do so.

Goals of Therapy

Structural treatment is designed to alter the organization of
a family so that its members can solve their own problems.
The goal of therapy is structural change; problem solving
is a by-product.

The idea that family problems are embedded in
dysfunctional family structures has led to the criticism
of structural family therapy as pathologizing. Critics see
structural maps of dysfunctional organization as implying
a pathological core in client families. This isn’t true. Struc-
tural problems are viewed as a failure to adjust to chang-
ing circumstances. Far from seeing families as inherently
flawed, structural therapists see their work as activating
latent adaptive patterns that are already in families’ reper-
toires (Simon, 1995).

Although every family is unique, there are common
structural goals. Most important is the creation of an effec-
tive hierarchy. Parents should be in charge, not relate to
their children as equals. With enmeshed families the goal is
to differentiate individuals and subsystems by strengthen-
ing the boundaries around them. With disengaged families
the goal is to increase contact by making boundaries more
permeable.

Conditions for Behavior Change

A therapist produces change by joining the family, probing
for areas of flexibility, and then activating dormant struc-
tural alternatives. Joining gets the therapist into the family;
accommodating to their style gives him or her leverage;
and restructuring transforms the family structure.

To join, a therapist conveys acceptance of family
members and respect for their ways of doing things. If par-
ents come for help with a child’s problems, the therapist
doesn’t begin by asking for the child’s opinion. This would
show lack of respect for the parents. Only after successfully
joining with a family is it fruitful to attempt restructuring—
the often dramatic confrontations that challenge families
and encourage them to change.

The first task is to understand the family’s view of
their problems. This is accomplished by tracking their per-
spectives in the words they use to explain them and in the
behavior with which they demonstrate them.

What makes structural family therapy unique is the
use of enactments to reveal structural patterns and later to
change them. This is the sine qua non of structural family
therapy: observing and modifying the structure of family
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Structural therapists emphasize the need for parents to
maintain a clear hierarchical position of authority.

transactions in the immediate context of the session. Struc-
tural therapists work with what they see, not what family
members describe.

THERAPY
Assessment

Structural therapists make assessments by observing how
family members respond to their dilemmas. Suppose a
young woman complains of having trouble making deci-
sions. In responding to the therapist’s questions during an
initial meeting, the young woman becomes indecisive and
glances at her father. He speaks up to clarify what she was
having trouble explaining. Now the daughter’s indecisive-
ness can be linked to the father’s helpfulness, suggest-
ing a pattern of enmeshment. Perhaps when the therapist
asks the parents to discuss their daughter’s problems, they
start to argue, and the discussion doesn’t last long. This
suggests disengagement between the parents, which may
be related (as cause and effect) to enmeshment between
parent and child.

It’s important to note that structural therapists make
no assumptions about how families should be organized.
Single-parent families can be perfectly functional, as can
families with two moms or dads or indeed any other family
variation. It’s the fact that a family seeks therapy for a prob-
lem they have been unable to solve that gives a therapist
license to assume that something about the way they are
organized may not be working for them.

Because problems are a function of the entire fam-
ily structure, it’s important to include the whole group for
assessment. But sometimes even the whole family isn’t
enough because the family may not be the only relevant
context. A mother’s depression might be due more to prob-
lems at work than at home. A son’s difficulties at school
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might be due more to the situation at school than to the one
in the family.

Finally, some problems may be treated as problems
of the individual. As Minuchin (1974) has written, “Pathol-
ogy may be inside the patient, in his social context, or in
the feedback between them” (p. 9). Elsewhere Minuchin
(Minuchin, Rosman, & Baker, 1978) referred to the danger
of “denying the individual while enthroning the system”
(p- 91). While interviewing a family to see how the parents
deal with their children, a careful clinician may notice that
one child has a neurological problem or a learning disabil-
ity. These problems need to be identified and appropriate
referrals made. Usually when a child has trouble in school,
there’s a problem in the family or school setting. Usually,
but not always.

