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-Chapter 1

A Brief Overview

Solution-focused brief therapy (SFBT) is a future-focused, goal-directed ap-
proach to brief therapy developed initially by Insoo Kim Berg, Steve de Shazer, and
their colleagues and clients at the Milwaukee Brief Family Therapy Center in the
early 1980s. Developed inductively rather than deductively, SFBT is a highly disci-
plined, pragmatic approach rather than a theoretical one (Berg & Miller, 1992, Berg
& Reuss, 1997; de Shazer, 1985, 1988, 1991, 1994). The developers observed hun-
dreds of hours of therapy over the course of years, carefully noting the questions, be-
haviors, and emotions that led to clients conceptualizing and achieving viable, real-
life solutions.

The questions that proved to be most consistently related to clients’ reports of
progress and solutions were carefully noted and painstakingly incorporated into the
solution-focused approach, while those that did not were deliberately eliminated.
Since then, the solution-focused brief therapy approach has become one of the lead-
ing schools of brief therapy throughout the world as well as a major influence in
such divergent fields as business, social policy, and education.

MAJOR TENETS OF SFBT

SFBT is not theory based, but was pragmatically developed. One can clearly see
the roots of SFBT in the early work of the Mental Research Institute in Palo Alto and
of Milton H. Erickson; in Wittgensteinian philosophy; and in Buddhist thought.
There are a number of tenets that serve as the guidelines for the practice of SFBT,
and that both inform and characterize this approach.

If it isn’t broken, don’t fix it. This is the overarching tenet of SFBT. Theories,
models, and philosophies of intervention are irrelevant if the client has already
solved the problem. Nothing would seem more absurd than to intervene upon a situ-
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ation that is already resolved. While this seems obvious, in reality there are some
schools of psychotherapy that would encourage therapy in spite of improvement—
for example, for “growth,” to “solidify gains,” or to get to “deeper meanings and
structures.” SFBT is antithetical to these. If there is no problem, there should be no
therapy.

Ifit works, do more of it. Similar to the first tenet, this tenet continues the “hands-
off” approach. If a client is in the process of solving a problem, the therapist’s pri-
mary role should be to encourage the client to do more of what is already working.
SFBT therapists do not judge the quality of a client’s solutions, only whether a solu-
tion is effective. Following this, another related role for the therapist is helping the
client maintain desired changes. This is accomplished by learning exactly how the
client behaved or responded differently during periods of improvement. As a result
of identifying what worked, the client is able to repeat this success and the solution
further evolves.

If it’s not working, do something different. To complete the obvious first three,
this tenet suggests that no matter how good a solution might seem, if it does not work
it is not a solution. An odd reality of human nature is the tendency to continue to try
to solve problems by repeating the same things that have not worked in the past. This
is especially true for psychotherapy, where many theories suggest that if the client
does not improve (i.e., solve the problem), the fault rests with the client rather than
the therapy or the theory. In SFBT, however, if a client does not complete a home-
work suggestion or experiment, the task is dropped, and something different is of-
fered.

Small steps can lead to big changes. SFBT can be understood as a minimalist ap-
proach in which solution construction is typically accomplished in a series of small,
manageable steps. It is assumed that once a small change has been made, it will lead
to a series of further changes, which in turn lead to others, gradually resulting in a
much larger systemic change without major disruption. Thus, small steps toward
making things better help the client move gradually and gracefully forward to ac-
complish desired changes in their daily life and to subsequently be able to describe
things as “better enough” for therapy to end.

The solution is not necessarily directly related to the problem. Whereas almost all
other approaches to change have problem-leading-to-solution sequences, SFBT de-
velops solutions by first eliciting a description of what will be different when the
problem is resolved. The therapist and the client then work backward to accomplish
this goal by carefully and thoroughly searching through the client’s real-life experi-
ences to identify times when portions of the desired solution description already ex-
ist or could potentially exist in the future. This leads to a model of therapy that
spends very little or even no time on the origins or nature of the problem, the client’s
pathology, or analysis of dysfunctional interactions. While these factors may be in-
teresting, and possibly could influence client behavior, SFBT focuses almost exclu-
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thoritarian. SFBT therapists almost never pass judgments about their clients, and
avoid making any interpretations about the meanings behind their wants, needs, or
behaviors. The therapist’s role is viewed as trying to expand rather than limit options
(Berg & Dolan, 2001). SFBT therapists lead the session, but they do so in a gentle
way, “leading from one step behind” (Cantwell & Holmes, 1994, pp. 17-26). Instead
of interpreting, cajoling, admonishing, or pushing, the therapist “taps on the shoul-
der” of the client (Berg & Dolan, 2001, p. 3), pointing cut a different direction to