Making an assessment is best done by focusing on
the presenting problem and exploring the family’s response
to it. Consider the case of a 13-year-old girl whose parents
complain that she lies. The first question might be, “Who is
she lying to?” Let’s say the answer is both parents. The next
question would be, “How good are the parents at detecting
when the daughter is lying?” And then, less innocently,
“Which parent is better at detecting the daughter’s lies?”
Perhaps it turns out to be the mother. In fact, let’s say the
mother is obsessed with discovering the daughter’s lies—
most of which have to do with seeking independence in
ways that raise the mother’s anxiety. Thus a worried mother
and a disobedient daughter are locked in a struggle over
growing up that excludes the father.

To carry this assessment further, a structural thera-
pist would explore the relationship between the parents.
The assumption would not, however, be that the child’s
problems are the result of marital problems but simply
that the mother—daughter relationship might be related
to the one between the parents. Perhaps the parents got
along famously until their child approached adolescence,
and then the mother began to worry more than the father.
Whatever the case, the assessment would also involve talk-
ing with the parents about growing up in their own families
in order to explore how their pasts helped shape the way
they react to things now.

Minuchin and his colleagues recently described
the process of assessment as organized in four steps
(Minuchin, Nichols, & Lee, 2007). The first step is to
ask questions about the presenting complaint until fam-
ily members begin to see that the problem goes beyond
the symptom bearer to include the entire family. The
second step is to help family members see how their
interactions may be perpetuating the presenting problem.
The third step is a brief exploration of the past, focus-
ing on how the adults in the family came to develop the
perspectives that influence their interactions. The fourth
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step is to explore options that family members might
take to interact in more productive ways to create a shift
in the family structure and help resolve the presenting
complaint.

In a recent study of how experienced therapists
implement these four steps, Nichols and Tafuri (2013)
offered the following guidelines.

GUIDELINES FOR STRUCTURAL FAMILY
ASSESSMENTS

In step one, the goal is to open up the presenting complaint—
to challenge the settled certainty that the problem is some
kind of fixed flaw. A therapist's opening questions should give
family members a chance to tell their stories and express their
feelings. On the other hand, a therapist should not accept at
face value a family’s description of their problems as residing
entirely within one individual. To be effective at this stage, a
therapist conveys the attitude, “l don't quite understand, but
I'm interested in how you see things.” A therapist who tries
to ingratiate himself or herself by saying, “Oh yes, | under-
stand!"” closes off exploration.

In step one a therapist might point out that the iden-
tified patient seems to behave more competently than the
presenting complaint would have suggested. For example,
when parents sought help for what they described as an
out-of-control 10-year-old, the therapist talked with the boy
about his interests and friends, which encouraged the boy to
respond in an appropriate and respectful manner. This gave
the therapist leverage to suggest that since the boy could be
well behaved, something must be going on in the family that
allowed him to misbehave. The point isn’t to shift blame but
to open a discussion about how family members’ interactions
may be influencing one another.

A common technique used in opening up the present-
ing complaint is asking family members what other family
members do to provoke a certain response from them. In
one case, when a husband described his intolerance as the
primary problem, the therapist asked, “What does your wife
do that’s hard to tolerate?” This intervention led to the rec-
ognition of a pursuer—distancer dynamic in the couple and to
the husband recognizing that his distancing only provoked
further pursuit.

Therapists often block third parties from interrupting
and ask family members if they want others in the family to
behave differently toward them. Thus, in the opening stage,
there is a consistent attempt to shift the focus from personali-
ties to patterns of interaction.

The second step in a structural assessment is explor-
ing how family members may be responding in ways that
contribute to the presenting problem. This is not to suggest
that family problems are typically caused by how other people
treat the identified patient. By helping family members see
how their actions may be perpetuating the problems that

plague them, a therapist empowers them to become their
own agents of change. A father who realizes that his nagging
his son to wake up in the morning allows the boy to avoid
taking responsibility for himself can stop acting as his son’s
alarm clock.

Among the techniques commonly used in the second
step, therapists often ask family members if they respond in
a certain way to certain behaviors from other family mem-
bers, ask family members if they play a role in a problem-
atic dynamic, initiate enactments, describe the dynamics
of a problematic interaction, or simply tell family members
they must be doing something to perpetuate the presenting
problem.