consider,

THERAPEUTIC PRINCIPLES AND TECHNIQUES

Main Interventions

A positive, collegial, solution-focused stance. One of the most important aspects
of SFBT is the general tenor and stance that is taken by the therapist. The overall atti-
tude is positive, respectful, and hopeful. There is a general assumption that people
have within them strong resiliencies, and can utilize these to make changes. Further,
there is a core belief that most people have the strength, wisdom, and experience (0

effect change. What other models view as “resistance” is viewed in SFBT as (a) peo-

ple’s natural protective mechanisms, or realistic desire to be cautious and go slow, or
(b) a therapist error, i.e., an intervention that does not fit the client’s situation. All of
these assumptions make for sessions that tend to feel collegial rather than hierarchi-
cal (although as noted earlier, SFBT therapists do “Icad from behind™), and coopera-
tive rather than adversarial.

Looking for previous solutions. SFBT therapists have learned that most people
have previously solved many, many problems. This may have been at another time,
another place, or in another situation. The problem may have also come back. The
key is that the person had solved their problem, even if for a short time.

Looking for exceptions. Even when clients do not have a previous solution that -

can be repeated, most have recent examples of exceptions to their problem. An ex-
ception is thought of as a time when a problem could occur, but does not. The differ-

ence between a previous solution and an exception is small but significant. A previ-

ous solution is something that the family has tried on their own that has worked, but
for some reason they have not continued this successful solution, and probably for-

got about it. An exception is something that happens instead of the problem, usually

without the client’s intention or maybe even understanding.
Questions vs. directives or interpretations. Questions, of course, are an impottant
communication element of all models of therapy. Therapists use questions often

with all approaches, especially while taking a history, checking in at the beginning -

of a session, or finding out how a homework assignment went. SFBT therapists,

however, make questions the primary communication tool, and as such they are an

have you 4 managed (o keep
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to information about previous solutions and exceptions, and may move them into a

solution-talk mode. )
Solution-focused goals. As in many models of psychotherapy, clear, concrete,
and specific goals are an important component of SFBT. Whenever possible, the

therapist tries to elicit smaller goals rather than larger ones. More important, clients = %

are encouraged to frame their goals as a solution, rather than the absence of a prob-
lem. For example, it is better to have as a goal “We want our son to talk nicer to us”—
which would need to be described in greater detail—rather than “We would like our
child to not curse at us.” Also, if a goal is described in terms of its solution, it can be
more easily scaled (sec below).

Miracle question. Some clients have difficulty articulating any goal at all, much
less a solution-focused goal. This is particularly true for multiproblem families, or
clients for whom the problem is so severe, they feel that even the description of a
goal somchow minimizes the magnitude of the problem and how overwhelming it
feels. The miracle question is a way to ask for a client’s goal that communicates re-
spect for the immensity of the problem, yet at the same time leads to the client com-
ing up with smaller, more manageable goals.

The precise language of the intervention may vary, but the basic wording is:

I am going to ask you a rather strange question /pause]. The strange question
is this: [pause] After we talk, you will go back to your work (home, school)
and you will do whatever you need to do the rest of teday, such as taking care
of the children, cooking dinner, watching TV, giving the children a bath, and
so on. It will become time to go to bed. Everybody in your household is quiet,
and you are sleeping in peace. In the middle of the night, a miracle happens
and the problem that prompted you to talk to me today is solved! But because
this happens while you are slecping, you have no way of knowing that there
was an overnight miracle that solved the problem [pause/. So, when you wake
up tomorrow morning, what might be the small change that will make you say
to yourself, “Wow, something must have happened—the problem is gone!”