The third step is a brief, focused exploration of the
past in order to help family members understand how they
came to their present assumptions and ways of responding
to one another. One thing that distinguishes therapy from
advice giving is trying to uncover why people do things that
aren’t good for them rather than merely trying to get them to
stop. The rationale for exploring family members’ past experi-
ence is to help make their current behavior intelligible—not
to debunk their beliefs but to put them in a more under-
standable context. However, it only makes sense to ask fam-
ily members how they learned a certain way of behaving
after they realize that their behavior is in fact counterpro-
ductive. In one case, for example, a mother complained that
her 14-year-old daughter was defiant. Only after almost an
hour of careful questioning did the mother begin to see
that her overprotectiveness might be playing a role in the
daughter’s defiance. Then, and only then, was the mother
open to the therapist’s question about how she learned to
be overprotective.

After developing a clear picture of what's keeping a
family stuck and how they got that way, in the fourth step
they and the therapist talk about who needs to change
what—and who is willing or unwilling to do that. Without
this step, which turns the process of assessment from an
operation performed on families into a collaboration with
them, therapy often becomes a process of pushing people
where they see no reason to go. No wonder they resist.

Therapeutic Techniques

In Families and Family Therapy, Minuchin (1974) listed
three overlapping stages in structural family therapy.
The therapist: (1) joins the family in a position of lead-
ership, (2) maps the family’s underlying structure, and
(3) intervenes to transform this structure. The program is
simple, in the sense that it follows a clear plan, but com-
plicated because of the endless variety of family patterns.

If a therapist’s interventions are to be effective, they
cannot be formulaic. Good therapists are more than tech-
nicians. The strategy of therapy, on the other hand, must



be organized. In general, structural family therapy follows
these steps:
1. Joining and accommodating
Enactment
Structural mapping
Highlighting and modifying interactions
Boundary making

Unbalancing

NN RN

Challenging unproductive assumptions

JOINING AND ACCOMMODATING Individual patients
generally enter therapy already predisposed to accept a
therapist’s authority. By seeking treatment, an individual
tacitly acknowledges a need for help and willingness to
trust the therapist. Not so with families.

A family therapist is an unwelcome outsider. After
all, why did he or she insist on seeing the whole family?
Family members expect to be told they’re doing something
wrong, and they’re prepared to defend themselves.

The therapist must first disarm defenses and ease
anxiety. This is done by building an alliance of understand-
ing with each member of the family.

Greet the family, then ask for each person’s view of
the problem. Listen carefully, and acknowledge what you
hear: “I see, Mrs. Jones, you think Sally must be depressed
about something that happened at school.” “So, Mr. Jones,
you see some of the same things your wife sees, but you’re
not convinced that it’s a serious problem. Is that right?”

Everyone has a story to tell, and in unhappy fami-
lies almost everyone feels misunderstood. The first step
in breaking the cycle of misunderstanding is to offer the
empathy family members may be temporarily unable to
provide one another. Hearing and acknowledging each
person’s account of the family’s sorrows provides infor-
mation—and begins to release family members from the
resentment of unheard feelings. Joining, as this empathic
connection is called, opens the way for family members to
begin listening to one another and establishes a bond with
the therapist that enables them to accept the challenges
to come.

These initial conversations convey respect, not only
for the individuals in the family but also for the family’s
structural organization. A therapist shows respect for par-
ents by honoring their authority. They, not their children,
are asked first to describe the problems. If a family elects
one person to speak for the others, the therapist notes this
but does not initially challenge it.

Children have special concerns and capacities. They
should be greeted gently and asked simple questions: “Hi,
I’'m so-and-so; what’s your name? Oh, Keisha, that’s a
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nice name. Where do you go to school, Keisha?” Avoid
the usual platitudes (“And what do you want to be when
you grow up?”’). Try something a little fresher (“What do
you hate most about school?”’). Those who wish to remain
silent should be allowed to do so. They will anyway.

“And what’s your view of the problem?”
(Grim silence.)

“You don’t feel like saying anything right now?
That’s fine. Perhaps you’ll have something to say
later.”

It’s particularly important to join powerful family
members as well as angry ones. Special pains must be
taken to accept the point of view of the father who thinks
therapy is hooey or the embittered teenager who feels like
an accused criminal. It’s also important to reconnect with
such people at frequent intervals, particularly when things
begin to heat up.

ENACTMENT Family structure is manifest in the way fam-
ily members interact. It can’t always be inferred from their
descriptions. Families often describe themselves more as
they think they should be than as they are.