(Berg & Dolan, 2001, p. 7)

Clients have a number of reactions to the question. They may seem puzzled. They
may say they don’t understand. They may smile. Usually, however, given enough
time to ponder it, they come up with some very specific things that would be differ-
ent when their problem is solved. The responses they give can then usually be taken
as the goals of therapy. As such, their answers lead to a more detailed description of

how they would like their life to be, which in turn can help clucidate their previous &

solutions and exceptions,

In therapy with couples, families, or work groups, the miracle question can be
asked to individuals or to the group as a whole. If asked to individual members, each §
one would give his or her response to the question, and others might react to it. The -
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therapist would try to elicit support for each member’s miracle. If the question is
as‘kcd to the couple, family, or work group as a whole, members m.ay “vw;)rcllqluﬂgg01111 b
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and exceptions, and to punctuate new changes as they occur. As with the changes
made before the first session, there are three things that can happen betwcen each
session: (1) things can get better; (2) things can stay the same; (3) things can get
worse.

If the scale goes up, and things get better from one session to the next, the thera-
pist compliments the clients, then solicits extensive details describing how the cli-
ents were able to make such changes. This not only supports and solidifics the
changes, but leads to the obvious nudge to “do more of the same.” If things “stay the

same,” again, the clients can be complimented for maintaining their changes, or for .

not letting things get worse. “How did you keep it from going down?” the therapist
might ask. It is interesting how often this question will lead to a description of
changes the clients have made, in which case again the therapist can compliment and
support and encourage more of that change.

THERAPIST: Mary, last week you were a 4 on the scale of good communications. I
am wondering where you are this week?

WIFE: [Pauses.] I'd say a 5.

THERAPIST: A 5! Wow! Really, in just one week.

WIFE: Yes, I think we communicated better this week.

THERAPIST: How did you communicate better this week?

WIFE: Well, I think it was Rich. He seemed to try to listen to me more this week.

THERAPIST: That’s great. Can you give me an example of when he listened to you
more? ,

WIFE: Well, yes, yesterday for example. He usually calls me once aday at work, and . . .

THERAPIST: Sorry to interrupt, but did you say he calls you once a day? At work?

WIFE: Yes.

THERAPIST: I'm just a little surprised, because not all husbands call their wives every
day. . .

WIFE: He has always done that.

THERAPIST: Is that something you like? That you wouldn’t want him to change?

WIFE: Yes, for sure.

THERAPIST: Sorry, go on, you were telling me about yesterday when he called.

WIFE: Well, usually it is kind of a quick call. But I told him about some problems I

was having, and he listened for a long time, seemed to care, gave me some good

ideas. That was nice.
THERAPIST: So that was an example of how you would like it to be, where you can
talk about something, a problem, and he listens and gives good ideas? Support?

WIFE: Yes.
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THERAPIST: Rich, did you know that Mary liked your calling her and listening to
her? That that made you two move up the scale, to her?

HUSBAND: Yeah, I guess so. I have really been trying this week.

THERAPIST: That’s great. What else have you done to ir -
; y to make the comm
better this week? unication

This example shows how going over the scale with the couple served as a vehicle
for finding the clients’ progress. The therapist gathered more and more informati
about the small changes the clients had made on their own, that led to an impr \f)n
ment on'the scale. This would naturally lead to the therapist suggesting that thl;: .
ple continue to do the things that are working, in this case for the husband to COU"
tinuc calling her, and continue to engage in the active listening that she foundonn
helpful. (Sec‘subscquenl chapters for more details about “scaling questions.”) *

C?wzsxf'ucufzg solutions and exceptions. The SFBT therapist spends mos:t of th
session listening attentively for signs of previous solutions, exceptions, and goal ;
When 1hcs&_: come out, the therapist punctuates them with enthusiasm a:nd sug _ i
The therapist then works to keep the solution-talk in the forefront. This, of Cgpor .
requires a whqle range of different skills than those used in trad‘itionka‘l roblllrsc’
focu§cd therapies. Whereas the problem-focused therapist is concerned wli)th ss.
ing signs of what has caused or is maintaining a problem, the SFBT therapist i on.
cerned with missing signs of progress and solution. , piRtis con

MOTHER: $he always just ignores me, acts like I'm not there, comes home from
school, just runs into her room: who knows what she is doing in there.

DAUGHTER: You say we fight all the time, so I just go in my room so we don’t fight
MOTHER: See? She admits she just tries 1o avoid me. I don’t know why she can’t just
come home and talk to me 2 little about school or something, like she used to

THERAPIST: Wait a second, when did she “use to™? Anita, when did you used to
come home and tell your mom about school?

DAUGHTER: I did that a lot; last semester [ did.
;T;RAPIST: Can you give me an cxample of the last time you did that?
en[:;El;rlo j:; L;Qgr?guc 1}: :;:z .last week, actually. She was all excited about her sci-
THERAPIST: Tell me more, what day was that. .. ? -
MOTHER: [ think last Wednesday.
THERAPIST: And she came home . . .
MOTHER: She came home all excited.
THERAPIST: What were you doing?




f (
10 More Than Miracles: The State of the Art of Solwtion- Focused Brief Therapy

MOTHER: T think the usual, I was getting dinner ready. And she came in all excited,
and T asked her what was up, and she told me her science project was chosen for
the display at school.

THERAPIST: Wow, that is quite an honor.

MOTHER: It is.

THERAPIST: So then what happened?

MOTHER: Well, we talked about it; she told me all about it.

THERAPIST: Anita, do you remember this?

DAUGHTER: Sure, it was only last week. T was pretty happy.

THERAPIST: And would you say that this was a nice talk, a nice talk between you
two?

DAUGHTER: Sure. That’s what I mean; T don’t always go in my room.

THERAPIST: Was there anything different about that time, last week, that made it cas-
ier to talk to cach other?

MOTHER: Well, she was excited.

DAUGHTER: My mom listened, wasn’t doing anything clse.

THERAPIST: Wow, this is a great cxample, thank you. Let me ask this, if it were like

that more often, where Anita talked to you about things that werc interesting and - §

important to her, and where Mom, you listened to her completely without doing -f

other things, is that what you two mean by better communication?
DAUGHTER: Yeah, exactly.
MOTHER: Yes.

In this example, the therapist did a number of things. First, she listened carcfully

foran exception to the problem, a time when the problem could have happened but it

did not. Second, she punctuated that exception by repeating it, cmphasizing it, get

g e e R e R

G

ting more details about it, and congratulating them on it. Third, she connected the &
exception to their goal (or miracle) by asking the question: If this exception were to ¥

occur more often, would your goal be reached?

Coping questions. If a client reports that the problem is not better, the therapist &

may sometimes ask coping questions, such as, for example, “How have you man-
aged to prevent it from getting worse?” or “This sounds hard—how are you
managing to cope with this to the degree that you arc?”

Is there anything [ forgot to ask? Betore taking a break and reconvening or alter-
natively, sometime during the session, the therapist asks the client, “Is there any-
thing I forgot to ask?” or “'Is there something else I need to know?”

Taking a break and reconvening, Many models of family therapy have encour-
aged therapists to take a break toward the end of the session. Usually this involves a

conversation between Lhe therapist and a team of colleagues or a supervision team
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who hz_wc bccnwwatching the session and who give feedback and suggestions t [
therapist. In SFBT, therapists are also encouraged to take a brcai( ngcgar‘ th s 01
end. If there is a tcam, they give the therapist feedback, a list of com Iimcn{t: S?S“
family, apd some suggestions for interventions based on the clients’ sﬁrcnuthz o
ous solutions, or exceptions. If there is a not a tcam available, the thera i-::st ,_irm_f
take a break to collect his or her thoughts, and then come up ?with com;ﬁimc‘::ls ilﬁ

ideas for possible experiments. When the therapi ;
y ; o st returns (o " i
can offer the family compliments. p the session, he or sh