Getting family members to talk with one another runs
counter to their expectations. They expect to present their
case to an expert and then be told what to do. If asked to dis-
cuss something in the session, they’ll say, “We’ve already
talked about this,” or “It won’t do any good, he (or she)
doesn’t listen,” or “But you re supposed to be the expert.”

If a therapist begins by giving each person a chance to
speak, usually one will say something about another that can
be a springboard for an enactment. When, for example, one
parent says the other is too strict, the therapist can initiate
an enactment by saying, ““She says you’re too strict; can you
answer her?” Picking a specific issue is more effective than
vague requests, such as “Why don’t you talk this over?”

Working with enactments requires three operations.
First, the therapist notices a problematic sequence. Per-
haps, for example, when a mother talks to her daughter,
they talk as peers, and the little brother is left out. Sec-
ond, the therapist initiates an enactment. For example, the
therapist might say to the mother, “Talk this over with your
kids.” Third and most important, the therapist guides the
family to modify the enactment. If the mother talks to her
children in such a way that she doesn’t take responsibility
for major decisions, the therapist encourages her to do so
as the family continues the enactment.

Once an enactment is begun, a therapist can discover
many things about a family’s structure. How long can two
people talk without being interrupted—that is, how clear is
the boundary? Does one attack, the other defend? Who is
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central; who is peripheral? Do parents bring children into
their discussions—that is, are they enmeshed?

Families demonstrate enmeshment by interrupting,
speaking for one another, doing things for children that
they can do for themselves, or constantly arguing. In disen-
gaged families you may see a husband sitting impassively
while his wife cries, a total absence of conflict, a surprising
ignorance of important information about the children, or a
lack of concern for each other’s interests.

When an enactment breaks down, a therapist inter-
venes in one of two ways: commenting on what went
wrong or pushing them to keep going. For example, if a
father responds to the suggestion to talk with his 12-year-
old daughter about how she’s feeling by berating her, the
therapist could say to the father, “Congratulations.” The
father then might ask, “What do you mean?” The therapist
could respond, “Congratulations. You win; she loses.” Or
the therapist could simply nudge the transaction by saying
to the father, “Good, keep talking, but help her express her
feelings. She’s still a little girl; she needs your help.”

If, as soon as the first session starts, the kids begin
running around the room while the parents protest inef-
fectually, the therapist doesn’t need to hear descriptions of
what goes on at home to see the executive incompetence.
If a mother and daughter rant and rave at each other while
the father sits silently in the corner, it isn’t necessary to ask
how involved he is at home.

STRUCTURAL MAPPING Preliminary assessments are
based on interactions in the first session. In later sessions
these formulations are refined or revised. Although there
is some danger of bending families to fit categories when
they’re applied too early, the greater danger is waiting too
long. Families quickly induct therapists into their culture.
A family that initially appears to be chaotic and enmeshed
soon comes to be just the familiar Jones family. For this
reason, it’s important to develop structural hypotheses rela-
tively early in the process. For example, suppose you’re
about to see a family consisting of a mother, a 16-year-old
daughter, and a stepfather. The mother called to complain
of her daughter’s misbehavior. What do you imagine the
structure might be, and how would you test your hypoth-
esis? A good guess might be that the mother and daughter
are enmeshed, excluding the stepfather. This can be tested
by seeing if the mother and daughter talk mostly about each
other in the session—whether positively or negatively. The
stepfather’s disengagement would be confirmed if he and his
wife are unable to converse without the daughter’s intrusion.

Structural assessments take into account both the
problem the family presents and the structural dynamics
it displays. And they include all family members. In this
instance, knowing the mother and daughter are enmeshed

isn’t enough; you also have to know what role the step-
father plays. If he’s close with his wife but distant from
the daughter, finding mutually enjoyable activities for the
stepfather and stepdaughter will help increase the girl’s
independence from her mother. On the other hand, if the
mother’s proximity to her daughter appears to be a func-
tion of her distance from her husband, then the marital pair
might be a more productive focus.

HIGHLIGHTING AND MODIFYING INTERACTIONS Once
families begin to interact, problematic transactions emerge.
Recognizing their structural implications requires focusing
on process, not content. For example, perhaps a wife com-
plains, “We have a communication problem. My husband
won’t talk to me; he never expresses his feelings.” The
therapist then initiates an enactment to see what actually
does happen. “Your wife says you have a communication
problem; can you respond to that? Talk with her.” If, when
they talk, the wife becomes domineering and critical while
the husband grows increasingly silent, then the therapist
sees what’s wrong: The problem isn’t that he doesn’t talk
(which is a linear explanation). Nor is the problem that
she nags (also a linear explanation). The problem is that
the more she nags, the more he withdraws, and the more
he withdraws, the more she nags.

The trick is to modify this pattern. This may require
forceful intervening, or what structural therapists call
intensity.

Structural therapists achieve intensity by selective
regulation of affect, repetition, and duration. Tone, vol-
ume, pacing, and choice of words can be used to raise the
affective intensity of interventions. It helps if you know
what you want to say. Here’s an example of a limp state-
ment: “People are always concerned with themselves,
kind of seeing themselves as the center of attention and
just looking for whatever they can get. Wouldn’t it be nice,
for a change, if everybody started thinking about what they
could do for others?” Compare that with “Ask not what
your country can do for you—ask what you can do for
your country.” John Kennedy’s words had impact because
they were brief and to the point. You don’t need to make
speeches, but you do occasionally have to speak forcefully
to get your point across.

Affective intensity isn’t a matter of clever phrasing.
You have to know how and when to be provocative.

CASE STUDY

Mike Nichols once worked with a family in which a
29-year-old woman with anorexia nervosa was the identi-
fied patient. Although the family maintained a facade of



togetherness, it was rigidly structured; the mother and her
anorexic daughter were enmeshed, while the father was
excluded. In this family, the father was the only one to
express anger openly, and this was part of the rationale for
why he was excluded. His daughter was afraid of his anger,
which she freely admitted. What was less clear, however,
was that the mother had covertly taught the daughter to
avoid her father because she herself couldn’t deal with him.
Consequently, the daughter grew up afraid of her father
and of men in general.

At one point the father, describing how isolated he felt
from his daughter, said he thought it was because she feared
his anger. The daughter agreed, “It's his fault, all right.”
The therapist asked the mother what she thought, and she
replied, “It isn't his fault.”

The therapist said, “You're right.”

The mother went on, denying her real feelings to avoid
conflict: “It's no one’s fault.”

The therapist answered in a way that got her attention:
“That's not true.”

Startled, she asked what he meant.
“It's your fault,” he said.

This level of intensity was necessary to interrupt a
rigid pattern of conflict avoidance that sustained a destruc-
tive coalition between the mother and daughter. The
content—who really is afraid of anger—was less impor-
tant than the structural goal: freeing the daughter from her
over-involvement with her mother.

Intensity can also be achieved by extending the dura-
tion of a sequence beyond the point where homeostasis
is reinstated. A common example is the management of
tantrums. Temper tantrums are maintained by parents who
give in. They fry not to give in; they just don’t try long
enough.

CASE EXAMPLE

A four-year-old girl began to scream when her sister left
the room. She wanted to go with her sister. Her scream-
ing was almost unbearable, and the parents were ready
to back down. However, the therapist urged that they not
allow themselves to be defeated and suggested they hold
her until she calmed down. She screamed for 20 minutes!
Everyone in the room was frazzled. But the little girl finally
realized that this time she wasn’t going to get her way, and
so she calmed down. Subsequently, the parents were able
to use the same intensity of duration to break her of this
destructive habit.
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Sometimes intensity requires repetition of a theme in
a variety of contexts. Infantilizing parents may have to be
told not to hang up their child’s coat, not to speak for her,
not to take her to the bathroom, and not to do many other
things that she’s capable of doing for herself.

What we’re calling intensity may strike some as
overly aggressive. Although there’s no denying that
Minuchin and his followers tend to be interventionists, the
point of intensity isn’t to bully people but to push them past
the point where they give up on getting through to each
other. An alternative strategy is to use empathy to help
family members get beneath the surface of their defensive
wrangling.

If, for example, the parents of a disobedient child
are locked in a cycle of unproductive quarreling in which
the mother attacks the father for not being involved and he
responds with excuses, a therapist could use intensity to
push them to come up with a plan for dealing with their
child’s behavior. Or the therapist could interrupt their
squabbling and, using empathy, talk to each of them one
at a time about what they’re feeling. The wife who shows
only anger might be covering up the hurt and longing she
feels. The husband who neither gets involved nor fights
back when he feels attacked might be too annoyed at his
wife’s anger to see that she needs him. Once these more
genuine emotions are articulated, they can serve as a basis
for clients reconnecting with each other in a less defensive
manner.