THERAPIST: [ just wanted to tell you, the team was really impressed with vou t
this week. They wanted me to tell you that, Mom, they Ehought you really Ol: "
care a lot about your daughter. It is really hard (o be a mom, and you ch{;cur;t
cused, and clear how much you love her and how you want l;) help her. The o
;m_prcsscd that you came to the session today, in spite of work and h:;v'n i WFI']
child at hom_c. Anita, the team also wanied to compliment you on yr;nurl cg i
ment to making the family better, They wanted me to tell you how brj hloml:!mlt
ticulate they think you are, and what a good “scientist” you are! Yef lhaI: o
seem 1o be rcal!},j aware of what small, little things that happen -in yo’ur ?a y’Cln
gééghttmatl:c a dﬂ'f_erence -+ - That is what scientists do, they observe thing-;Tlia}
yoﬂwzéca ;:)r:!gc things, no matter how small, Anyway, they were impressed witk

DAUGHTER: [Seeming pleased. ] Wow, thanks!

l:'_xpcrmm{us and homework assignments. While many models of psychothera

s intersession homework assignments to solidify changes begun during therapy,
:!::;s;l?r 1]1(;[1mc thc‘homcwork is gssigncd by the therapist. In SFBT, therapists frc:
tik'ecn Zc‘;'sll O:‘Sc, ?{:ESIOH by suggesting a possible experiment for the client to try be-
one E;h';;ad dl they so Chqosc. Thc‘:sc experiments are based on something the cli-
direction of i’hcf’“lg (ICXCEPUOﬂS), thinking, fecling, cte. that is heading them in the
Both appmachcl: ?Oﬁl . Altemau_a]y, h_omcwcnrk 1s sometimes designed by the client.
Wer ollow the b1a51c phtlosoph_y that what emanates from the client is
Rirst, what | were to come Tromv the th?raplst. This is true for a number of reasons.
main, reasm: ISUggfiSlCd I;y the clicnt, d:rc'criy or indirectly, is familiar. One of the
fami]y o i;:)glr..vvork is not c_omp}eted in other models is that it is foreign to the
.‘msisﬁmw”) S& (] (r{nor:f thinking and wqu to accomplish (usually thought of as
worked alread ?cunh, clients usually assign themselves either more of what has
In both case 3&] 0‘; em (a previous solution) or something they really want to do.
creating limi » the homework Is more ticd to their own goals and solutions. Third,
SiSt” outsid cr‘ otwn omework assignments reduces clients” natural tendency to “re-
OCUS O o erhcrveENtoN, nO matter how good the intention. While SFBT does not

onresistance (and, in fact, views this phenomenon as a natural, protective pro-
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cess that people use to move slowly and cautiously into change rather than as evi-
dence of psychopathology), certainly when clients initiate their own homework,
there is a greater likelihood of success.

THERAPIST: Before we end today, I would like for you two to think about a home-
work assignment. If you were to give yourselves a homework assignment this
week, what would it be?

DAUGHTER: Maybe that we talk more?

THERAPIST: Can you tell me more?

DAUGHTER; Well, that I try to talk to her more when I come home from school. And
that she stops what she is doing and listens.

THERAPIST: I like that. You know why? Because it is what you two were starting to
do last week. Mom, what do you think? Is that a good home work assignment?

MOTHER: Yeah, that’s good.

THERAPIST: So let’s make this clear. Anita will try to talk to you more when she co-
mes home from school. And you will put down what you are doing, if you can,
and listen and talk to her about what she is talking to you about. Anything else?
Anything you want to add?

MOTHER: No, that’s good. I just need to stop what I was doing; I think it is important
to listen to her.

THERAPIST: Well, that sure seemed to work for you two last week. Okay, so that’s the
assignment. We’ll see how it went next time.

A couple of points should be emphasized here: First, the mother and daughter
were asked to make their own assignment rather than have one imposed on them by

the therapist. Second, what they assigned themselves flowed naturally from their *

previous solution and exceptions from the week before. This is very common and is
encouraged by SFBT therapists. However, even if the clients suggested an assign-

ment that was not based on solutions and exceptions to the problem, the therapist

would most likely support it. What is preeminent is that the assighments come from
the clients.