Shaping competence is another method of modify-
ing interactions. Intensity is used to block the stream of
interactions. Shaping competence is like altering the direc-
tion of the flow. By reinforcing positives, structural thera-
pists help family members use functional alternatives that
are already in their repertoire.

Even when people make a lot of mistakes, it’s usually
possible to pick out something they’re doing light. A sense
of timing helps.

CASE EXAMPLE

In a large chaotic family, the parents were extremely inef-
fective at controlling their children. At one point the thera-
pist turned to the mother and said, “It's too noisy in here;
would you quiet the kids?” Knowing how much difficulty the
woman had with discipline, the therapist was poised to com-
ment on any step in the direction of effective management.
The mother had to yell, “Quiet!” three or four times before
the children momentarily stopped what they were doing.
Quickly—Dbefore the children resumed their misbehavior—
the therapist complimented the mother for “loving her
kids enough to be firm with them.” Thus the message was
“You're a competent person; you know how to be firm.”
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If the therapist had waited until the chaos resumed before
telling the mother she should be more firm, the message
would be “You're incompetent.”

BOUNDARY MAKING In enmeshed families, interventions
are designed to strengthen boundaries. Family members are
urged to speak for themselves, interruptions are blocked,
and dyads are helped to finish conversations without intru-
sion. A therapist who wishes to support the sibling system
and protect it from unnecessary parental intrusion might
say, “Susie and Sean, talk this over, and everyone else will
listen carefully.” If children interrupt their parents, a thera-
pist might challenge the parents to strengthen the hierarchi-
cal boundary by saying, “Why don’t you get them to butt
out so you two grown-ups can settle this.”

Although structural therapy is begun with the whole
family, subsequent sessions may be held with individuals
or subgroups to strengthen their boundaries. An overpro-
tected teenager is supported as an independent individual
by participating in some individual sessions. Parents so
enmeshed with their children that they never have private
conversations may begin to learn how if they meet sepa-
rately with the therapist.

CASE STUDY

When a 40-year-old woman called the clinic for help for depres-
sion, she was asked to come in with the rest of her family. It
soon became apparent that this woman was overwhelmed by
her four children and received little support from her husband.

The therapist’s strategy was to strengthen the boundary
between the mother and the children and help the parents move
closer to each other. This was done in stages. First the therapist
joined the oldest child, a 16-year-old girl, and supported her
competence as a potential helper for her mother. Once this was
done, the girl was able to assume some of responsibility for her
younger siblings, both in sessions and at home.

Freed from their preoccupation with the children, the
parents now had the opportunity to talk more with each other.
They had little to say, however. This wasn't the result of hidden
conflict but instead reflected a marriage of two relatively non-
verbal people. After several sessions of trying to get the pair
talking, the therapist realized that although talking may be fun
for some people, it might not be for others. So to support the
bond between the couple, the therapist asked them to plan a
special trip together. They chose a boat ride on a nearby lake.

When they returned for the next session, they were
beaming. They had a wonderful time. Subsequently, they
decided to spend a little time out together each week.

Disengaged families tend to avoid conflict and thus
minimize interaction. A structural therapist intervenes to
challenge conflict avoidance and block detouring in order
to help disengaged family members break down the walls
between them.

When beginners see disengagement, they tend to
think of ways to encourage positive interaction. In fact,
disengagement is usually a way of avoiding arguments.
Therefore, people isolated from each other usually need to
confront their differences before they can become closer.

Most people underestimate the degree to which their
own behavior influences the behavior of those around them.
This is particularly true in disengaged families. Problems are
usually seen as the result of what someone else is doing, and
solutions are thought to require that others change. Structural
therapists move family discussions from linear to circular per-
spectives by stressing complementarity. The mother who
complains that her son is a troublemaker is taught to consider
what she’s doing to trigger or maintain his behavior. The wife
who nags her husband to spend more time with her must learn
to make increased involvement more attractive. The husband
who complains that his wife never listens to him may have to
listen to her more before she’s willing to reciprocate.