So, what is better, even a little bit, since the last time we met? Atthe start of each |

session after the first one the therapist will usually ask about progress, about what
has been better during the interval. Many clients will report that there have been

some noticeable improvements. The therapist will help the client describe these

changes in as much detail as possible. Of course some clients will report that things
have remained the same or have become worse. This will lead the therapist to ex-
plore how the client has managed to keep things from becoming worse, or, if worse,
what the client did to prevent things from becoming much worse. Whatever the cli-
ent has done to prevent things for worsening is then the focus and a source for com-

.,- :"& i :..:._-, ;
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lemcms: and pcrhaps for an §xpcri ment, because whatever they did they should con-
tinue doing. Dunng lhevsessmn, usually after there has been a lot of talk about what
is better, th: therapist will ask the client to rate himself or herself on the progress (to-
ward solul;on) s.calc. Oof course when the rating is higher than the previous sessi;)n’s
[he. Lhe:.raplst will compliment this progress and help the client figure out h ;
maintain the improvement. : e
9 S,;;iorriipo:;t duf'ing the session—possibly at the beginning perhaps later in the
se —the therapist will check frequently indirectl o the assi

. ' . ; ¥, on how the as

went. If the Chfil‘lt did the assignment, and it “worked”—that s, it helpeds:liir::?;:z:
move toward l.ns or her goals—the therapist will offera compliment. If the client did
not do the assignment, the therapist usually drops it 1
that was better.

. an;) dlffeFencc beLWeenT SFBT and other homework-driven models such as cog-
nitive-behavioral therapy, is that the homework itself is not required fc;r chanée p§r

TREATMENT APPLICABILITY

thef;;;r.ior;focusi:g Lll;crapy is one of the most popular and widely used models of
1n the world. Because it is based on the conce ili e
yin : pt of resiliency, and on ¢l 1
OWn previous solutions and exceptions to their itis s eio a]
: own problems, it is applicab]
problems, and indeed has been anpl; i : : oy
! ) s pplied to a wide range of problems seen by clin;
- - ‘I i
E:;:;Jhgse _mcilr.;;z ;”armly therapy (McCollum & Trepper, 2001); couples t)}’];r;;;
r-Davis, » treatment of sexual abuse (Dolan, 1991): re:
Stance abuse (Berg & Miller, 1992- de Sha , e b
: ' : . zer & Isebaert, 2003); and
Schizophrenia (Eakes, Walsh Mark i, Cai ; 997). Thore ey
. ; owski, Cain, & Sw
been self-help books writt i : pectis Tl
en from a solution-focused i
o -y sed perspective (Dolan, 1998 ,and
€ solution fOcttseFj approach has been applied beyond traditional psychor.him;y
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RESEARCH ON THE EFFECTIVENESS
OF SOLUTION-FOCUSED BRIEF THERAPY

Considering the wide use of SEBT, both in clinical practice and in other social
systems, it is unfortunate that more empirical research has not been done on its ef-
fectiveness. In the most thorough review to date, Gingerich and Eisengart (2000) re-
view 15 empirical studies on SFBT effectiveness. Of the five studies that were con-
sidered well-controlled, four were found to be superior to no treatment or treatment
as usual: the fifth was found to be equal to a known intervention, interpersonal

psychotherapy for depression. The findings for the remaining ten studies, which -

were not considered as well-controlled or which had methodological problems, all
support SFBT's effectiveness. Gingerich and Eisengart conclude that, while this re-
view provides preliminary support for SFBT’s effectiveness. more and better-

controlled studies are necessary.

SUMMARY

SEBT is a paradigm shift from the traditional psychotherapy focus on problem

st SR s

R T 2 f A A

formation and problem resolution that underlies almost all psychotherapy ap- =

proaches since Freud. Instead, SFBT draws upon clients’ strengths and resiliencies
by focusing on their own previous or conceptualized solutions and exceptions o
their problems, and then, through a series of interventions, encouraging the clients to
do more of those behaviors. SFBT can be applied to a myriad of family-related prob-

lems. SFBT, while deceptively easy to learn, like all therapies, requires great skill to ]

reach a level of proficiency. While the preliminary research on the effectiveness of

SFBT has been positive, clearly more research, especially clinical trial studies, are
needed.
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THE MIRACLE QUESTION
Steve de Shazer
(BFTC)

The miracle question was developed beginning in the early 80s and | have been using it in almost every
first session ever since.