UNBALANCING In boundary making, a therapist aims to
realign relationships between subsystems. In unbalancing,
the goal is to change the relationship within a subsystem.
What often keeps families stuck in stalemate is that mem-
bers in conflict are balanced in opposition and, as a result,
remain frozen in inaction. In unbalancing, the therapist
joins and supports one individual or subsystem.

Taking sides—Ilet’s call it what it is—seems like a
violation of therapy’s sacred canon of neutrality. However,
a therapist takes sides to unbalance and realign the system,
not as an arbiter of right and wrong. Ultimately, balance
and fairness are achieved because the therapist sides in turn
with various members of the family.

CASE STUDY

When the Maclean family sought help for an “unmanage-
able” child, a terror who'd been expelled from two schools,
Dr. Minuchin uncovered a covert split between the parents, held
in balance by not being talked about. The 10-year-old boy’s
misbehavior was dramatically visible; his father had to bring him
kicking and screaming into the consulting room. Meanwhile,
his little brother sat quietly, smiling engagingly. The good boy.

To broaden the focus from an “impossible child” to
issues of parental control and cooperation, Minuchin asked
about the little brother, seven-year-old Kevin, who misbehaved



invisibly. He peed on the floor in the bathroom. According to
his father, Kevin's peeing on the floor was due to “inattentive-
ness.” The mother laughed when Minuchin said, “Nobody
could have such poor aim.”

Minuchin talked with the boy about how wolves mark
their territory and suggested that he expand his territory by
peeing in all four corners of the family room.

Minuchin: Do you have a dog?
Kevin: No.
Minuchin:  Oh, so you are the family dog?

In the process of discussing the boy who peed—and
his parents’ response—Minuchin dramatized how the parents
polarized and undercut each other.

Minuchin:  Why would he do such a thing?
Father: I don't know if he did it on purpose.
Minuchin:  Maybe he was in a trance?

Father: No, I think it was carelessness.
Minuchin:  His aim must be terrible.

The father described the boy’s behavior as accidental;
the mother considered it defiant. One reason parents fall
under the control of their young children is that they avoid
confronting their differences. Differences are normal, but
they become detrimental when one parent undermines the
other’s handling of the children. (It's cowardly revenge for
unaddressed grievances.)

Minuchin’s gentle but insistent pressure on the couple
to talk about how they respond, without switching to focus
on how the children behave, led to their bringing up long-
held but seldom-voiced resentments.

Mother:  Bob makes excuses for the children’s
behavior because he doesn’t want to get
in there and help me find a solution for
the problem.

Father: Yes, but when | did try to help, you'd always

criticize me. So after a while | gave up.

Like a photographic print in a developing tray, the
spouses’ conflict had become visible. Minuchin protected the
parents from embarrassment (and the children from being
burdened) by asking the children to leave the room. Without
the preoccupation of parenting, the spouses could face each
other, man and woman—and talk about their hurts and griev-
ances. It turned out to be a sad story of lonely disengagement.

Minuchin: Do you two have areas of agreement?

He said yes; she said no. He was a minimizer; she was
a critic.

Minuchin:  When did you divorce Bob and marry

the children?

She turned quiet; he looked off into space. She said
softly, “Probably 10 years ago.”

Chapter 6 * Structural Family Therapy 113

What followed was a painful but familiar story of how
a marriage can drown in parenting. The conflict was never
resolved because it never surfaced. And so the rift never
healed.

With Minuchin’s help, the couple took turns talking
about their pain—and learning to listen. By unbalancing,
Minuchin brought enormous pressure to bear to help this
couple break through their differences, open up to each
other, fight for what they want, and finally begin to come
together—as husband and wife, and as parents.

Unbalancing is part of a struggle for change that
sometimes takes on the appearance of combat. When a
therapist says to a father that he’s not doing enough or to a
mother that she’s excluding her husband, it may seem that
the combat is between the therapist and the family—that
he or she is attacking them. But the real combat is between
them and fear—fear of change.

CHALLENGING UNPRODUCTIVE ASSUMPTIONS Although
structural family therapy is not primarily a cognitive
approach, its practitioners sometimes challenge the way
clients see things. Changing the way family members inter-
act offers alternative views of their situation. The converse
is also true: Changing the way family members view their
situation enables them to change the way they interact.