I think my (our) initial mistake was to call it "the miracle question" when it has never been just a
simple question. Rather, its purpose was to shift the conversation quickly and easily into the future
when the problems (that brought the client to therapy) were gone. That is to say, the "question" itself
was never as important as the client's response. Over the years of dealing with the wide variety of client
responses | have somehow sort of learned how best to respond to their responses. In part, | learned
this from watching how Insoo Kim Berg responds to her clients' responses. Further, | learned this from

watching how other therapists' responsive behaviour did not lead to the kind of miracle picture Insoo's
clients were able to develop. So here is a sketch of the pattern that | have worked out.

PART ONE
"I have a strange, perhaps unusual question, a question that takes some imagination ...
[Pause. Wait for some sort of signal to go ahead with the question.]
Suppose . ..

[Pause. The pause allows clients to wonder what strange and difficult thing | might ask them
to suppose.]

After we finish here, you go home tonight, watch TV, do your usual chores, etc., and then go to bed
and to sleep . ..

[Pause. Pretty normal, everyday stuff. Not so strange after all.]
And, while you are sleeping, a miracle happens . . .

[Pause. The context for this miracle is the client's normal, everyday life. This construction
allows for any kind of fantastic wishing.]

And, the problems that brought you here are solved, just like that! . . .

[Pause. Now the focus is on one particular miracle that is in line with his or her coming to
therapy.]

But, this happens while you are sleeping, so you cannot know that it has happened."
[Pause. This is designed to allow the client to construct his or her miracle without any
consideration of the problem and without any consideration of the steps that be or might
have been involved.]

"Once you wake up in the morning, a) how will you go about discovering that this miracle has
happened to you?" OR, b) "how will your best friend know that this miracle happened to you?"

[Wait. The therapist should not interrupt this silence; it is the client's turn to talk, to answer the
question. In fact, when the client's response is "un-reasonable” (in the therapist's view) the
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therapist's most useful response is to continue his/her silence which gives the client a change
to "fix" the response, to make it more reasonable.]

[Many clients, particularly adolescents, find it easier to describe the day-after-the-miracle from
the perspective of other people. The individual's perspective is then dealt with in Part Two. ]

PART TWO

"A) How will your best friend discover that this miracle happened to you?"
OR,
B) "how will you discover that this miracle has happened to you?™

PART THREE

"When was the most recent time (perhaps days, hours, weeks) that you can remember when things
were sort of like this day after the miracle?"

PART FOUR

"On a scale from 0 to 10, with 10 standing for how things are the day after the miracle and 0 standing
for how things were at the point you called to arrange this appointment, where - between 0 and 10 -
are you at this point?"

[This "progress scale" is designed to help both therapist and client figure out where the
client is in relation to his/her goal(s) for therapy.]

"On the same scale, where do you think your best friend would say you are?"
"On the same scale, where would you say things were when things were sort of like this miracle day?"

PART FIVE

(The opening gquestion in second and later sessions.)
"So, what is better?"

["Better" is a construction and this is designed to remind both therapist and client that one of
the goals in these subsequent sessions is to help the client describe things as "better."
Failure to begin the subsequent sessions with this question undermines the value of the
other four parts.]

PART SIX

(The "progress scale.")
"Remember that scale where 10 stands for the day after the miracle? Where would you say you are
today on that scale?"

[it seems more useful to ask about this without reminding the client of his/her previous
rating. If the question is asked this way: "Last time you were at 3, where are you now?"
Clients tend to respond with "3" and they tend to respond to the open version with a rating
"higher" than that they gave in the previous session.]
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The Solution-focused Therapy Model: the First Session

Introduction: Key Questions

Introduce yourself.

What do you like to be called?

What do you want to get out of being here today?
Problem: Key Questions

How often does this... happen? (days/parts of days)
How long has it been going on?

Has it ever happened before?

How did you deal with it?

Itis important to get a practical description in behavioral terms:
Examples

What is said/done?

Who says it/does it?

Who notices?

What happens next? And then what?
What else?

(If the description is unclear you may ask “If you made a video of...happening
what would I see?)

Pre-session Changes: Key Questions

Have there been changes for better or worse since you decided to take action?

Who else noticed this?



Goals: Key Questions

What will it be like when the problem is solved?
What will you be doing instead?

When that happens, what difference will it make?
How will other people know that things are better?
Who will notice first? And then who?

What else will be different?

What else?

What else?

(Itis important to ask what they will be doing, not what will have
stopped.)

Exceptions: Key Questions

What about times when the problem is not happening?

Or when it is less?

You mentioned earlier that some days/times are better. What is it like at these
times?

What are you doing instead at these times?

What else is better at these times?

Who notices first when things are better for you?

And then who?

What do 'they notice at these times?

What else?



(Again, as with goals, it is important to get descriptions of what they are

doing, not of what they are not doing.)

Scaling: Key Questions

Please think of a scale from 0-10 with 10 being the best. Not is how you felt
when things were at their worst. Ten is as good as things can be in relation to
this problem.

Where are you now on that scale right now? [pause] Give it a number, for
example 2 or 3. If not precise, ‘nearer 2 or nearer 3’?

How long will it take to get to 10?7 [prompt if necessary to get a time - 5 years?
More? Less?]

Maybe 10 is too big a goal?

[s something lower more realistic?

What number will be acceptable for you?

How will you recognize when you are one point further up the scale?
What else will be different when you are one point further up?

Who will notice?

How long will it take to get one point up the scale?

(Clients sometimes need some prompts to answer ‘How long ...?)
Miracle Question

I'm going to ask you a kind of strange question now.

Suppose [pause] you go to sleep tonight as usual [pause]

and while you are asleep a miracle happens [pause] and because you are
asleep you do not know that the miracle has happened. When you awake in



the morning what will be different that will tell you that the miracle has taken
place? What else? (Or can ask ... But you are asleep and don’t know that it has
been solved [pause].What will be the first small signs that this miracle has
happened and that the problem is solved?)

Surviving the Present: Key Questions

How will you get through the rest of today?

How have you kept going so far?

What else helps?

Is there anyone else who shares this with you?

What were the happiest times with X?

Can you do any of the same things without X?

What can you do keep their memory alive?

What would X want for you now?

What is happening now that you want to go on happening?
Key Points

* Language matching is a major strength of solution-focused therapy.

» The sequence of questions may vary once the therapist feels confident about
this.

* Maintaining the flow of the interview is important.

* Concrete and behavioral descriptions of events clarify the situation and
make

it appear more manageable.
« Talking about the problem is a means of joining with the client.

e Pre-session changes are important building blocks for progress.



* Goals are central to monitoring progress.
* Exceptions are common but often go unnoticed.
* Scales can be used in many different ways.

* The miracle question encourages creative thinking and some surprising
changes

follow its use.

Solution-Focused Family Therapy Resources

1. http://www.basic-counseling-skills.com/solution-focused.html- a brief article
3. Videos-http://www.youtube.com/watch?v=I-Tu1TZ6KcO a shorter video

Gederm s £ Fva v arnns s pamp i 1 frpimd o T s W in H
5. hitp://www.youtube.com/watch?v=rXhiUvBL70c- 20 solution focused

techniques

6. YouTube- Solution-Focused Couples Therapy with Kim Insoo-Berg (in syllabus is
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the whole session) ntto:/ Swvewe voutul 2 COM T WatCh i"*—f—;&ﬁ&iigﬁ’?eﬂ'ﬁi Y
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7. http://www.youtube.com/watch?v=8zuyTOUw63Y Discusses Family

8. hitp://www.sagepub.com/upm-data/41972 9780857028907.pdf chapter

9. h'tt_ﬂ:/’z’www.soiuti{:anfacused.ﬂet,!solutionfocusedtherapy.htm!

10. hittp://ctiv.alexanderstreet.com.mutex.gmu.edu/view/1778954 one and a

half hours. Go look at it, scan the side bar verbatim comments and focus on the
parts that seem relevant to you.
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