When six-year-old Cassie’s parents complain about
her behavior, they say she’s “hyper,” “sensitive,” a “ner-
vous child.” Such constructions have tremendous power.
Is a child’s behavior “misbehavior,” or is it a symptom of
“nervousness”? Is it “naughty,” or is it a “cry for help”? Is
the child mad or bad, and who is in charge? What’s in a
name? Plenty.

Sometimes therapists act as teachers, offering infor-
mation and advice, often about structural matters. Doing so
is likely to be a restructuring maneuver and must be done
in a way that minimizes resistance. A therapist does this by
delivering a “stroke and a kick.” If the therapist was dealing
with a family in which the mother speaks for her children,
he might say to her, “You are very helpful” (stroke). But to
the child: “Mommy takes away your voice. Can you speak
for yourself?” (kick). Thus mother is defined as helpful but
intrusive (a stroke and a kick).

Effective challenges describe what people are doing
and its consequences. However, in order for family mem-
bers to hear what is being pointed out, they must not feel
attacked. Saying “that’s interesting” before pointing some-
thing out makes it an object of curiosity rather than an
occasion for defensiveness. Moreover, although it’s tempt-
ing to tell people what they should do, doing so reduces the
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likelihood of them learning to see what they are doing—
and its consequences.

CASE STUDY: ARLENE AND TOM, PART 2

Family therapy went well for Arlene and her family. The
therapist first met with Arlene and her children, 12-year-old
Samantha and 10-year-old Laura, in part to gauge whether
Arlene’s fears about involving Tom were well-founded and to
observe the interaction between Arlene and her daughters.
It didn't take long to initiate an enactment as the daugh-
ters started complaining loudly about schoolwork, to which
Arlene responded by pleading with them to do it. The thera-
pist encouraged Arlene to calmly assert consequences for
not doing homework, which she did. Samantha and Laura
said they wanted Mom’s help with homework, to which
she agreed. Samantha and Laura said they liked having Tom
around, and Arlene agreed to invite him to the next session.

In the next session Tom expressed his desire to be more
involved in family life, and the girls said they would like that.
They liked him. Arlene reluctantly agreed but soon became
enthusiastic about Tom’s help once she realized how much it
freed up her time and energy and how much her children’s
behavior improved with another adult helping out. The whole
mood in the house shifted. Arlene started having more fun
with her children; they started doing better in school; Arlene
became less enmeshed with her children, which led to her
discipline becoming more effective; and Tom felt like more a
part of the family. Within 11 sessions, Arlene’s depression was
largely a thing of the past.

Questions to Consider

e How would you explain the change in this family from
a structural perspective?

e How, if at all, does structural therapy need to be
adapted to diverse family forms?

EVALUATING THERAPY THEORY
AND RESULTS

In Families and Family Therapy, Minuchin (1974) taught
family therapists to see what they were looking at. Through
the lens of structural family theory, previously puzzling
interactions suddenly swam into focus. This enormously
successful book not only taught us to see enmeshment and
disengagement but also let us hope that changing them
was just a matter of joining, enactment, and unbalancing.
Minuchin made changing families look easy. It isn’t.

Like the field itself, structural therapy has evolved
over the years. Today’s practitioners still use the patented
confrontations (“Who’s the sheriff in this family?”), but there

is a greater emphasis on helping families understand their
organization and less of the combative attitude that some-
times characterized therapists several decades ago. What’s
important to keep in mind is that structural family therapy
isn’t a set of techniques; it’s a way of looking at families.

Some of the strongest empirical support for structural
family therapy comes from a series of studies on children
with psychosomatic symptoms and young adults addicted
to drugs. Studies demonstrating the effectiveness of therapy
with children with severe psychosomatic illness are con-
vincing because of the physiological measures employed
and dramatic because of the life-threatening nature of the
problems. Minuchin, Rosman, and Baker (1978) reported
how family conflict can precipitate ketoacidosis crises in
children with diabetes. As their parents argued, only the
children with psychosomatic illness got really upset. More-
over, these children’s manifest distress was accompanied
by dramatic increases in free fatty acid levels, a measure
related to ketoacidosis. This study provided strong confir-
mation of the clinical observation that children with psy-
choso